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THE  LIVER* 


Stewart  R.  Roberts,  Atlanta,  Ga. 


Every  medical  discussion  is  in  part  a 
review.  Every  medical  advance  in- 
volves either  observation,  seeing 
things  not  seen  before,”  or  investigation, 
making  known  things  not  known  before; 
or  interpretation,  making  plain  the  ways 
and  relations  of  things  hitherto  neither 
seen  nor  known.  Recently  the  medical 
mind  has  turned  its  attention  to  the  liver, 
an  organ  long  cursed  by  clinical  super- 
stition and  barricaded  by  meaningless 
phrases  so  repeatedly  used  that  custom 
alone  intimates  their  truth.  Witness  both 
in  profession  and  laity  the  use  of  such 
phrases  as  an  inactive  liver,  a sluggish 
liver,  a liver  that  acts  well,  a course 
of  calomel  for  the  liver,  a torpid  liver, 
the  psychic  and  soothing  influence  of  much 
green  bile  seen  in  the  stool  as  proof  that 
the  insubordinate  liver  has  returned  to  line 
of  duty,  and  above  all  that  biliary  cloak  of 
hepatic  ignorance  called  “biliousness.”  And 
yet  people  suffer  with  “biliousness,”  what- 
ever that  is,  feel  green  and  look  yellow, 
and  claim  relief  by  calomel.  The  average 
patient  with  “yellow  jaundice”  knows  no 
more  about  his  liver  or  its  bile  than  the 
average  Greek  did  in  the  time  of  Hippo- 
crates or  the  average  Roman  in  the  time 


of  Galen.  The  average  student  at  gradua- 
tion can  seldom  give  the  four  sources  of 
the  portal  blood  or  the  anatomical  boun- 
daries of  the  liver  itself.  To  the  average 
surgeon  the  liver  is  relatively  uninterest- 
ing, but  the  small  bile  pouch  that  hangs  be- 
neath it  is  a veritable  haven  of  activity.  To 
the  average  physician  the  gall  bladder  is 
relatively  uninteresting  unless  he  be  a 
biased  devotee  of  tubing  and  drainage,  but 
the  liver  is  a large  organ  of  many  func- 
tions, much  mystery  and  few  facts. 

For  twenty-five  years  internal  medicine 
has  focussed  itself  upon  the  heart,  and 
largely  left  the  abdomen,  apart  from  a few 
organic  conditions,  to  those  who  call  them- 
selves gastroenterologists,  and  to  that 
braver  group,  the  abdominal  surgeons.  But 
the  liver  is  as  important  as  it  is  large,  and 
the  time  is  at  hand  when  we  are  begin- 
ning to  think  in  terms  of  liver  problems 
and  to  develop  a liver  mind.  New  interest 
has  been  created  by  much  serious  work,  as 
illustrated  by  the  development  of  biologic 
chemistry,  the  analysis  of  the  bile,  the  dis- 
covery of  insulin,  the  ability  to  remove  the 
liver  in  experimental  animals,  tests  for 
hepatic  function,  and  advances  in  the  anat- 
omy and  physiology  of  the  liver  and  bile 
passages.  The  discovery  of  insulin  added 
a new  hormone,  made  clear  the  carbohy- 
drate function  of  the  pancreas,  solved  the 


^Address  on  Medicine  delivered  before  the  Ten- 
nessee State  Medical  Association,  Nashville,  April 
10,  1928. 


1 .'10412  nnT1R1929 


2 


THE  LIVER— Roberts 


May,  1928 


treatment  of  diabetes,  necessitated  the  re- 
newed study  of  carbohydrate  metabolism, 
and  accented  the  part  played  by  the  liver 
in  the  maintenance  of  blood  sugar,  the  pro- 
duction of  hypoglycemia  and  hyperglyce- 
mia and  glycogen  storage. 

The  liver  is  an  offshoot  from  the  hind 
end  of  the  primitive  foregut  which  extends 
from  the  pharynx  to  the  ampulla  of  Vater, 
and  from  this  segment  of  the  digestive  tube 
all  the  digestive  enzymes  originate.  From 
the  same  group  of  embryonic  cells  come  not 
only  the  liver  but  the  stomach,  the  duode- 
num the  gall  bladder  and  the  pancreas.  The 
same  branch  of  the  right  vagus  innervates 
the  stomach,  the  duodenum,  the  liver  and 
the  gall  bladder  but  omits  the  pancreas. 
Formerly  the  vagus  was  considered  motor 
to  the  gall  bladder,  but  its  stimulation  does 
not  cause  the  gall  bladder  to  contract  or 
empty.  The  action  of  the  vagus  on  the 
liver  is  unknown.  It  is  improbable  that  it 
has  any  secretory  influence  on  the  liver 
cells,  but  on  the  contrary  impulses  from 
the  sympathetic  apparently  stimulates  the 
conversion  of  glycogen  into  glucose  for  de- 
livery to  the  blood  and  tissue  cells.  In  gen- 
eral, one-fortieth  of  the  body  weight  in  the 
male  is  liver,  and  one  thirty-sixth  in  the 
female.  The  liver  cell,  despite  its  enor- 
mous capacity  for  work  and  the  multiplic- 
ity of  its  functions,  is  probably  a cell  with 
a low-grade  metabolism,  for  its  blood  sup- 
ply, though  generous,  is  drained  from  the 
stomach,  intestine,  pancreas  and  spleen, 
and  is  venous,  non-oxygenated  blood.  The 
comparatively  small  amount  of  blood  re- 
ceived through  the  hepatic  artery  is  its  sole 
oxygenated  blood,  but  this  supplies  the  walls 
of  the  blood  vessels,  the  bile  ducts  and  liver 
capsule,  and  not  liver  tissue.  The  col- 
loiden  casts  of  the  vascular  and  biliary  sys- 
tems of  the  liver  made  by  Mclndoe  and 
Counsellor  emphasize  the  bilateral  right 
and  left  nature  of  the  liver,  the  rapid  or 
slow  dilatation  of  the  biliary  tree  in  ob- 
struction of  the  common  duct,  a hydro- 
hepatosis, the  pressure  destruction  of 
hepatic  cells  if  rapid  obstruction  and  the  de- 
fence fibrosis  if  slow,  and  the  failure  of  the 
intrahepatic  portal  system  in  cirrhosis.  The 
enormous  number  of  venous  and  biliary  rad- 


icals is  visualized  to  the  naked  eye,  and  for 
the  first  time  one  realizes  the  tubal  intri- 
cacy of  the  liver. 

The  hepatic  cell  probably  does  more  dif- 
ferent things  well  than  any  other  cell  in 
the  body.  In  addition  to  its  own  nutrition 
and  metabolic  activity  common  to  all  liv- 
ing cells,  it  is  a real  5-and-lO-cent  store 
of  variable  functions,  and  retains  the  pow- 
er under  stress,  not  only  of  ceasing  to  per- 
form one  or  more  functions  and  continuing 
others,  but  of  rapid  anatomical  regenera- 
tion after  injury.  Twenty  per  cent  of  its 
total  mass  can  probably  do  satisfactorily 
the  work  attributed  to  the  whole.  Its  func- 
tions are  seven-fold  and  summed  up  as  fol- 
lows : 

( 1 ) The  continuous  formation  of  an  alka- 
line fluid  called  bile,  whose  three  chief  con- 
stituents are  a pigment,  bilirubin  and  its 
allies ; the  bile  acids,  glycocholic  and  tauro- 
cholic;  and  cholesterol.  The  liver  forms 
and  excretes  bile.  The  bile  acids  are  par- 
ticularly important  in  that  they  appear  to 
be  the  only  true  cholagogues.  The  work  of 
Whippel  and  the  Mayo  Clinic  on  the  bile 
acids  promises  much. 

(2)  The  liver  receives  bile  pigment  in  the 
blood  and  secretes  it  from  the  blood  into  the 
bile.  The  liver  takes  no  part  in  pigment 
formation  except  that  formed  by  the  Kupff- 
ner  or  endothelial  cells  in  the  vascular  capil- 
lary. The  bile  pigment  is  not  as  impor- 
tant as  the  bile  salts,  but  there  is  probably 
an  added  interest  on  account  of  his  color 
and  particularly  on  account  of  the  part  it 
plays  in  jaundice.  Hemoglobin  is  the 
source  of  the  bile  pigment.  The  red  cell 
probably  lives  an  active  life  for  six  weeks, 
dies  and  breaks  down  and  the  reticulo- 
endothelial system  liberates  from  the  hemo- 
globin this  iron  free  hematic  derivative  that 
we  call  bilirubin.  Bilirubin  is  a normal 
constituent  of  blood  sera  and  Sheard  had 
invented  his  spectrophotometer,  which  both 
identifies  and  measures  bilirubin.  Blood 
from  bone  marrow  and  spleen  contains 
more  bilirubin  than  blood  going  to  these 
organs.  After  removal  of  the  liver  in  the 
dog,  jaundice  promptly  develops,  showing 
the  extra  hepatic  origin  of  bilirubin.  When 
bilirubin  rises  to  the  proportion  of  1 to 
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40,000  in  the  blood,  jaundice  is  evident.  It  is 
to  be  emphasized  that,  contrary  to  the  older 
view,  except  to  a very  mild  degree,  the  liver 
excretes  but  does  not  form  bile  pigment. 

(3)  The  liver  metabolizes  proteins  after 
digestion  and  reduces  them  to  amino-acids. 
As  such  they  are  absorbed  from  the  intes- 
tines and  taken  in  the  portal  blood  to  the 
liver,  where  there  is  a division.  (1)  A 
smaller  part  passes  through  the  liver  to  the 
systemic  blood  at  a level  3 to  5 milligrams 
per  100  cc.  of  blood  and  rising  after  a pro- 
tein meal  to  6 mg.  This  is  metabolized  by 
the  tissues  into  protoplasm  to  replace  the 
wear  and  tear  of  life.  (2)  A larger  part 
is  formed  into  urea  and  passed  into  the 
blood  for  excretion  by  the  kidney  in  the 
urine.  With  a large  protein  meal  50  per 
cent  of  the  total  nitrogen  intake  is  excreted 
in  five  hours.  Urea  in  the  urine  not  only 
is  an  index  of  protein  intake  but  it  has 
been  formed  by  the  liver.  Urea  is  of  and 
by  the  liver  for  the  kidneys.  Remove  the 
liver  and  the  formation  of  urea  ceases.  Re- 
move the  liver  and  there  is  an  immediate 
increase  in  the  uric  acid  of  the  blood,  even  as 
high  as  7 to  9 mg.  per  144  cc.  of  blood  twelve 
hours  after  operation.  In  the  dehepatized 
dog,  with  life  maintained  by  the  persistent 
injection  of  glucose,  the  excretion  of  uric 
acid  in  the  urine  is  as  remarkable  as  its 
increase  in  the  blood,  urate  crystals  form- 
ing rapidly  after  voiding  and  with  an  hour- 
ly excretion  of  40  to  50  mgm.  per  hour. 
The  liver,  then,  not  only  forms  urea  but  de- 
stroys uric  acid.  What  part  the  liver  plays 
in  uric  acid  destruction  in  man  is  none  too 
clear,  but  in  an  eclampsia  in  which  there 
is  liver  involvement,  uric  acid  may  be  in- 
creased in  blood  and  urine. 

(4)  The  liver  is  active  in  fat  metabo- 
lism. Part  of  the  neutral  fat  in  the  thoracic 
duct  goes  to  the  fat  depots  of  the  body; 
part  goes  to  the  liver.  It  may  remain  tem- 
porarily as  neutral  fat  but  after  some  hours 
there  is  a desaturation  of  the  fatty  acids, 
the  addition  of  phosphorus  and  nitrogen 
and  the  formation  of  a new  body,  lecithin, 
which  is  composed  of  two  fatty  acid  mole- 
cules, glycerine,  phosphorus  and  chlorine. 
This  lecithin  goes  directly  to  the  tissues,  is 
incorporated  intimately  in  the  cell.  But 


with  cell  damage  or  poison,  the  intimate 
union  is  dissolved  and  free  fat  appears  in 
the  cell, — the  condition  known  as  fatty  de- 
generation. Lecithin  is  found  in  cell  mem- 
branes, in  the  white  matter  of  the  brain, 
the  ovary  and  adrenal  cortex. 

(5)  The  liver  is  essential  to  carbohy- 
drate metabolism.  Glycogen  is  present  in 
the  liver  of  normal  animals,  depending 
upon  the  amount  of  sugar  absorbed  from 
the  bowel,  the  call  of  the  tissues  for  glu- 
cose, and  the  regulation  of  the  endocrine 
glands.  Starvation  with  activity  empties 
the  liver  of  glycogen.  The  only  way  to 
really  rest  a patient’s  liver  is  to  starve  him. 
Reduction  in  blood  sugar  has  been  noted 
after  hepatic  poisons  as  phosphorus.  Re- 
moval of  the  liver  causes  a decrease  in  the 
blood  sugar,  and  there  is  a correlation  be- 
tween the  decrease  in  the  blood  sugar  and 
symptoms  in  the  dog.  After  removal  of 
the  liver,  symptoms  develop  when  the  blood 
sugar  is  from  0.03  to  .05  per  cent.  Weak- 
ness, flacidity,  convulsions  and  coma  with 
death  at  a blood  sugar  level  usually  not 
above  0.03  per  cent.  Within  thirty  seconds 
after  intravenous  glucose  injection  the  ap- 
parently dying  animal  takes  notice  and 
wags  his  tail  and  begins  to  walk  in  a min- 
ute after  the  life-saving  glucose  enters  the 
blood  stream.  The  liver  preserves  a nor- 
mal blood  sugar  level.  Without  it  there  is 
rapid  hypoglycemia  and  death. 

(6)  The  liver  evidently  has  an  antitoxic 
and  protective  function.  It  detoxicates 
various  chemicals  formed  in  the  bowel,  but 
with  normal  gastric  and  intestinal  mem- 
branes there  is  probably  some  selective  ac- 
tion rendered  in  absorption  by  the  stomach 
and  intestines.  A chronic  alcoholic  gastri- 
tis probably  throws  the  major  burden  of 
the  alcoholic  poison  on  the  liver.  Such 
vague  terms  as  auto-intoxication  or  intes- 
tinal-intoxication or  much  accent  on  indican 
should  not  involve  the  liver  in  the  discus- 
sion. In  dysfunction  of  the  liver,  it  is  prob- 
able that  many  of  the  clinical  symptoms 
are  due  to  a lessening  of  the  function  of 
detoxification.  Due  to  the  reciprocal  rela- 
tion of  the  liver  to  the  hormone  insulin, 
there  is  glycogenic  dysfunction  in  diabetes 
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and  fat  is  stored  in  the  absence  of  the  nor- 
mal content  of  glycogen. 

(7)  The  liver  is  a factor  in  blood  clot- 
ting. It  stores  material  from  which  hema- 
globin  is  made  and  it  probably  stores  red 
cells  in  adult  life.  Fibrinogen  is  produced 
in  the  liver.  It  has  been  shown  that  there 
is  a decrease  in  blood  fibrin  in  certain  liver 
injuries  and  diseases.  A normal  liver  seems 
necessary  for  the  formation  of  a normal 
blood  clot  in  normal  time.  Heparin  is  an 
anti-prothrombin  and  renders  the  blood  tem- 
porarily incoagulable.  Its  function  is  simi- 
lar to  that  of  hirudin  in  the  leech.  There 
are  other  liver  extracts  and  its  relation  to 
pernicious  anemia,  concerning  which  igno- 
rance forbids  comment. 

The  gall  bladder  as  well  affords  new 
views  and  new  problems.  Its  pathology 
seems  more  important  than  its  function. 
Perhaps  it  is  not  possible  to  definitely  state 
the  function  of  the  gall  bladder  and  a clear 
explanation  of  its  mechanism  is  equally  dif- 
ficult. The  gall  bladder  is  absent  in  the 
horse  and  present  in  the  cow,  present  in 
the  mouse  and  absent  in  the  rat.  Digestion 
and  health  after  cholecystectomy  in  man 
are  usually  normal,  and  if  disturbed  are 
due  probably  to  a chronic  cholangitis  and 
not  to  absence  of  the  gall  bladder.  Inspis- 
sated bile  is  normal  gall  bladder  bile  con- 
centrated as  much  as  ten  times  over  liver 
bile  by  the  absorption  of  water  by  the  gall 
bladder.  The  gall  bladder  adds  mucin  to 
its  content  even  though  goblet  cells  seem 
absent  from  the  mucosa.  Food,  particu- 
larly fat,  with  acid  reaction,  is  probably  a 
greater  factor  in  the  relaxation  of  the  duo- 
denum and  the  delivery  of  gall  bladder  bile 
to  the  intestines  than  is  muscular  contrac- 
tion of  the  gall  bladder  or  secretion  pressure 
in  the  liver.  Bile  is  apparently  discharged 
into  the  liver  intermittently  in  animals  with 
a gall  bladder  and  probably  continuously  in 
animals  without  a gall  bladder.  The  gall 
bladder  stores  and  concentrates  bile  but  it 
holds  very  little  bile  compared  to  the  total 
amount  of  one  or  more  quarts  excreted  by 
the  liver  in  24  hours.  The  liver  forms 
enough  bile  in  half  an  hour  to  fill  the  blad- 
der. Alvarez  discusses  well  the  mechanism 
of  the  gall  bladder. 


The  frequency  of  chronic  cholecystitis  de- 
serves clinical  realization.  A history  of  ty- 
phoid fever,  malaria,  focal  infection,  and 
abdominal  inflammation  justifies  suspicion. 
A grumbling  gall  bladder  is  easily  over- 
looked. A patient,  clinical  history  and  a 
careful  physical  examination  are  still  the 
Gibraltars  of  clinical  medicine.  Cholecys- 
tography is  based  on  the  physiological  pow- 
er of  concentration  possessed  by  the  gall 
bladder.  It  concentrates  the  dye  because 
it  concentrates  bile.  There  are  three  prob- 
lems. 1.  Does  failure  of  the  gall  bladder 
to  cast  a shadow  mean  a diseased  gall  blad- 
der? 2.  May  a diseased  gall  bladder  fill 
and  yet  cast  a shadow?  3.  Does  failure  to 
fill  justify  cholecystectomy?  With  good 
technique,  the  absence  of  a shadow  is  evi- 
dently a sign  of  a diseased  gall  bladder,  but 
a diagnosis  of  cholecystitis  should  probably 
not  be  made  on  cholecystography  alone  nor 
should  normal  cholecystography  be  inter- 
preted as  proof  of  a normal  gall  bladder. 
With  a master  like  Carmen  there  was  an 
error  in  diagnosis  in  23.6  per  cent. 

Mentzer,  after  analyzing  14,000  gall 
bladder  specimens,  concluded  that  gall 
bladder  surgery  is  well  stabilized,  that 
cholecystectomy  includes  90  per  cent  of  the 
gall  bladder  operations  and  that  gall  blad- 
der disease  and  surgery  should  be  based  on 
clinical  symptoms  rather  than  on  local 
pathology  alone.  Definite  indications  for 
saving  the  gall  bladder  exist,  particularly 
in  obstructions  of  the  common  duct  and  in 
certain  liver  and  pancreatic  diseases. 
Cholecystectomy  is  certainly  the  operation 
of  choice. 

With  a common  nerve  supply,  the  reflex 
disturbance  of  the  stomach  in  cholecystitis 
is  not  surprising.  The  inflammatory 
changes  in  cholecystitis  are  usually  greater 
in  the  outer  three  coats  than  in  the  mucosa 
itself.  Meltzer’s  doctrine  of  contrary  in- 
nervation seems  questionable.  The  drain- 
age doctrine  and  practice  are  on  the  de- 
fensive. The  gall  bladder  seems  to  respond 
more  to  a chemical  than  to  a nervous 
mechanism.  Neither  cholecystitis  nor  chole- 
cystectomy seems  to  have  any  influence  on 
gastric  secretion.  After  cholecystectomy 
in  man  the  gall  ducts  tend  to  dilate  appar- 
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ently  because  of  increased  pressure.  The 
cause  of  pain  in  cholecystitis  or  with  stone 
in  the  common  duct  is  problematical.  It  is 
probably  a referred  pain,  for  angina  pec- 
toris may  be  but  a symptom  of  cholecys- 
titis, and  the  cholecystic  heart  should  be 
remembered. 

Jaundice  is  a symptom  and  not  a disease, 
and  invites  clear  thinking.  Jaundice  is  due 
to  bile  pigment  and  not  to  bile.  Van  den 
Bergh,  the  physiologist,  proved  that  the 
very  simple  diazo  reagent,  reacted  to  a 
characteristic  color  to  solutions  containing 
bile  pigment.  Not  only  the  presence  of  pig- 
ment but  the  quantity  of  pigment  can  thus 
be  estimated.  McNee’s  classification  re- 
lates jaundice  to  its  pathology  and  the  Van 
den  Bergh  test,  and  includes  three  types: 
1.  Hemolytic  as  in  pernicious  anemia  or 
pneumonia.  When  the  Van  den  Bergh  re- 
agent is  added  to  the  serum  of  a patient 
with  hemolytic  jaundice  no  color  change  is 
noted  until  alcohol  is  added.  This  consti- 
tutes the  reaction,  indirect.  2.  Obstructive 
jaundice,  usually  painful,  with  damming  of 
bile  and  its  absorption  into  lymph  vessels 
and  blood  stream  and  pasty  stools.  The 
reagent,  with  the  serum,  develops  immedi- 
ately a dark  red  color.  This  is  the  direct 
reaction.  3.  Hepatic  jaundice,  in  which  the 
liver  cells  are  functionally  impaired  to  the 
degree  that  they  cannot  secrete  bile,  Clin- 
ically this  occurs  after  chloroform  or 
arsphenamine,  infectious,  heart  failure  or 
cirrhosis  and  there  is  a free  flow  of  bile 
into  the  duodenum,  the  delayed  direct  re- 
action. 

Jaundice  then  involves  an  investigation 
of  its  causes  as  follows:  1.  The  kind  of 
reaction  of  the  jaundice  serum  to  the  Van 
den  Bergh  test.  2.  The  height  and  be- 
havior of  the  bilirubin  curve.  3.  The  pres- 
ence or  absence  of  bile  in  the  duodenum  de- 
termined by  the  duodenal  tube  and  syringe 
extraction.  4.  Pain,  whether  present  or 
absent,  its  character  and  reference.  5.  The 
usual  clinical  symptoms,  and  physical  signs 
of  gall  bladder  and  liver  disease.  6.  Deci- 
sion as  to  whether  the  case  is  surgical  or 
medical.  7.  If  surgical,  Walters’  works 
show  the  value  of  preparation  for  opera- 


tion, including  coagulation  time,  water,  in- 
travenous calcium  chloride  and  transfusion 
if  necessary.  8.  The  medical  treatment,  if 
non-surgical,  depending  on  the  cause.  9. 
The  treatment  of  pruritus  by  calomel,  erne- 
tin  or  diathermy,  relieves  a very  trouble- 
some symptom. 

The  phenoltetrachlorthalein  test  for  hep- 
atic function  correspondes  to  the  phenol- 
sulphonephthalein  test  for  renal  function 
and  is  valuable  if  there  is  no  jaundice.  The 
presence  of  jaundice  anticipates  dye  reten- 
tion. Rosenthal’s  modification  lessens  the 
difficulty  of  the  test,  but  it  is  hardly  clin- 
ically applicable  apart  from  institutions  and 
well-conducted  laboratories.  In  normal 
persons  after  15  minutes  about  5 per  cent 
remains  in  the  circulation  and  excretion 
seems  complete  in  about  an  hour.  The 
liver,  of  course,  excretes  the  dye  and  with 
obstructive  jaundice  it  is  useless.  Reten- 
tion in  various  types  of  cirrhosis  ranges 
from  5 to  35  per  cent.  Rountree  wisely 
calls  attention  to  our  extreme  limitation  in 
the  diagnosis  of  the  various  types  of  jaun- 
dice and  cirrhosis.  Mixed  types  of  cirr- 
hosis are  certainly  very  common  and  very 
difficult.  There  is  an  increasing  impres- 
sion that  hepatic  insufficiency  does  exist 
clinically  and  is  difficult  of  diagnosis.  It 
should  be  suspected  in  certain  post-opera- 
tive toxemias  with  high  blood  urea,  failure 
of  renal  and  hepatic  excretion,  weakness, 
prostration,  nausea,  vomiting,  etc.  Intra- 
venous glucose  and  saline  are  indicated. 

The  Cirrhoses  are  a motley  group  best 
classified  into  portal  and  biliary  divisions 
with  many  sub-divisions.  A cirrhosis  is 
probably  to  be  regarded  as  a terminal  condi- 
tion “and  the  result  of  chronic  inflamma- 
tory, degenerative  and  poliferative  changes 
that  may  be  produced  by  a variety  of  dis- 
eased processes.”  It  is  probable  that  all  seri- 
ous systematic  infectious  diseases  and  acute 
and  chronic  infections  and  inflammations 
within  the  abdomen  insult  and  do  some  dam- 
age to  the  liver.  Its  power  of  rapid  regen- 
eration and  the  large  amount  of  liver  tissue 
above  that  necessary  for  ordinary  work  are 
apparently  the  two  factors  that  limit  the 
number  of  cases  of  cirrhosis. 
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Heart  disease  develops  so  gradually 
that  often  times  the  patient  has  no 
knowledge  of  its  existence  until  some 
unpleasant  sensation  arises  which  forces 
him  to  seek  medical  attention.  So  that  fre- 
quently our  first  contact  with  the  cardiac 
patient  is  with  threatened  or  established 
heart  failure  rather  than  with  early  heart 
disease.  With  this  truth  before  us,  it. be- 
hooves one  to  always  be  on  the  lookout  for 
the  warning  of  impending  heart  failure, 
since  only  by  such  early  recognition  can 
much  be  done  for  the  patient  either  in  terms 
of  comfort  or  prolongation  of  life  and  ac- 
tivity. Without  a full  understanding  of  the 
physiology  and  function  of  the  normal  cir- 
culatory system  one  can  scarcely  expect  to 
recognize  the  early  signs  and  symptoms  of 
the  abnormal  organ.  The  heart  and  vessels 
constitute  a most  elastic  mechanism  for  sup- 
plying nutritive  and  necessary  materials  to 
bodily  tissues  and  organs  and  removing 
from  them  waste  products  incident  to  their 
life  cycle  and  activity.  It  is  most  remarx- 
able  how  ably  the  normal  circulation  adapts 
itself  to  the  wide  range  of  demands  which 
every-day  life  in  the  average  individual 
makes  upon  it — varying  from  those  of  rest 
to  extreme  degrees  of  activity.  Within  rela- 
tive limits  the  normal  circulation  is  able 
to  meet  efficiently  the  varying  demands 
made  upon  it  and  in  most  instances  with- 
out even  subjective  unpleasant  sensations 
on  the  part  of  the  individual  involved. 
When,  however,  the  varied  parts  of  the  cir- 
culatory system  get  out  of  adjustment  to 
the  extent  that  the  heart  muscle  is  no  longer 
able  to  maintain  an  efficient  circulation,  then 
heart  failure  develops.  This  state  of  af- 
fairs may  arise  as  a result  of  some  defect 
in  the  heart  muscle,  of  some  obstacle  which 
in  itself  materially  increases  the  effort  ex- 
pended by  the  heart  in  maintaining  the  cir- 
culation, of  some  disturbance  in  the  adjust- 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  10,  1928. 


ment  of  the  varied  factors  concerned  in 
maintaining  the  circulation  or  of  other 
causes  too  numerous  to  mention. 

In  the  earlier  knowledge  of  cardiac  con- 
ditions clinicians  were  most  concerned  with 
structural  and  organic  changes  in  the  heart, 
and  from  the  presence  or  absence  of  these 
were  inclined  to  draw  their  conclusions  as 
to  the  existence  or  nonexistence  of  heart 
disease.  Under  this  working  rule  any  varia- 
tion from  the  normal  in  physical  findings 
such  as  a heart  murmur,  some  degree  of 
cardiac  enlargement,  extrasystoles,  etc., 
were  accepted  as  not  only  unquestioned  evi- 
dences of  cardiac  pathology,  but  also  as  of 
such  serious  import  as  to  justify  an  individ- 
ual being  rendered  a practical  invalid  in  an 
effort  to  safeguard  him  from  what  was 
then  conceived  to  be  at  least  threatened  if 
not  impending  failure.  In  the  light  of  pres- 
ent knowledge  we  are  not  concerned  so  much 
with  the  structural  symptoms  so  called  as 
we  are  with  the  functional  or  subjective 
symtoms  of  the  heart.  Our  greatest  con- 
cern is  the  integrity  of  the  heart  muscle  and 
its  ability  to  carry  on  and  maintain  an  effi- 
cient circulation.  Once,  one  can  convince 
oneself  of  this,  as  an  existing  fact,  then  the 
less  one  is  inclined  to  over-emphasize  the 
structural  changes  and  physical  signs  which 
formerly  so  occupied  the  thought  of  the 
profession.  In  proof  of  the  sanity  of  this 
view  we  have  all  seen  individual  after  in- 
dividual with  definite  and  well-marked  de- 
grees of  enlargement  carry  on  for  years 
with  relative  activity  and  no  discomfort  re- 
ferrable  to  his  circulation.  The  systolic 
murmur  of  the  apex,  not  accompanied  by 
a presystolic  element  as  well,  is  now  by 
many  disregarded  as  evidence  of  a valvular 
lesion,  while  practically  everyone  is  in 
agreement  that  isolated  systolic  apical  mur- 
murs, showing  no  transmission  and  occur- 
ring in  individuals  under  40  years  of  age, 
without  a previous  history  of  rheumatism  or 
other  causative  infection  and  without 
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other  evidence  of  heart  disease,  may  be  dis- 
regarded as  being  due  to  actual  valvular 
defects. 

The  normal  heart  carries  within  itself 
a certain  amount  of  reserve  power  over  and 
above  that  needed  to  meet  the  ordinary  de- 
mands of  an  active  life.  Sustained  pro- 
longed overexertion  without  adeqaute  rest 
periods  for  rebuilding  can  even  in  the  nor- 
mal heart  exhaust  this  reserve,  while  in 
the  diseased  heart  the  reserve  steadily  de- 
clines as  the  heart  muscle  becomes  more 
and  more  exhausted.  Heart  failure,  then, 
is  first  shown  by  a limitation  of  the  reserve 
force  of  the  heart — evidenced  usually  by 
an  inability  on  the  part  of  the  individual 
to  undergo  without  distress  some  form  of 
exertion  which  formerly  could  have  been 
done  with  ease.  In  the  early  stage  of  heart 
failure,  when  at  rest,  the  heart  is  efficient 
and  able  to  satisfactorily  fulfill  the  demands 
made  upon  it,  but  effort  of  varying  degree 
rapidly  exhausts  what  little  reserve  is  left 
in  the  impaired  heart  muscle  and  unpleasant 
sensations  arise  as  a result.  Gradually  the 
existing  reserve  is  still  further  narrowed 
until  finally  the  exhausted  heart  cannot  even 
fulfill  the  demands  of  the  body  when  at  rest 
and  symptoms  are  then  present  constantly 
without  the  necessity  of  being  produced  by 
effort. 

The  diagnosis  of  this  functional  ineffi- 
ciency is  made  in  the  suspected  case  from  a 
careful  and  painstaking  history  rather 
from  what  one  may  hear  with  a stethoscope 
or  elicit  by  any  of  the  other  means  of  physi- 
cal examination.  The  symptoms  and 
signs  of  well-established  heart  failure  are 
so  obvious  that  time  does  not  merit  their 
being  considered  in  detail,  but  rather  I wish 
to  briefly  discuss  the  findings  in  early  or 
impending  failure  and  in  addition  to  con- 
sider the  outlook  in  some  of  the  different 
types  of  heart  disease,  once  failure  has  de- 
veloped. 

The  functional  inefficiency  of  the  heart 
is  most  commonly  revealed  by  one  or  more 
of  the  three  following  symptoms,  i.  e., 
breathlessness,  pain  and  exhaustion.  Not 
all  of  these  are  present  in  every  case  of 
early  failure,  and  in  some  instances  other 
symptoms,  to  which  reference  will  be  made 
later,  are  more  obvious  to  the  patient  arid 


occupy  the  position  of  importance  in  his 
symptomotology  even  after  the  most  lead- 
ing and  direct  questions  have  been  asked. 
Some  one  or  more  of  the  above  three,  how- 
ever, so  commonly  occupy  the  position  of 
priority  in  the  patient’s  story  that  it  seems 
worth  while  to  consider  them  in  some  de- 
tail. 

According  to  Mackenzie,  “when  breath- 
lessness arises  from  cardiac  inefficiency  it 
is  always  associated  with  a diminished  out- 
put of  blood,  or  rather  an  output  insufficient 
to  supply  the  respiratory  center.”  This 
symptom  comes  on  in  the  early  phase  of 
cardiac  failure  incident  to  effort  and  it  can 
only  be  elicited  and  its  significance  appre- 
ciated by  careful  questioning  on  the  part 
of  the  clinician.  We  are  all  aware  that  as 
years  go  by  our  limits  of  physical  activity 
without  unpleasant  sensation  become  grad- 
ually more  narrowly  circumscribed.  This 
is  quite  natural  as  each  year  of  necessity 
takes  some  toll,  whether  recognizable  or 
not,  from  the  body,  and  most  of  us  tend 
all  the  while  toward  a more  sedentary  life 
— thus  rendering  us  more  susceptible  to 
the  effects  of  effort.  The  breathlessness  in- 
cident to  early  cardiac  failure,  however,  is 
different  from  that  due  to  the  gradual  age- 
ing of  the  individual  in  that  it  develops  as 
a sequence  to  some  form  of  effort  which 
the  individual  in  question  has  been  wont  to 
undergo  without  discomfort  of  any  kind  in 
the  near  past — such  as  climbing  a certain 
grade,  going  up  a set  of  stairs,  etc.  Then, 
too,  when  once  breathless  the  early  cardio- 
path  finds  that  he  is  longer  in  regaining 
normal  breathing  than  has  been  his  habit  in 
the  past.  A patient’s  observation  of  him- 
self is  not  always  the  most  exact,  and  often 
we  see  individuals  deny  breathlessness  on 
effort  when  it  is  obviously  present  even 
under  the  slight  exertion  of  talking,  and 
how  commonly  some  such  patients  admit  to 
needing  two  or  more  pillows  at  night  to 
secure  a comfortable  rest  where  formerly 
none  was  used. 

Heart  pain  is  most  commonly  produced 
by  physical  effort,  over-eating,  especially 
when  followed  by  physical  effort,  and  by 
nervous  strain.  At  times,  however,  at- 
tacks of  pain  occur  which  cannot  be  definite- 
ly linked  up  with  any  of  these  factors  as 
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exciting  causes.  Cardiac  pain  is  usually 
located  behind  the  sternum  or  in  the  left 
chest  over  the  heart,  and  may  radiate  into 
the  back,  neck,  one  or  both  arms,  the  ad- 
domen,  etc.,  though  typically  going  into  the 
left  arm  and  forearm.  In  intensity  thi^s 
discomfort  may  vary  from  a mere  sense  of 
tightness  in  the  chest  to  the  most  excruciat- 
ing lancinating,  boring,  vise-like  agony. 
Associated  with  this  discomfort  there  is 
often  a sensation  of  constriction  of  the  chest 
together  with  a sense  of  suffocation  as  if 
the  throat  were  being  compressed,  though 
the  patient  may  not  be  objectively  breath- 
less at  all.  In  the  more  severe  instances 
the  characteristic  fear  of  impending  death 
and  dissolution  together  with  the  cutaneous 
hyperalgesia  over  the  painful  area  add 
their  quota  to  the  findings.  Though  we  are 
not  concerned  here  with  differential  diag- 
nosis it  is  never  amiss  when  discussing  car- 
diac pain  to  recall  how  commonly  it  may 
be  referred  to  the  abdomen  and  there  fairly 
successfully  masquerade  under  the  guise  of 
gall  bladder  disease,  perforated  gastric  or 
duodenal  ulcer,  etc.  Certainly  in  this  day 
of  enlightenment  the  diagnosis  of  relative- 
ly sudden  death  from  “acute  indigestion,” 
so  called,  should  never  be  made,  simply  be- 
cause angina  and  coronary  occlusion  chance 
at  times  to  refer  their  discomfort  to  the 
upper  abdomen  rather  than  the  customary 
locations. 

A sense  of  exhaustion  on  effort  or  un- 
usual ease  of  fatigue  is  often  the  most  out- 
standing sensation  to  the  patient  in  early 
heart  failure.  A day’s  work  which  was 
formerly  carried  through  with  ease  finds 
a patient  exhausted  to  the  point  of  fatigue 
by  early  afternoon  and  almost  compelled  to 
sit  or  lie  down. 

Occasionally  one  sees  patients  with  im- 
pending cardiac  failure  who  either  do  not 
have  or  else  do  not  appreciate  the  existence 
of  the  commoner  symptoms  of  breathless- 
ness, pain  or  exhaustion,  but  whose  story 
as  told  is  almost  exclusively  a digestive  type 
— a sense  of  soreness  to  pressure  in  the 
epigastrium  as  the  result  of  an  engorged 
liver,  or  excessive  gastric  flatulence  with  the 
eructation  of  large  amounts  of  gas.  Or 
again  cough  may  be  the  distressing  symp- 
tom to  the  patient — as  in  the  elderly  in- 


dividual who  acquires  an  ordinary  winter 
cold,  which  drags  on  and  on  in  spite  of  a 
multiplicity  of  cough  medicines  and  purga- 
tives. How  strikingly  at  times  in  the  above 
instances  both  digestive  phenomena  and 
cough  are  relieved  by  a period  of  restricted 
activity  or  rest  in  bed  and  the  exhibition 
of  the  proper  amount  of  digitalis. 

In  the  present  day  we  commonly  speak  of 
established  heart  failure  under  two  general 
headings:  (1)  congestive  and  (2)  anginal 
— the  former  including  all  those  instances 
of  myocardial  failure  due  to  varied  causes 
and  showing  dyspnea,  cough,  congestion 
of  the  various  organs,  edema  and  collec- 
tions of  fluid  in  the  body  cavities;  and  the 
latter  embracing  those  instances  of  the 
symptom  complex,  angina  pectoris,  and  the 
more  sever  entity  of  coronary  occlusion — 
in  both  of  which  pain  is  the  outstanding 
feature. 

Next  in  importance  to  the  diagnosis  of 
heart  disease  and  failure  is  the  determina- 
tion as  accurately  as  possible  what  bearing 
the  condition  found  will  have  on  the  future 
of  the  patient.  Heart  failure,  of  course, 
will  almost  inevitably  affect  the  patient’s 
future  to  some  extent.  Heart  disease,  how- 
ever, may  or  may  not  do  so  and  too  often 
have  patients  needlessly  been  reduced  to 
semi-invalidism  by  a physician’s  misinter- 
pretation of  some  irrelevant  cardiovascular 
symptom  or  sign.  And  unquestionably  a 
certain  number  of  cardiac  neuroses  are  the 
end  result  of  unjustifiable  medical  pes- 
simism as  the  result  of  faulty  judgment  of 
certain  signs,  such  as  murmurs,  etc.  There 
are,  however,  certain  general  factors  which 
may  to  some  degree  effect  the  outlook  of 
patients  with  heart  failure  from  any  cause : 

(1)  Age — cardiac  involvement  in  younger 
persons — during  the  first  three  decades  of 
life — is  largely  due  to  rheumatic  and  kin- 
dred infections,  such  as  chorea,  tonsilitis, 
scarlet  fever,  etc.,  while  in  adults  and  late 
adult  life  the  degenerative  cardiac  diseases 
arise — due  to  hypertension,  arteriosclerosis, 
and  the  toxic  states  such  as  thyroid  dis- 
orders. Syphilis,  on  the  other  hand,  oc- 
cupies a mid-position  as  compared  to  the 
other  two — occurring  largely  in  the  fourth 
and  the  early  part  of  the  fifth  decade. 
Youth,  as  al^^ays,  is  a favorable  circum- 
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stance  to  recovery,  and  in  addition,  for 
some  reasons  rheumatic  infections  do  not- 
seem  to  cause,  as  a rule,  such  irreparable 
damage  to  the  heart  muscle  as  is  commonly 
the  case  in  syphilis  and  the  degenerative 
types  of  heart  disease. 

(2)  Sex— cardiac  disease  is  about  equal 
in  the  two  sexes — the  infectious  types  being 
probably  more  common  in  women  and  the 
hypertensive  and  arteriosclerotic  types 
more  prevalent  in  men.  The  outlook  in 
either  cardiac  disease  or  failure  is  better 
in  women,  owing  to  the  fact  that  they  are 
subjected  to  less  occupational  strain  and 
in  most  instances  they  seem  better  able  to 
adapt  themselves  to  their  physical  handi- 
cap. 

(3)  Occupation — patients  who  have  had 
heart  failure,  when  once  they  rehabilitate 
themselves,  should  pursue  largely  a seden- 
tary occupation  and  the  more  nearly  this 
can  be  attained  the  better  the  outlook  in 
the  future  for  the  prevention  of  subsequent 
failure.  The  financially  independent  in- 
dividual has  by  far  the  better  opportunity 
in  view  of  his  chance  to  lead  the  type  of 
life  outlined  and  to  secure  adequate  care 
and  attention. 

(4)  Etiology-— the  type  of  heart  disease 
causing  failure  is  often  of  great  significance 
and  this  may  be  considered  under  the  fol- 
lowing two  headings: 

(a)  Infections  including  acute,  sub-acute 
and  chronic  endocardial  valvular  disease 
and  cardiovascular  syphilis. 

(b)  Degenerative  diseases,  including  the 
arteriosclerotic  and  hypertensive  types  of 
heart  disease  and  the  myocardial  degenera- 
tions secondary  to  the  hyperthyroidism  of 
exophthalmic  goitre  and  toxic  adenoma. 

The  outlook  in  the  acute  forms  of  endo- 
carditis is  poor  at  best — -the  acute  bacterial 
form  due  to  streptococcus  hemolyticus, 
pneumococcus,  staphylococcus,  etc.,  being 
fatal  in  a few  weeks  usually,  while  the  sub- 
acute bacterial  endocarditis,  due  in  most  in- 
stances to  a streptococcus  viridans  infec- 
tion, is  more  protracted,  lasting  from  six  to 
twelve  months,  and  yet  almost  as  universally 
fatal. 

The  acute  types  of  endocarditis  are  in 
reality  not  literally  disease  entities,  but 
rather  localized  phenomena  of  a general 


blood  stream  infection.  While  almost  uni- 
versally fatal,  the  deaths  therefrom  are  not 
usualy  cardiac,  but  due  to  some  other  effect 
of  the  general  infection. 

Chronic  endocarditis  is  most  often  the 
result  of  rheumatic  or  kindred  infection, 
and  its  affect  on  prognosis  in  heart  failure 
depends  entirely  on  how  much  damage  may 
have  been  done  to  the  myocardium  by  the 
causative  infection  at  the  time  of  the  as- 
sault on  the  valves.  The  valve  defect  itself 
may,  to  some  extent,  affect  the  outlook,  mi- 
tral insufficiency  in  itself  having  usually  lit- 
tle effect,  while  the  lesions  of  aortic  insuf- 
ficiency and  mitral  stenosis  have  much  more 
significance  and  occasion  much  more  me- 
chanical impediment  to  an  already  laboring 
heart.  On  the  whole,  rheumatic  types  of 
heart  failure  seem  to  offer  a better  prog- 
nosis for  compensation  than  is  true  of  most 
other  types,  probably  due  to  the  younger 
age  of  the  patient  in  most  instances,  and 
also  to  the  fact  that  in  other  types,  such 
as  the  syphilitic,  hypertensive,  etc.,  there 
seems  usually  to  be  more  irreparable  dam- 
age to  the  myocardium. 

In  few  conditions  is  early  recognition 
more  essential  than  in  cardiovascular  syph- 
ilis, since  in  early  cases  persistent  and  ade- 
quate treatment  offers  a fair  prognosis, 
while  in  the  later  cases  where  marked  con- 
traction of  the  aortic  leaflets  has  occured 
or  changes  in  the  aorta  affecting  the  ori- 
fices of  the  coronary  vessels,  and  changes 
in  the  nutrition  of  the  heart  muscles  have 
arisen,  then  the  outlook  is  uniformly  grave 
and  in  most  instances  progressive  failure 
occurs  in  spite  of  intensive  and  rigid  treat- 
ment. The  previously  healthy  adult  who 
develops  in  the  fourth  and  fifth  decade  an 
aortic  lesion,  especially  regurgitant  in  type 
and,  in  whom  no  history  of  previously  exist- 
ing rheumatism  or  other  causative  disease 
can  be  elicited,  can,  in  most  instances,  be 
considered  syphilitic  and  should  in  every 
case  be  intensively  investigated  from  that 
angle. 

Hypertensive  heart  disease  and  failure 
begins  first  as  a hypertrophy  of  the  heart 
secondary  to  the  strain  occasioned  by  in- 
creased pressure,  to  be  followed  utimately 
by  dilation  and  failure.  In  many  instances 
of  this  type  of  heart  disease  by  the  time 
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failure  develops  general  arterial  changes 
have  often  developed  which  occasion  further 
and  more  rapid  damage  to  the  myocardium. 
Persistent  high  diastolic  pressure  readings 
in  this  type  of  heart  failure  makes  the  out- 
look very  grave  and  relatively  early  mortal- 
ity may  be  expected. 

In  the  heart  failure  due  to  myocardial  de- 
generation incident  to  thyroid  overfunction 
of  either  exophthalmic  goitre  or  toxic  ade- 
noma, much  may  be  done  and  the  ultimate 
prognosis  is  good,  provided  the  thyroid  con- 
dition is  submitted  to  surgery  before  the 
heart  failure  has  existed  over  a sufficiently 
long  enough  time  to  permit  of  permanent 
damage  having  been  done  to  the  myo- 
cardium. 

The  arteriosclerotic  type  of  heart  failure 
is  one  of  the  most  commonly  observed  de- 
generative cardiac  diseases.  The  more  vio- 
lent manifestation  of  this  type- — coronary 
occlusion — has  an  enormously  high  immedi- 
ate mortality,  while  in  those  instances  in 
which  death  does  not  occur  promptly  there 
is  frequently  so  much  resulting  damage  to 
the  heart  muscle  that  it  is  not  uncommon  to 
shortly  see  the  congestive  type  of  heart 
failure  superimposed  on  the  anginal.  The 
prognosis  in  the  symptom  complex  angina 
pectoris  as  distinct  from  coronary  occlu- 
sion varies  with  the  ability  of  the  patient 
to  adapt  himself  to  the  management  out- 
lined for  him.  In  general  it  may  be  said 
that  the  outlook  is  poor  the  easier  the  at- 
tacks are  produced,  and  especially  where 
the  seizures  tend  to  be  more  severe  and 
to  occur  more  frequently  despite  the  adop- 
tion of  a sane  line  of  management.  In  many 
instances  this  condition  seems  to  disregard 
all  accepted  rules  of  prognosis,  occasioning 
sudden  and  unexpected  mortality  on  the  one 
hand,  and  on  the  other  allowing  unusual 
and  equally  unexpected  years  of  life. 

Though  the  early  recognition  of  heart 
failure  is  largely  a matter  of  the  apprecia- 
tion of  the  subjective  symptoms  of  cardiac 
inefficiency  rather  than  the  eliciting  of  ob- 
jective physical  signs,  yet  once  heart  failure 
is  established  certain  physical  signs  or  find- 
ings may  give  us  important  data  as  to  prog- 
nosis. Physical  examination  revealing  a 
very  large  heart — one  in  which  dilatation 
exceeds  hypertrophy  by  far— offers  a poor 


outlook  for  future  efficiency,  especially  if 
dilatation  has  been  existant  for  any  ma- 
terial length  of  time. 

Gallop  rhythm  and  short,  faint  and  dis- 
tant heart  sounds  are  as  a rule  to  be  con- 
sidered as  indicative  of  myocardial  fatigue 
and  suggest  to  the  examiner  that  the  re- 
habilitation of  the  heart  in  question  will 
not  likely  proceed  to  the  point  desired. 

Cardiac  arrhythmia  itself  does  not  seri- 
ously affect  the  outlook  beyond  the  fact  that 
it  occurs  most  often  when  changes  in  the 
myocardium  are  quite  advanced.  Of  the 
irregularities  auricular  fibrillation  is  by  all 
odds  the  most  common  and,  of  course  un- 
less promptly  brought  under  control  by 
adequate  medication,  adds  materially  to  the 
strain  of  an  already  exhausted  muscle  and 
hastens  its  further  failure.  Premature 
contractions  or  extra-systoles  of  themselves 
are  of  no  moment — often  occurring  in  per- 
fectly normal  hearts,  but  when  present  in 
heart  failure  serve  as  additional  evidence 
of  considerable  myocardial  damage. 

Pulsus  alternans  is  a very  serious  finding 
in  heart  failure  and  one  that  augurs  against 
the  return  of  the  heart  to  anything  like 
competency. 

To  summarize — early  or  impending  heart 
failure  is  to  be  recognized  through  study 
and  observation  of  the  functional  efficiency 
of  the  heart  and  through  the  recognition 
of  the  symptoms  of  lack  of  such  efficiency 
rather  than  through  anything  that  one  may 
hear  with  a stethoscope  or  find  on  physical 
examination. 


DISCUSSION 

DR.  W.  H.  WITT,  Nashville:  It  is  just  as  im- 
portant in  the  practice  of  medicine  not  to  make  the 
wrong  diagnosis  as  it  is  to  make  the  right  diagno- 
sis, and  that  is  particularly  important  in  two  con- 
ditions that  medical  men  meet  often,  one, 
pulmonary  tuberculosis,  and,  the  other,  diseases  of 
the  heart.  When  I was  asked  to  discuss  the  paper 
I asked  for  and  secured  Dr.  Manier’s  consent  to 
take  what  might  be  called  the  negative  side,  and 
to  call  attention,  perhaps  a little  more  than  he  has, 
to  certain  things  that  do  not  indicate  disease  of 
the  heart,  and  yet  it  is  not  uncommon  for  the  in- 
dividuals who  have  these  things  to  which  I shall 
refer  to  be  called  cardiopaths,  and  to  be  given  a 
fright  which  is  not  justified. 

I wish  to  call  attention  to  certain  phenomena, 
subjective  and  objective,  observed  by  the  patient 
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or  discovered  by  the  doctor,  that  do  not  in  them- 
selves indicate  threatened  heart  failure,  and,  while 
they  may  be  associated  with  myocardial  disease, 
are  in  reality  not  commonly  of  ugly  significance. 
There  is  no  debate  on  the  unwisdom  of  making  a 
diagnosis  of  heart  disease  when  no  such  disease  ex- 
ists. This  applies  with  especial  force  in  the  case  of 
nervous  and  apprehensive  patients,  in  whom  the 
very  symptoms  to  which  I shall  refer  are  so 
common. 

First,  I shall  mention  certain  abnormalities  of 
rate  and  rhythm.  Ordinary  premature  systoles, 
coming  before  you  expect  them,  are  usually  with- 
out significance.  They  are  quite  common  in  per- 
fectly healthy  young  people,  and  in  even  much 
later  life  are  not  to  be  taken  too  seriously.  To 
prove  this  these  extra  systoles  usually  disappear 
on  exercise  and  without  producing  dyspnea,  and 
they  will  disappear  on  the  advent  of  an  acute  in- 
fectious disease  like  pneumonia.  On  some  days 
they  are  present,  on  others  they  are  not. 

Under  this  head  also  are  the  common  cases  of 
palpitation  or  consciousness  of  heart  beats.  I 
think  doctors  rarely  misinterpret  this  symptom. 
The  make-up  of  the  patient,  the  character  of  the 
story  told,  the  circumstances  attending  the  attack, 
all  attest  the  purely  functional  nature  of  the  dis- 
order. 

As  to  the  rapid  heart,  tachycardia  is  in  itself 
no  indication  of  heart  disease.  Some  people 
naturally  have  a fast  pulse.  Apart  from  this,  there 
are  three  common  forms  of  tachycardia:  First, 
that  of  hyperthyroidism;  second,  that  of  the  neuro- 
circulatory  victim,  getting  fast  on  the  slightest 
exercise  or  excitement,  and  third,  not  so  commonly 
interpreted,  paroxysmal  tachycardia.  That  a rapid 
pulse,  100  to  120,  and  regular,  may  be  due  to 
thyroid  activity,  is  only  too  often  overlooked,  but 
it  is  not  in  itself  suggestive  of  cardiac  disease  and 
digitalis  will  do  it  no  good.  Late  in  thyroid  in- 
toxication the  heart  becomes  seriously  diseased, 
but  gives  other  evidences  than  merely  a fast 
pulse. 

In  the  case  of  the  neurocirculatory  patient,  the 
one  afflicted  with  the  so-called  “soldier’s  heart,” 
the  effort  syndrome,  we  are  confronted  with  a real 
problem.  These  patients  have  many  kinds  of  dis- 
turbance in  rate  and  in  rhythm  and  they  are  also 
short  of  breath.  They  have  cold  and  blue  fingers 
and  their  blood  pressure  is  low.  They  are  essen- 
tially not  heart  cases,  and  yet  the  heart  has  to  be 
safeguarded.  They  are  incapacitated  for  hard 
physical  strain.  As  in  many  instances  in  the  prac- 
tice of  medicine,  the  trouble  is  with  the  patient  as 
a whole,  not  with  a special  organ. 

Paroxysmal  tachycardia,  with  a regular  rate  of 
150  to  200,  characterized  by  sudden  onset,  sudden 
cessation,  lasting  for  a few  minutes,  a few  hours 
or  even  days,  is  usually  negligible  from  a cardiac 
standpoint,  but  may  be  associated  with  organic 
disease.  If  it  is  there  will  be  other  and  decisive 


symptoms  and  signs  to  guide  us,  and  in  the  ab- 
sence of  these,  we  can  give  assurance  to  an  alarmed 
patient. 

In  the  question  of  murmurs,  the  stethoscope,  like 
all  so-called  instruments  of  precision,  is  a dangerous 
tool  unless  its  findings  are  backed  by  good  judg- 
ment. If  only  a systolic  murmur  is  heard  it  must 
be  supported  by  other  signs,  such  as  cardiac  dila- 
tation or  definite  shortness  of  breath,  before  it 
can  be  said  to  represent  heart  disease.  This  is 
especially  true  if  heard  over  the  pulmonic  area, 
only  slightly  less  dependable  if  heard  over  the 
apical  region. 

Pain  about  the  heart  is  often  of  no  significance. 
We  are  advised  to  eliminate  the  term  pseudo- 
angina. Very  well,  but  the  pain  remains,  no  mat- 
ter what  we  call  it.  The  pain  of  true  angina  pec- 
toris is  not  always,  but  nearly  always,  substernal 
or  a very  little  to  the  left.  The  precordial  pain 
which  is  of  no  significance  on  the  other  hand,  is 
nearly  always  well  to  the  left  of  the  sternum.  It 
is  not  brought  on  like  true  angina,  except  that  it 
may  come  on  with  emotion;  it  is  accompanied  by 
no  sense  of  pressure  or  constriction,  but  it  is 
rather  a cutting  or  stabbing  pain.  I do  not  mean 
to  say  that  it  is  always  easy  to  be  sure,  and  if  in 
doubt,  we  should  err  on  the  side  of  safety.  I have 
recently  seen  two  young  men  who  were  condemned 
to  months  of  invalidism  because  their  physicians 
took  too  serious  a view  of  precordial  pain.  A 
proper  consideration  of  such  factors  as  age,  nervous 
make-up,  blood  pressure,  the  presence  or  absence  of 
syphilis  and  dyspnea  on  exertion  will  usually  set 
us  right.  These  pseudo-anginal  cases  are  prac- 
tically always  found  in  nervous  and  emotional  in- 
dividuals, and  the  precordial  pain  comes  on  after 
fatigue,  loss  of  sleep,  emotional  upset  and  so  on, 
and  should  rarely  be  difficult  to  evaluate.  The 
history  means  much. 

To  sum  up,  many  cardia  phenomena,  including 
premature  systoles,  sinus  irregularities,  paroxys- 
mal tachycardia,  certain  systolic  murmurs,  and 
certain  types  of  precordial  pain,  are  in  themselves 
no  indication  of  cardiac  disease.  A definite  cardiac 
enlargement,  diastolic  murmurs,  and,  above  all, 
unusual  shortness  of  breath  and  substernal  pain 
on  exertion,  constitute  the  best  grounds  for  fear 
that  a heart  must  be  safeguarded. 

DR.  0.  N.  BRYAN,  Nashville:  Dr.  Manier  was 
given  a large  subject  in  heart  failure,  and  we  are 
given  a large  subject  in  attempting  to  discuss  it. 
He  has  gone  over  most  of  the  essential  features, 
and  I agreed  with  him  to  say  a few  words  about 
the  management  of  these  cases. 

He  has  in  the  right  manner  told  you  that  these 
cases  may  be  classified  along  with  infectious  dis- 
eases, syphilitic,  nephritic  and  sclerotic  cases.  I 
think  this  will  include  most  of  the  causes  of  myo- 
cardial deterioration.  I think,  as  he  pointed  out, 
we  should  investigate  thoroughly  as  to  which  one 
of  these  causes  is  playing  a definite  part.  If  we 
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find  that  a patient  has  aortitis,  aortic  regurgita- 
tion, or  a diastolic  murmur,  then  by  all  means  the 
patients  who  have  not  had  a routine  Wassermann 
test  should  have  one  immediately.  In  such  cases 
we  will  find  the  majority  of  them  positive  if  there 
is  no  history  of  a rheumatic  infection  prior  to  the 
heart  findings.  In  the  thyroid  cases  I feel  that 
something  should  be  done  before  the  marked  de- 
generation occurs.  We  have  all  the  other  symp- 
toms of  thyroid  trouble,  and  yet  we  treat  it  med- 
ically for  a long  period  of  time,  and  the  patient 
carries  out  the  treatment  in  a rather  haphazard 
manner,  and  the  change  is  all  the  time  taking 
place  in  the  heart  muscle.  I think  something 
should  be  done  by  surgery,  but  we  go  along  with 
the  medical  treatment  and  the  degeneration  occurs. 

We  cannot  go  into  all  the  symptoms  and  signs, 
but  Dr.  Manier  called  attention  to  the  fact  that 
the  subjective  symptoms  are  the  first  to  occur  in 
these  cases,  rather  than  the  objective.  The  earlier 
we  can  decide  that  we  are  dealing  with  a myo- 
cardial degeneration,  or  heart  failure,  then  the 
earlier  and  better  the  results.  Take,  for  instance, 
a case  of  angina.  If  we  believe  it  to  be  this  dis- 
order after  our  thorough  investigation,  what  is  the 
best  course  to  pursue?  I think  the  one  word  that 
will  cover  this  better  than  anything  else  is  from 
two  to  four  weeks  of  absolute  bed  rest.  If  any 
of  you  have  not  tried  this  out  in  these  cases  you 
will  be  surprised  to  find  how  long  these  patients 
will  go  without  attacks  of  precordial  distress, 
whereas  they  were  having  them  frequently  before 
this  measure  was  instituted.  There  are  many 
other  things  to  do.  When  coming  out  from  the 
bed  rest  period  these  patients  want  to  know  what 
to  do  in  the  way  of  exercise.  We  must  advise  them 
against  all  competitive  exercise.  They  will  ask  if 
they  can  go  out  and  play  golf.  That  is  competi- 
tive exercise,  and  we  should  advise  against  it. 
Walking  is  one-  of  the  best  things  they  can  do, 
and  horseback  riding  is  another.  The  climate  is 
all  right  almost  anywhere,  provided  the  altitude 
is  not  too  high,  but  the  warm  climates  are  usually 
the  better. 

In  the  cases  in  the  extreme  stage,  with  cyanosis, 
edema,  enlargement  of  the  liver,  and  so  on,  what 
are  we  going  to  do  with  those  patients?  We  will 
give  them  the  rest,  but  what  else?  Digitalis  is 
the  drug  above  everything  else  for  these  patients. 
How  much  and  how  shall  we  give  it?  It  does  not 
matter  how  we  give  it,  if  we  give  enough.  Ac- 
cording to  Eggleston,  he  uses  three  methods,  the 
large  dose,  the  small  dose,  and  his  own  method 
figured  out  by  the  units.  The  majority  of  men 
give  the  small  doses,  given  every  four  to  six  hours 
until  they  accomplish  their  purpose. 

DR.  S.  JOHN  HOUSE,  Nashville:  I wish  to 
speak  concerning  digitalis  therapy  in  heart  failure. 
As  I see  it,  the  digitalis  problem  is  being  unraveled 
each  day.  More  men  are  becoming  acquainted  with 
the  proper  use  of  digitalis.  At  the  present  I see 


two  ways  by  which  we  may  improve  our  digitalis 
therapy. 

In  the  first  place,  digitalis  should  be  given  in 
sufficient  dose  to  obtain  a therapeutic  effect.  For 
a long  time  it  was  given  in  doses  of  five,  ten,  and 
fifteen  drops,  and  this  is  still  a common  practice 
in  certain  parts  of  the  country,  and  in  our  part 
of  the  country.  Many  of  these  men  do  not  realize 
that  a drop  of  the  tincture  of  digitalis  is  not  equiva- 
lent to  a minim,  but  that  it  takes  on  the  average 
about  three  drops  to  make  a minim.  If  you  are 
going  to  prescribe  the  liquid  form  of  the  drug 
you  should  give  three  times  the  number  of  drops 
that  you  would  give  minims.  This  complicates  our 
measurement  of  dosage  and  has  been  one  of  the 
reasons  for  our  unsuccessful  therapy. 

Another  way  in  which  we  could  improve  the 
therapy  is  to  give  the  drug  in  such  a form  that 
it  can  be  accurately  measured  by  the  patient  when 
he  is  not  under  the  doctor’s  active  care.  If  we 
prescribe  tincture  of  digitalis  for  this  period  the 
patient  will  usually  take  inadequate  amounts, 
amounts  that  are  insufficient  to  produce  the  proper 
therapeutic  effect. 

I believe  both  of  these  defects  in  our  manage- 
ment could  be  overcome  by  the  universal  use  of 
the  leaf  of  digitalis  in  capsule,  or  in  the  com- 
pressed tablet.  Many  of  the  pharmaceutical  houses 
are  putting  out  tablets  equivalent  to  fifteen  minims 
of  the  tincture,  and  it  takes  four  tablets  to  equal 
one  teaspoonful  of  the  liquid.  If  we  would  adopt 
this  form  of  the  drug  our  therapy  would  be  much 
improved  and  we  would  get  the  digitalis  effect 
when  we  need  it.  This  is  especially  true  in 
handling  the  ambulatory  patients.  We  find  it  takes 
two  to  four  tablets  a day  to  keep  the  auricular 
fibrillators  comfortable.  If  you  will  see  these  pa- 
tients every  two  weeks  or  so  and  check  up  the 
heart  rate  and  digitalis  dosage,  you  can  give  them 
instructions  that  will  permit  them  to  maintain 
themselves  in  comfort  for  another  two  weeks  or 
so.  If  not,  you  will  have  to  treat  them  again  for 
heart  failure. 

I think  our  degree  of  success  in  prescribing  digi- 
talis depends  upon  our  ability  to  quantitatively 
estimate  the  digitalis  that  is  in  the  patient  at  a 
given  time,  and  the  additional  amount  that  he 
needs  at  that  time.  This  is  made  simpler  by  pre- 
scribing a drug  of  uniform  dosage,  in  adequate 
dosage,  and  by  seeing  the  patient  at  stated  in- 
tervals. 

DR.  JOHN  A.  WITHERSPOON,  Nashville: 
This  subject  is  of  great  interest  to  all  practitioners. 
I believe,  without  entering  into  anything  like  a 
discussion  of  the  causes  of  heart  failure,  simply  be- 
ing satisfied  that  it  is  trouble  with  the  myocardium 
and  not  with  the  valve,  we  have  passed  from  the 
age  when  I learned  medicine  down  to  the  present 
age,  which  is  the  correct  one.  Heart  failure  comes 
in  so  many  different  ways,  most  insidiously  at 
some  times,  and  very  suddenly  at  others,  that  it  is 
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simply  a question  of  judgment,  of  determining 
v/hether  it  is  a temporary  or  non-cardiac  cause, 
as  Dr.  Witt  calls  it,  or  whether  it  has  within  it 
the  elements  which  go  to  show  the  developmental 
cardiac  deficiency.  We  have  just  lost  a case,  in 
which  a woman,  aged  38,  who  was  never  ill  in  her 
life  was  taken  with  a fainting  spell,  went  into 
convulsions,  came  out  with  a pulse  of  20,  a com- 
plete Stokes-Adams  syndrome,  and  all  the  nervous 
elements.  Her  pulse  was  never  over  40  and  even 
the  eating  of  a meal  or  bowel  movement  would  pre- 
cipitate an  attack  of  this  sort.  The  pulse  would 
drop  down  to  20,  she  would  become  completely  cy- 
anosed,  and  the  case  progressed  to  where  the  liver 
was  enormously  enlarged  and  she  had  a bron- 
chial cough  that  was  very  distressing. 

I agree  about  the  digitalis  question,  but  I wish 
to  say  that  there  are  some  degenerations  of  the 
myocardium  in  which  we  must  use  digitalis  with 
great  caution.  It  is  capable  of  whipping  them  up 
too  much.  So  far  as  cardiac  failure  goes,  I think 
there  are  only  three  methods  of  treatment.  One  is 
that  mentioned  by  Dr.  Bryan,  rest,  mental  and 
physical  rest.  It  is  just  as  bad  for  a patient  to  be 
m.entally  disturbed  as  to  overexercise  physically. 
The  next  thing  is  digitalis,  and  the  other  is  mor- 
phia. Those  are  the  remedies  that  will  not  dis- 
appoint you. 

As  to  how  much  digitalis  we  should  use,  use  it 
to  the  point  where  it  will  give  results.  I believe 
in  the  therapeutic  effect  and  action.  I thank  God 
I have  not  reached  the  point  where  I am  a thera- 
peutic nihilist — reached  the  point  where  it  gives 
the  effect,  for  that  is  what  we  want.  If  there  is 
any  balm  of  Gilead,  it  is  morphia.  That  will  give 
these  patients  the  rest  they  need.  These  three 
things  will  do  good  and  keep  the  patient  comfort- 
able, unless  the  heart  is  already  gone  beyond  re- 
demption. 

DR.  STEWART  ROBERTS,  Atlanta,  Ga.:  I 
wish  first  to  make  a plea  for  the  simplification  of 
terms,  so  that  we  may  be  rid  forever  of  such  ap- 
pellations as  myocardial  insufficiency  and  acute 
myocarditis,  and,  as  Dr.  Witherspoon  said,  be  sat- 
isfied with  the  term  heart  failure. 

Second,  that  we  shall  have  clear  thinking  about 
what  heart  failure  is,  and  remember  that  it  kills 
fourteen  times  as  many  individuals  as  does  acute 
appendicitis.  Acute  appendicitis  kills  ten  times 
as  many  persons  today  as  it  did  twenty  years  ago 
— a strange  fact. 

Early  heart  failure  is  characterized  more  by 
symptoms  than  by  signs,  and  the  diagnosis  and 
therapy  are  matters  of  judgment,  experience  and 
knowledge,  and  all  three  are  difficult.  We  over- 
look more  early  heart  failures  than  we  diagnose, 
and  the  most  cases  of  advanced  heart  failure  are 
seen  by  us  when  the  damage  is  already  done.  I 


am  sure  that  in  heart  failure  there  are  one  or 
more  of  three  conditions  present.  What  is  its 
pathogenesis?  First,  decrease  in  contractility  power 
of  the  heart  muscle.  Second,  decrease  in  the  blood 
supply,  the  nourishment  of  the  heart  muscle,  or 
decrease  in  the  power  of  the  heart  muscle  to  use 
that  nourishment.  Third,  decrease  in  the  oxygen 
supply  to  the  heart,  or  decrease  in  the  power  of 
the  heart  muscle  to  utilize  the  oxygen  supply  which 
is  available. 

It  is  interesting  to  classify  heart  failure  as  early, 
moderate  and  advanced,  and  to  remember  that 
heart  failure  may  be  congestive  in  type,  or  an- 
ginal in  type,  or  may  be  heart  failure  without 
cither,  heart  failure  without  congestion  and  with- 
out anginal  pain,  and  even  without  enlargement 
of  the  heart.  I saw  a case  in  the  wards  of  Johns 
Hopkins  Hospital  years  ago  without  any  of  these, 
and  yet  with  periods  of  cardiac  dysfunction  and 
failure. 

May  I speak  of  treatment  for  a moment  in  con- 
clusion? No  cardiac  patient  improves  unless  he 
can  rest.  No  cardiac  patient  improves  unless  he 
sleeps  and  unless  he  is  comfortable  and  it  must 
be  both  mental  and  physical  comfort.  Along  still 
waters  must  the  cardiac  patient  live  if  he  is  to 
improve,  and  to  call  attention  to  the  hint  of  Dr. 
Bryan,  we  do  not  know  along  which  path  these 
patients  are  to  walk,  but  we  should  keep  these 
patients  in  bed  for  two  months  or  six  months,  or 
twelve,  until  the  functional  contractile  power  of 
the  heart  muscle  has  reasserted  itself,  and  then 
remember  that  muscular  congestion  does  not  need 
magnesium  sulphate.  The  Carrell  diet,  in  which 
fruits  and  fresh  vegetables  form  a large  part, 
morphia  and  a good  bed,  will  produce  a diuresis 
that  magnesium  sulphate  cannot  give.  What  digi- 
talis is  to  heart  failure  the  scalpel  is  to  appendi- 
citis. We  give  digitalis  too  early.  We  should  read 
that  great  monograph  of  Roberts  (!)  on  heart 
failure — digitalis,  the  greatest  authority  on  digi- 
talis is  right  in  this  room. 

DR.  J.  O.  MANIER,  Nashville  (closing)  : I 
wish  to  thank  the  gentlemen  for  their  discussions. 
There  are  two  or  three  things  on  which  I agree 
thoroughly  with  the  men  who  were  kind  enough  to 
discuss  my  paper.  One  is  in  relation  to  what  Dr. 
Witt  said.  I know  of  nothing  more  difficult  than 
the  unraveling  of  the  neurasthenic,  and  the  hyper- 
thyroid cases,  and  I wish  to  agree  with  Dr.  Bryan, 
Dr.  Witherspoon  and  Dr.  Roberts,  that  rest  is  by 
all  odds  the  keynote  in  the  management  of  any 
circulatory  condition,  and  that  the  best  means  of 
assuring  this  is  to  use  a proper  amount  of  mor- 
phine. Unless  a patient  can  sleep  he  cannot  rest, 
and  I think  most  men  are  entirely  too  hesitant  re- 
garding the  use  of  morphia  in  any  heart  condition. 
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AS  Egypt  is  a gift  of  the  Nile  so  is  na- 
tional wealth  a gift  of  health.  A 
great  deal  has  been  said  about  the 
conservation  of  forests,  rivers,  and  mines, 
but  more  precious  by  far  than  these  is  the 
health  of  the  nation.  So  far  the  nation  has 
not  made  any  wide  spread  or  serious  at- 
tempt to  conserve  the  health  of  its  people. 
It  has  been  more  concerned  in  those  things 
that  are  commonly  considered  as  wealth. 
But  of  what  value  can  mines,  and  forests, 
and  rivers  be  when  those  for  whom  they 
are  conserved  are  physically  unfit  to  reap 
the  benefit  therefrom? 

In  this  day  it  seems  that  everything  is 
to  be  judged  by  a monetary  standard. 
Never  in  the  history  of  the  world  before 
has  there  been  such  a maddening  rush  for 
riches  and  yet  riches  cannot  buy  health  and 
without  health  there  can  be  no  real  happi- 
ness. What  higher  aim  can  one  have  in  his 
life  than  the  making  of  his  people  into  a 
hardier  and  more  sturdy  race?  Such  an 
aim  would  be  founded  on  both  a humani- 
tarian and  economic  basis,  and  result  in  the 
conservation  of  great  wealth  to  the  indi- 
vidual and  to  the  nation. 

Fisher  estimates  that  42  per  cent  of  the 
deaths  of  persons  in  the  United  States  could 
be  prevented  or  postponed  if  the  knowledge 
now  existing  among  well  informed  men  in 
the  medical  profession  were  actually  ap- 
plied in  a reasonable  way  and  to  a reason- 
able extent.  Each  year  in  the  United  States 
about  1,500,000  persons  die.  If  42  per  cent 
of  these  deaths  were  preventable,  then  630,- 
000  people  die  each  year  unnecessarily. 
These  figures  are  staggering  in  their  im- 
mensity but  no  doubt  they  are  very  near 
the  truth. 

If  the  average  human  life  is  worth,  as 
estimated,  $1,700,  then  each  year  the  loss 
will  exceed  one  billion  dollars.  This  is  a 
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wasting  of  national  resources  more  terrible 
than  any  other  way  I can  conceive  of,  and 
it  should  awaken  the  intense  interest  of  all 
who  have  the  welfare  of  our  nation  at  heart 
and  especially  all  members  of  the  medical 
profession.  We  are  keepers  of  the  health 
of  the  nation.  Upon  us  rests  the  responsi- 
bility as  to  whether  this  great  loss  of  life 
each  year  shall  continue  or  be  reduced  to  a 
minimum.  That  it  can  be  reduced  there  is 
no  doubt,  but  it  will  require  united  action 
on  the  part  of  the  medical  profession  and 
an  enthusiasm  among  its  members  which 
at  the  present  time  does  not  exist. 

The  cause  of  this  indifference  to  such  a 
worthy  subject  is  hard  to  determine.  The 
lack  of  response  to  such  a pitiful  appeal  is 
unexplainable,  for  members  of  our  profes- 
sion have  always  responded  to  the  call  of 
duty  without  regard  for  the  consequences 
to  themselves.  In  times  of  war,  pestilence, 
or  calamity,  medical  men  are  found  at  the 
front  giving  their  best  without  thought  of 
money  or  of  price.  The  call  for  aid  under 
these  dramatic  circumstances  raises  our  en- 
thusiasm to  the  highest  pitch  and  we  re- 
spond. But  in  times  of  peace  when  the 
blare  of  trumpets  has  ceased  and  the  beat- 
ing drumbs  are  muffled,  there  comes  a cry 
of  distress  from  the  nation  at  large.  The 
cause  is  less  dramatic  but  more  devastating 
than  wars  and  cyclones.  It  causes  more  sor- 
row, in  broken  homes;  in  hopes  destroyed; 
in  bodies  that  are  tortured  with  pain,  than 
any  great  calamity  that  has  ever  happened, 
and  yet  this  cry  of  distress  falls  upon  ears 
that  are  deaf,  hearts  that  are  indifferent, 
and  hands  that  are  closed.  Why  this  great 
difference  ? 

The  psychology  of  men  and  sheep  are 
very  much  the  same.  Reason  does  not  play 
a part  in  either  class  collectively.  The 
masses  of  each  lack  initiative  and  both  are 
inclined  to  follow  and  to  do  what  the  ma- 
jority does.  Start  a few  sheep  running  in 
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a certain  direction  and  soon  the  whole  drove 
is  stampeded.  Sheep  are  emotional  and  you 
must  play  strongly  upon  their  emotions  be- 
fore you  get  them  going  strong.  Men,  and 
especially  medical  men,  move  slowly  when 
the  urge  is  prosaic,  but  when  the  call  comes 
with  dramatic  suddenness  their  emotions 
are  aroused  and  the  pyschology  of  the  mov- 
ing crowd  sweeps  them  to  the  front.  What 
a pity  the  preventable  deaths  each  year  in 
our  country  cannot  be  brought  home  to 
every  one,  in  all  their  tragic  details,  with 
the  same  heart-rending  impressions  as  does 
the  sinking  of  a Leviathan,  the  destruction 
of  earthquakes,  or  the  ravages . of  floods. 
Congress  has  appointed  a flood  commission, 
and  it  spends  millions  of  dollars  for  defense 
against  foreign  invasion.  It  thinks  quite 
well  of  the  nation’s  cattle  and  swine,  for 
they  have  a representative  in  the  Cabinet, 
but  so  far  Congress  has  not  “choosed”  to 
give  us  a Secretary  of  Health. 

What  greater  or  more  important  prob- 
lem has  the  medical  profession  before  it 
than  the  saving  of  630,000  lives  and  a bil- 
lion dollars  each  year?  Are  we  going  to 
sit  idly  by  until  the  State,  from  sheer  neces- 
sity, steps  in  and  relieves  us  of  the  respon- 
sibility ? If  the  medical  profession  at  large 
is  going  to  continue  its  indifferent  attitude 
towards  this  great  problem  of  health  we 
should  quit  fighting  the  approach  of  State 
Medicine  and  go  to  work  for  it.  The  prob- 
lem can  no  longer  be  ignored.  It  is  the  most 
vital  issue  before  the  profession  today  and 
the  way  we  react  to  it  will  decide  the  fate 
of  our  profession  from  now  on.  That  we 
have  already  lost  prestige,  and  lots  of  it, 
cannot  be  denied  but  here  is  the  glorious 
opportunity  to  regain  all  that  we  have  lost 
and  to  add  much  more  to  the  glory  of  our 
past  accomplishments. 

The  medicine  of  the  future  will  more  and 
more  deal  with  prophylaxis  and  less  and 
less  with  cures.  We  are  learning  that  he 
who  prevents  disease  is  greater  than  he  who 
cures  disease.  This  does  not  detract  in  any 
way  from  the  glory  of  our  modern  thera- 
peutics. But  who  would  not  prefen  :to 
remain  free  from  diphtheria  rather->  thafi 'to 
be  cured  by  the  magic  of  antitoxin?'"  Aside, 
from  the  fleeting  pleasure  o'f-eontractingut,i 
who  would  not  prefer ' to*  avoid  syphilis* 


rather  than  to  acquire  the  distinction  of 
having  his  Wassermann  negative  six  weeks 
later?  And  who  would  not  much  prefer  to 
pay  a doctor  to  keep  him  able  bodied  and 
free  from  disease  rather  than  pay  him  for 
many  weeks  of  confinement  to  the  house, 
during  which  time  the  wages  are  cut  off? 
When  we  keep  a patient  on  his  feet  he  is 
better  able  to  pay  us  for  our  services. 
When  he  dies  we  are  forever  marked  off 
his  payroll. 

If  we  must  judge  this  problem  by  its 
monetary  value,  and  some  people  are  just 
that  small,  then  we  have  a better  proposi- 
tion by  far  than  buying  oil  stock,  running 
for  Congress,  being  president  of  some  civic 
club,  or  anything  else  that  I know  of.  Here 
is  a billion  dollars  lost  every  year.  There 
is  no  reason  on  earth  why  every  doctor 
should  not  get  a handsome  part  of  this 
squandered  fund.  All  you  have  to  do  is  to 
go  after  it  seriously  and  the  result  is  cer- 
tain to  be  pleasing  to  both  you  and  the 
patient.  Doctor,  you  have  missed  many 
good  opportunities  to  enrich  your  bank  ac- 
count. You  have  never  had  a better  one 
than  this.  Are  you  going  to  let  this  one  get 
by  you  also? 

A purely  monetary  incentive  to  do  good 
never  reaches  that  height  of  attainment 
that  comes  from  a deep  sympathy  for  our 
fellow  man;  from  the  inspiration  gathered 
from  the  ideals  of  an  altruistic  profession 
that  has  never  failed  in  its  duty,  but  I offer 
the  idea  of  financial  remuneration  with  the 
sincere  belief  that  once  this  work  is  started 
the  inspiration  of  service  above  self  will 
soon  pervade  the  hearts  of  all  who  engage 
themselves  in  it. 

“Disease,  physical  failure,  and  ultimate 
death  are  not  due  to  time,  but  to  definite 
physical  causes.”  These  causes  can  be  de- 
feated and  easily  turned  aside  if  we  dis- 
cover them  early  enough,  before  they  have 
weakened  or  destroyed  the  vital  functions 
of  the  body.  This  means  that  by  removing 
man  from  some  of  the  influences  and  con- 
ditions that  surround  him.  he  can  be  made 
to  live  an  indefinite  period  of  time  so  that 
the  Ugh ’of  Methuselah  can  be  accepted,  as 
do  the  Tti’pdamentalists,  without  any  great 
strain  upon  bur  intellectuality.  For  in  the 
beginning  whep  'patriarchs  walked  the 
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earth  they  did  not  have  to  contend  with  one 
of  the  most  powerful  factors  in  the  causa- 
tion of  physical  disabilities,  namely  hered- 
ity. The  nearer  we  approach  the  begin- 
ning of  all  things  the  weaker  this  influence 
is  felt.  It  is  wonderful  to  contemplate  just 
what  could  be  accomplished  towards  the  ex- 
tension of  life  and  the  making  of  it  less  in- 
fested with  sorrow  and  pain,  “If  the  knowl- 
edge now  existing  among  well-informed 
men  in  the  medical  profession  were  actually 
applied  in  a reasonable  way  and  to  a rea- 
sonable extent.” 

In  this  great  and  divine  work  of  prevent- 
ing disease,  prolonging  life  and  making  t’ 
world  a happier  place  to  live  in,  the  indi- 
vidual physician  has  come  into  his  own,  for 
the  keystone  of  prophylactic  medicine  is 
periodic  examinations  of  all  the  people, 
men,  women,  and  children  alike.  No  longer 
need  we  bemoan  the  passing  of  the  family 
physician,  for  periodic  examinations  re- 
store the  close  contact  of  the  doctor  with 
his  patient  and  counteracts  the  weaning  in- 
fluence of  specialization  and  hospitalization. 
This  close  contact  is  continued  through  the 
wise  counselling  that  follows  the  examina- 
tion, and  our  patients  are  once  more  abid- 
ing under  our  care,  instead  of  roaming 
around  over  more  or  less  green  fields  of 
medical  ability. 

Periodic  examinations  are  mutually  bene- 
ficial to  doctor  and  patient.  To  the  patient 
it  brings  the  joy  of  knowing  that  he  is  well 
or  that  there  has  been  discovered  in  time 
some  influence,  or  defect,  that  can  be  reme- 
died. Or  if  already  he  is  diseased,  how  to 
conserve  his  remaining  resources  is  taught 
him  and  the  hope  of  many  years  of  useful- 
ness assured.  Periodic  examinations  make 
a good  doctor  a better  doctor,  for  it  mark- 
edly increases  his  diagnostic  acumen  and 
places  him  once  again  among  that  famous 
class  of  old  time  physicians  who  knew  their 
patient’s  “constitution.” 

What  a glorious  inovation  it  would  be  if 
all  doctors  who  are  now  giving  so  much  at- 
tention to  questionable  electric  machines, 
pseudo-scientific  lights,  vaporizers,  vibra-. 
tors,  and  other  implements  of  wage 
ing  value  only,  would  throw,  theni/a'll' away 
and  take  up  the  periodi&.e;xamination  of 
their  patients  as  a morc':^fofitable  line  of 


work  to  all  concerned.  The  examination  of 
a patient  does  not  take  up  much  more  time 
than  the  giving  of  some  of  these  wonderful 
treatments,  and  while  the  eight-inch  spark 
from  an  electric  machine  may  produce  more 
noise  and  create  a more  sensational  reac- 
tion in  the  patient,  the  ultimate  result  of 
the  two  procedures  are  not  to  be  compared, 
for  the  periodic  examination  is  of  perma- 
nent benefit  while  the  latter  is  but  a beau 
gest. 

There  seems  to  be  in  the  minds  of  many 
physicians  that  a periodic  examination  is  a 
very  difficult  thing  to  carry  out.  Such  is 
not  the  case.  It  is  no  more  difficult  than 
any  other  kind  of  an  examination.  It  sim- 
ply requires  a little  more  detail  and  a more 
systematic  method  of  approach  than  does 
the  ordinary,  careless  examination  that  is 
frequently  made  of  a patient  who  comes  to 
us  for  a diagnosis  of  his  ailment.  Any  phy- 
sician who  cannot  make  a creditable  exami- 
nation of  this  kind  should  not  be  practicing 
medicine.  He  should  go  into  the  insurance 
business  and  get  some  other  better  posted 
doctor  to  do  his  examinations  for  him.  The 
knowledge  possessed  by  any  well  posted 
physician  is  all  that  is  required.  If  during 
the  examination  conditions  are  discovered 
that  require  extraordinary  knowledge  for 
their  interpretation  the  patient  can  be  re- 
ferred to  a specialist,  and  this  is  due  him. 

No  great  amount  of  equipment  is  re- 
quired. Simply  those  things  that  are  found 
in  any  doctor’s  office  suffices.  Suppose  one 
did  have  to  equip  himself  for  such  ex- 
aminations, one  hundred  dollars  would  prob- 
ably cover  the  entire  expense  but  the  yield 
from  this  amount  of  money  would  surpass 
the  dividends  from  the  richest  gold  mines 
of  the  world. 

Why  is  it  that  the  profession  at  large  is 
so  slow  to  take  up  this  humane  and  profit- 
able work?  Is  it  laziness,  indifference,  or 
turpitude?  It  has  been  sixty-seven  years 
since  periodic  examinations  were  first  ad- 
vocated. and  even  yet  this  great  health  prob- 
lem has  not  received  the  attention  that  it 
justly  due  it.  The  public  response  has  been 
; slow  .fiepause  the  value  of  such  a procedure 
has  not-  bpen.“  impressed  upon  them  with 
.ajiiy  degree  of  earnestness.  We  can  never 
sell  this  proposition  to  the  public  until  we 
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have  thoroughly  sold  it  to  ourselves.  And 
if  some  day  we  awaken  to  the  fact  that  as 
guardians  of  the  public  health  we  have  been 
demoted  to  the  position  of  a high  private 
in  the  rear  ranks,  we  will  have  only  our- 
selves to  blame.  But  I cannot  believe  that 
our  great  profession  will  be  found  wanting 
when  we  are  weighed  in  the  balance  of  pub- 
lic opinion.  I cannot  believe  that  within 
our  hearts  no  spark  divine  remains  to  an- 
swer the  appeal  of  all  those  who  are  to  suf- 
fer and  to  die,  because  of  the  ravages  of 
those  conditions  and  influences  which  we 
could  to  a large  extent  remove,  if  only  we 
awakened  to  the  seriousness  of  this  wreck- 
less squandering  of  our  nation’s  most  valu- 
able resource. 
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DISCUSSION 

DR.  KIRBY  S.  HOWLETT,  Franklin:  Dr. 
Zemp’s  paper  is  very  difficult  to  discuss  because  he 
presented  it  in  such  a strong,  vigorous  and  eloquent 
manner  that  it  is  practically  impossible  to  add  any- 
thing to  its  force  by  discussing  it.  He  has  brought 
■out  all  the  reasons,  in  a very  convincing  way,  why 
the  medical  profession  should  back  up  with  all  the 
power  it  has,  the  movement  of  periodic  health  ex- 
aminations. He  has  shown  us  that  in  the  first  place 
it  is  a paying  proposition  to  the  doctor  himself. 
His  income  will  be  increased  in  a very  much  more 
satisfactory  way,  as  he  has  stated,  than  in  going  in 
for  various  kinds  of  electrical  machines  and  so 
forth,  which  we  are  tempted  to  do  often,  by  the 
agents  for  those  machines.  He  has  shown  us  too 
"that  the  money  part  is  really  the  smallest  part.  I 
know  it  is  almost  unorthodox  to  make  that  kind 
■of  a statement,  and  yet  I do  not  think  it  is  neces- 
sary to  impress  this  among  doctors.  It  was  my 
privilege  last  week  to  hear  Sir  Wilfred  Grenfell 
“the  Labrador  Doctor,”  talk  in  Nashville,  and  he 
made  the  statement  that  we  get  doctors  to  do  lots 
of  things  simply  because  they  feel  that  humanity  is 
benefited  by  it,  and  that  this  could  not  be  done  by 
money.  When  he  was  told  that  he  did  not  have 
enough  money  to  hire  a crew  for  his  hospital  ship, 
his  answer  was  that  he  knew  it,  but  that  he  would 


get  them  without  money,  and  he  did.  So  after 
all,  the  strongest  part  of  Dr.  Zemp’s  paper  is  the 
fact  that  by  backing  up  this  movement  on  the  part 
of  the  American  Medical  Association  and  all  these 
State  associations  (and  our  efficient  secretary),  we 
can  really  do  a very  great  deal  toward  benefiting 
our  patients,  and  benefiting  the  public  at  large, 
as  Dr.  Zemp  has  forcefully  shown  us  in  helping  to 
save  640,000  lives  and  a billion  dollars.  The  doc- 
tor also  gains  much  outside  of  the  monetary  con- 
sideration. He  gets  himself  trained  in  careful  ob- 
servation, in  careful  examination.  He  knows  that 
the  statement  he  makes  to  the  man  he  is  examin- 
ing may  come  back  to  plague  him  unless  he  is  cor- 
rect in  his  examination  and  the  opinion  he  gives 
afterward.  Dr.  Witt  said,  in  discussing  another 
paper,  that  it  was  important  not  to  make  a diag- 
nosis of  heart  disease  in  a case  in  which  that  dis- 
ease was  not  present,  that  it  is  as  important  not 
to  make  a wrong  diagnosis  as  it  is  to  make  a right 
diagnosis,  and  so  it  is  in  this.  It  is  just  as  im- 
portant in  making  these  examinations  to  be  very 
sure  that  we  do  not  find  something  that  is  not 
present  and  that  we  do  not  make  a mare’s  nest  of 
something  that  is  very  unimportant.  In  every  dis- 
cussion I have  heard  upon  the  floor  of  this  society 
today  the  statement  has  been  made  that  early  diag- 
nosis is  the  most  important  feature.  There  is  no 
better  way  to  make  an  early  diagnosis  and  to  catch 
various  diseases  in  their  very  incipiency  than  by 
these  periodic  health  examinations.  I do  not  be- 
lieve it  is  altogether  the  fault  of  the  medical  pro- 
fession that  more  are  not  made.  I think  most  of 
us  who  keep  in  touch  with  what  our  medical  as- 
sociations have  recommended  and  are  doing,  would 
be  glad  to  make  these  examinations,  and  we  are 
willing  to  impress  our  patients  with  the  value  of 
having  them  made.  At  the  same  time,  because  of 
our  modesty,  perhaps  false  modesty,  we  have  some 
hesitation  in  impressing  it  upon  individuals  for 
fear  they  will  think  we  are  trying  to  do  it  to  in- 
crease our  income.  It  is  my  experience  that  when 
a man  is  sick,  or  some  one  of  his  family  is  sick, 
he  will  give  everything  he  has  to  get  himself  or  his 
family  well,  but  being  well  he  would  not  give  a 
picayune — he  thinks  he  can  stay  well.  At  the 
same  time,  we  know  there  is  much  money  spent  in 
premiums  paid  for  health  insurance.  Can  we  not 
impress  upon  these  individuals  that  the  best  health 
insurance  of  all  is  to  pay  a competent  medical  man 
to  give  them  thorough  examinations  and  tell  them 
how  to  remain  well  and  avoid  some  disease  with 
which  they  are  threatened? 

DR.  FRANK  L.  ROBERTS,  Trenton:  I wish  to 
discuss  the  paper  from  the  standpoint  of  Full  Time 
Health  Departments.  We  see  every  day  in  the 
newspapers  that  those  who  are  selling  patent  medi- 
cine are  not  afflicted  with  any  modesty  regarding 
the  claims  they  make.  I think  it  is  perfectly  right 
and  proper  for  the  doctors  in  any  community 
through  their  county  medical  society  to  bring  be- 
fore the  people  the  fact  that  these  doctors  are  quali- 
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fied  to  make  health  examinations.  The  Full  Time 
Health  Departments  in  this  state  have  been  carry- 
ing on  a campaign  for  several  years  urging  the 
people  of  their  counties  to  go  to  their  family  phy- 
sician and  have  periodic  examinations.  I see  no 
reason  why  the  county  medical  societies  cannot 
carry  on  such  a campaign  in  all  counties  of  the 
state. 

I also  wish  to  support  what  Dr.  Zemp  said  and 
emphasize  the  fact  that  we  should  not  make  cursory 
examinations.  It  requires  great  care  and  consid- 
erable skill  to  make  a proper  health  examination. 

DR.  JAMES  G.  EBLEN,  Lenoir  City:  I think 
the  education  of  people  to  have  this  done  is  very 
important,  and  I think  one  thing  we  have  forgot- 
ten is  the  journal  known  as  Hygiea,  published 
by  the  American  Medical  Association.  I think 
many  of  the  doctors  do  not  have  this  in  their  homes 
or  offices,  and  it  is  not  taken  out  to  the  clubs  and 
libraries,  and  is  not  read  by  their  families  and 
patients,  and  I think  this  is  to  be  regretted  for  fre- 
quently Hygiea  has  splendid  articles  on  these 
health  examinations. 

DR.  E.  R.  ZEMP,  Knoxville  (closing)  : I did  not 
expect  much  discussion  because  the  same  lethargy 
is  always  evident  whenever  this  subject  is  brought 
up.  We  must  sell  the  profession  the  idea  or  we 
can  never  sell  the  public.  As  a matter  of  fact,  the 


people  are  better  sold  now  than  the  doctors.  They 
are  beginning  to  awaken  to  the  fact  that  prevent- 
ing disease  is  better  than  curing  it.  Ten  years 
ago  when  we  started  the  campaign  against  cancer 
it  looked  hopeless.  We  could  not  get  these  indi- 
viduals to  understand  then  that  they  should  have 
lumps  and  nodes  in  the  breast  looked  after,  but 
now  women  come  in  every  day  asking  if  they  should 
have  these  things  operated  upon.  It  is  not  nearly 
so  hard  to  get  individuals  to  have  a prophylactic 
operation,  if  you  please,  to  find  out  if  they  have 
cancer,  as  it  was  five  years  ago.  Until  we  are 
thoroughly  sold  on  this  plan  ourselves,  we  cannot 
expect  any  great  support  from  the  public.  The 
dentists  have  them  sold  splendidly.  People  will  go 
to  the  dentist  twice  a year  to  keep  their  teeth  in 
good  condition — look  at  the  parents  who  are  having 
their  children’s  teeth  straightened.  We  can  do  the 
same  thing,  but  we  must  sell  it  to  ourselves  first 
and  we  must  convince  ourselves  that  it  is  a good 
thing,  and  we  must  keep  after  it  earnestly  before 
we  can  accomplish  anything.  You  must  be  en- 
thused over  the  subject  and  go  out  as  a missionary 
in  your  own  territory,  and  tell  your  people  how 
many  die  each  year  unnecessarily,  and  that  ten  to 
fifteen  years  can  be  added  to  their  lives.  By  doing 
this  you  can  accomplish  great  good  and  can  add 
from  five  to  ten  thousand  dollars  a year  to  your 
income,  that  they  will  be  glad  to  pay. 
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CLASSIFICATION  OF  THE  ANEMIAS 
AND 

DISCUSSION  OF  THE  MOST  IMPORTANT  TYPES* 


William  C.  Colbert,  M.D.,  F.A.C.P.,  Memphisf 


IN  the  classification  of  the  anemias  an 
exact  or  ideal  one  is  impossible,  because 
of  our  incomplete  knowledge  of  the  sub- 
ject, however,  the  one  submitted  by  Mora- 
witz,  comes  nearer  reaching  the  goal  than 
any  other  so  far  submitted.  This  classifica- 
tion is  as  follows: 

I.  Anemia  from  increased  blood  loss  or 
destruction. 

1.  Post  hemorrhagic  anemias. 

(a)  Acute. 

(b)  Chronic. 

2.  Anemias  chiefly  by  increased  blood 
destruction  in  the  body — (hemo- 
lytic and  hemophthisic  anemia) . 
(a)  Anemias  from  hemolytic  or 
methaemoglobin  forming  poi- 
sons (pyrodin,  phenylhydra- 
zin,  nitrobenzol,  potassium 
chlorate,  etc.) 

(b)  Anemias  is  Bothriocephalus  La* 
tus,  besides  rare  cases  of 
hemolytic  anemias  with  other 
helminths. 

(c)  Anemias  with  unknown  gene- 
sis. 

(1)  Acute,  usually  with  leu- 
cocytosis  (rare!) 

(2)  Chronic  (Addison-Biermer 
anemia)  so-called  pro- 
gressive pernicious  ane- 
mia. 

(3)  Chronic  hemolytic  icterus, 

(d)  Hemolytic  anemias  in  the  puer- 
perium,  lues,  malaria,  in  rare 
cases  of  carcinoma. 

II.  Anemias  from  diminished  or  defective 
blood  formation. 


*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  10,  1928. 

fFrom  the  Department  of  Medicine  of  the  Uni- 
versity of  Tennessee. 


(1)  Myelopathic  anemia  in  destruction 

of  the  bone  marrow  by  tumor, 
osteosclerosis,  etc. 

(2)  Hypoplastic  anemias. 

(a)  In  consuming  disease  as  in 

inanition,  tumors  in  vari- 
ous organs. 

(b)  Aplastic  or  aregenatory  ane- 

mia (Ehrlich  & Poppen- 
heim)  from  unknown  cause. 

HI.  Chlorosis. 

IV.  Anemias  in  childhood. 

ACUTE  POST  HEMORRHAGIC  ANEMIA 
The  symptoms  produced  by  an  acute  ane- 
mia, due  to  blood  loss,  are  fully  as  much 
dependent  upon  the  rate  at  which  the  blood 
is  lost  as  upon  the  amount  that  is  lost,  be- 
cause reduction  of  blood  volume  is  an  im- 
portant feature  in  this  condition.  Any  of 
the  symptoms  and  signs  common  to  anemia 
may  occur,  i.  e.,  increased  pulse  rate, 
sweating,  restlessness,  and  rapid  shallow 
breathing,  owing  to  insufficient  blood  sup- 
ply to  the  tissues,  will  be  features. 

The  hemoglobin  percentage  and  red  cell 
count  following  hemorrhage  at  first  may  not 
appear  abnormal,  due  to  total  reduction  of 
the  blood  mass,  and  so  one  cannot  estimate 
the  amount  of  blood  lost  by  these  determina- 
tions. The  blood  picture  is  essentially  char- 
acterized by  evidences  of  rapidly  increased 
activity  of  all  the  marrow  elements.  These 
evidences  are,  increased  white  cell  count, 
often  reaching  15,000 ; increase  of  platelets, 
their  count  often  reaching  a million,  and 
average  small  in  size,  and  increase  of  young 
red  cells,  the  reticulated  cells  often  reaching 
ten  per  cent.  The  red  cells,  besides  show- 
ing achromia,  reticulation,  polychromato- 
philia  and  nucleated  cells,  also  show  slight 
variation  in  size  and  shape;  a point  worthy 
of  note,  if  one  believes  a hemorrhage  from 
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a concealed  source  is  recurring,  evidence  of 
this  may  be  obtained  from  the  blood  picture, 
because,  following  the  rise  of  reticulated 
cells  after  hemorrhage,  they  progressively 
diminish,  if  the  hemorrhage  has  ceased, 
while  if  hemorrhage  persists,  they  may  in- 
crease or  at  least  not  become  fewer. 

There  is  seldom  opportunity  to  confuse 
anemia  due  to  acute  blood  loss  with  any 
other  type  of  anemia,  because  evidence  of 
the  hemorrhage  itself  should  be  easily  ob- 
tained. 

CHRONIC  POST  HEMORRHAGIC  ANEMIA 

The  commonest  causes  of  repeated  blood 
loss  that  produce  a chronic  anemia,  are 
hemorrhoids,  uterine  disease,  hepatic  cirr- 
hosis and  peptic  ulcer.  There  are  no  symp- 
toms or  signs  particularly  characteristic  of 
such  an  anemia.  The  blood  picture  in  this 
condition  is  essentially  like  that  observed 
with  acute  anemia,  due  to  blood  loss,  except 
that  the  findings  indicate  a less  degree  of 
marrow  activity,  though  the  degree  of  ac- 
tivity will  be  of  course  relatively  greater 
following  each  hemorrhage  than  between 
hemorrhages. 

The  diagnosis  of  this  type  of  anemia  de- 
pends on  obtaining  a history  of  chronic 
hemorrhages  or  upon  finding  a cause  for 
bleeding.  The  blood  picture  is  not  distinc- 
tive. 

ANAEMIA  FROM  HEMOLYTIC  OR  METHEMO- 
GLOBIN  FORMING  POISONS 

There  are  numerous  poisons  that  cause 
an  acute  hemolytic  anemia.  Such  an  acute 
anemia  can  be  produced  by  pyrodin,  toluo- 
diamin,  phenylhydrazin,  potassium  chlorate, 
acetanalid  and  other  coal  tar  derivatives, 
and  other  substances,  including  particularly 
the  amido  and  nitro  compounds  of  phenol, 
benzol  and  toluol,  such  as  anilin,  nitrobenzol 
and  trinitrotoluol. 

The  detailed  different  aspects  of  such 
poisonings  will  not  be  described,  but  it  is 
to  be  remembered  that  any  of  these  poisons, 
as  well  as  other  conditions  capable  of  pro- 
ducing an  acute  hemolytic  anemia,  may  pro- 
duce a chronic  condition  of  this  same  type. 
There  are  certain  features  of  the  blood  that 
will  be  mentioned  briefly  in  regard  to  some 
such  poisonings  as  occur  in  man.  They  are : 


the  extreme  variation  in  size  of  the  cells, 
fragmented  cells,  many  nucleated  cells  in 
severe  cases,  greatly  increased  number  of 
platelets  and  usually  increased  number  of 
leucocytes. 

Acute  hemolytic  anemia,  besides  being 
due  to  poisons,  may  be  caused  by  sepsis, 
as  hemolytic  streptococcic  septicemia,  viri- 
dans  septicemia,  scarlet  fever,  typhoid 
fever,  acute  malaria,  and  in  extensive 
burns. 

ANEMIA  IN  BOTHRIOCEPHALUS  LATHS 
A chronic  hemolytic  anemia,  resembling 
in  every  way  pernicious  anemia,  may  occur 
as  the  result  of  infection  with  dibothrio- 
cephalus  (fish  tapeworm).  This  anemia 
has  been  attributed  to  the  fact  that  when 
the  worm  undergoes  disintegration  in  the 
intestines,  some  specific  hemolysin  is  set 
free.  The  blood  picture  may  resemble  per- 
nicious anemia,  in  that  the  platelets  and 
bone  marrow  white  cells  are  reduced,  color 
index  over  one,  considerable  variation  in 
size  and  shape  of  the  red  cells,  polychrom- 
atophilia,  blasts  and  stippling  occur.  There 
is  usually  no  general  macrocytosis  with  oval 
red  cells  present.  It  is,  however,  well  recog- 
nized that  D — latus  infection  does  not  al- 
ways cause  the  blood  picture  of  pernicious 
anemia,  and  that  it  may  give  any  picture 
from  a mild  simple  anemia  to  that  typical 
of  pernicious  anemia.  Other  intestinal 
parasites  may  give  a severe  anemia,  but 
this  is  usually  of  the  simple  chronic  type 
with  little  blood  destruction  and  perhaps 
rarely  of  a distinct  hemolytic  type,  as  seen 
with  the  fish  tapeworm. 

ANEMIAS  WITH  UNKNOWN  GENESIS 
Acute  usually  with  leucocytosis 
This  condition  is  so  rare  no  description 
will  be  attempted. 

CHRONIC  ADDISON-BIERMER  ANEMIA 
The  cause  of  this  disease  is  as  much  of  a 
mystery  today  as  it  was  when  described  by 
Addison  in  1849  and  1855,  and  by  Biermer 
in  1872.  Much  might  be  written  concern- 
ing the  etiological  theories  of  pernicious 
anemia  and  the  many  experiments  con- 
ducted to  throw  light  upon  this,  but  suffice 
it  to  say  that  we  do  not  know  the  cause. 
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The  main  views  as  to  the  pathogenesis 
of  this  disease  are : 

(1)  That  it  is  due  to  a constitutional 
weakness  of  the  bone  marrow,  which  be- 
comes manifest  by  numerous  provocative 
factors.  (Martins  and  Schaumann.) 

(2)  That  is  due  to  endocrine  disturb- 
ance. (Stephan.) 

(3)  That  it  is  due  to  the  action  of  toxins, 
the  exact  nature  of  which  are  unknown. 
(Hunter,  Grawitz,  Talquist,  Segderhelm,  et 
al.) 

Though  one  does  not  know  the  cause  of 
the  disease  process,  we  do  know  that  there 
occur  an  abnormal  red  cell  destruction,  and 
an  abnormal  type  of  blood  formation.  It 
is  the  nature  of  the  disease  to  permit  con- 
siderable fluctuation  in  this  balance,  so  that 
one  of  the  features  of  the  disease  is  its 
progress  by  relapses  and  remissions,  how- 
ever, since  the  new  method  of  treatment  ad- 
vocated by  Murphy  and  Minot  the  relapses 
are  certainly  less  frequent. 

Formerly  the  diagnosis  of  pernicious 
anemia  was  made  on  the  well  developed 
blood  picture.  In  recent  times  the  early 
symptoms  have  been  more  exactly  studied. 
An  important  and  rather  early  frequent 
symptom  is  the  glossitis  of  Hunter.  The 
interior  part  of  the  tongue,  covered  with 
Aliform  and  fungiform  papillae,  appear 
smooth  as  if  polished.  There  is  besides 
this,  on  this  smooth  surface,  a painful  red- 
ness and  vesicular  eruption.  This  is  not 
found  in  every  case  and  may  occasionally 
be  seen  in  other  anemias.  Another  early 
symptom  is  the  gastro-intestinal  symptoms, 
especially  diarrhea.  This  is  probably 
gastrogenous,  connected  with  achlohydria, 
which  may  precede  a manifest  anemia  sev- 
eral years.  Another  of  the  early  manifes- 
tations are  the  nervous  disturbances,  espe- 
cially slight  acroparasthesias  and  pains  in 
the  feet  and  hands.  If  one  examines  the 
blood  of  such  patients,  although  he  may  not 
appear  anemic,  one  may  find  the  character- 
istic pernicious  anemia  blood  picture. 

The  subjective  symptoms  of  pronounced 
cases  are  those  of  a severe  anemia,  weak- 
ness, fatigue,  dyspnea  and  palpitation  on 
exercise,  anorrhexia,  abnormal  stools,  alter- 
nating constipation  and  diarrhea,  flatu- 


lence and  pallor.  On  the  side  of  the  nervous 
system,  dizziness,  headaches,  fainting  spells, 
disturbance  of  vision,  disturbance  of  gait, 
due  to  high  degree  of  muscular  weakness 
or  cord  changes,  tinnitis,  scotomato,  and 
psychial  disturbances.  The  objective  find- 
ings are : marked  pallor  of  the  skin,  and  of 
the  mucous  membranes,  frequently  straw 
color  of  the  skin,  a good  panniculous,  fre- 
quently small  petechia  on  lateral  extremi- 
ties, sometimes  edema  of  the  ankles  and 
very  frequenty  pigmentation ; painful  areas 
over  bones,  especially  the  sternum ; 
dyspnea  may  reach  a high  degree,  heart 
is  often  dilated,  tachycardia,  hemic  mur- 
murs. There  is  always  an  achylia  gastrica, 
stomach  motility  is  usually  increased ; there 
is  frequently  meteorism  with  enlargement 
of  liver,  spleen  is  usually  a little  enlarged 
but  is  rarely  palpable.  It  is  not  unusual  to 
find  albuminuria  with  casts.  There  is 
usually  a low  grade  of  fever,  which  ordi- 
narily may  be  interrupted  by  acute  exacer- 
bations due  to  the  hemolysis.  There  may 
be  various  disturbances  referable  to  the 
nervous  system,  besides  the  general  cere- 
bral disturbances,  such  as  apathy,  delirium, 
psychic  changes — symptoms  referable  to 
the  autonomic  nervous  system,  which  have 
excited  much  attention.  There  may  be 
slight  disturbances  of  sensation  and  paresis 
may  occur  in  the  lower  extremities.  Find- 
ings may  simulate  very  closely  locomotor 
ataxia  or  a disseminated  sclerosis.  The 
blood  findings  are:  A dimunition  of  the 
total  quantity  of  blood,  frequently  a dimin- 
ished coagubility,  capillaries  distended,  look 
like  a string  of  beads.  Grossly  the  color  of 
the  blood  is  flesh  water-like,  watery  with 
diminished  viscosity,  increased  water  con- 
tent, the  serum  is  dark,  golden  yellow,  due 
to  increased  bilirubin  of  the  indirect  or  pro- 
longed type,  increased  catalose  index 
usually.  Increased  oxygen  consumption  by 
the  red  blood  cells.  Increased  urobilin  and 
urobilinogen  in  the  duodenal  contents,  urine 
and  stools.  Oligocythemia,  increased  color 
index,  poikilocytosis,  many  macrocytes, 
anisocytosis,  stipple  cells,  reticulated  cells, 
polychromatophilia,  megaloblasts  usually 
more  numerous  than  normoblasts,  nucle- 
ated red  cells,  Cabot  ring  bodies,  Howell- 
Jolly  corpuscles,  diminished  blood  platelets. 
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leucopoenia,  relative  lymphocytosis,  and  oc- 
casional myelocytes. 

CHRONIC  HEMOLYTIC  ANEMIA 

Two  forms  are  recognized  which  differ 
not  so  much  in  symptomatology  as  in  the 
nature  of  their  origin.  The  acquired 
(Hayem-Widal)  and  congenital  are  familiar 
(Chauffard-Minkowski)  forms  of  the  dis- 
ease, known  as  chronichemolytic  jaundice 
(chronic  acholuric  jaundice,  chronic  family 
jaundice,  hemolytic  splenomegaly)  are  the 
particular  conditions  in  which  the  purest 
type  of  a chronic  hemolytic  anemia  occurs. 
The  cause  of  these  conditions  are  unknown, 
however,  occasionally  the  acquired  type 
may  develop  following  attacks  of  malaria, 
syphilis  and  other  infections,  and  sometimes 
removal  of  such  an  infection  may  clear  the 
picture,  but  in  many  other  instances  the 
condition  persists. 

In  the  typical  cases  of  hemolytic  jaundice, 
there  is  evidence  of  a constant  increased 
destruction  of  the  red  cells,  usually  of  a 
greater  degree  than  seen  in  pernicious 
anemia.  The  spleen  is  considerably  en- 
larged; definite  jaundice  without  bile  in  the 
urine  is  present,  fever  is  not  seen  except 
during  severity  of  the  disease.  The  urine 
contains  urobilin  but  no  bile.  Urobilin  and 
urobilinogen  are  present  in  the  duodenal 
contents.  The  feces  contain  bile,  with  the 
constant  increased  destruction,  there  oc- 
curs a constant  increased  formation  of  red 
cells,  evidenced  particularly  by  marked  in- 
crease of  the  reticulated  red  cells,  which  is 
in  contrast  to  pernicious  anemia,  also,  the 
color  index  is  usually  lower,  and  the  bone 
marrow  usually  produces  a more  normal 
type  red  cell.  Further  activity  of  the  mar- 
row, which  is  in  contrast  to  pernicious 
anemia,  is  seen  in  that  the  leucocytes  are 
usually  increased,  as  are  the  platelets.  The 
most  characteristic  feature  of  the  condition 
is  the  presence  of  an  increased  fragility  of 
the  red  blood  cells  to  various  strengths  of 
salt  solution. 

So  long  as  the  increased  formation  keeps 
balance  with  the  increased  destruction,  little 
anemia  ensues,  and  this  occurs  more  fre- 
quently in  the  familial  form  than  in  the  ac- 
quired type.  Individuals  with  the  milder 
types  of  the  condition  often  have  nothing 


to  complain  of  but  their  color,  and  even 
with  considerable  anemia  their  only  com- 
plaint is  moderate  weakness.  All  grades  of 
chronic  henfolytic  jaundice  may  occur.  The 
absence  of  tongue  symptoms  and  of  symp- 
toms referable  to  the  central  nervous  sys- 
tem, the  enlarged  spleen,  as  well  as  the  in- 
creased fragility  of  the  red  blood  cells  point 
to  the  diagnosis  of  hemolytic  jaundice,  and 
not  pernicious  anemia. 

HEMOLYTIC  ANEMIAS  IN  THE  PUERPERIUM, 
LUES,  MALARIA  AND  CANCER 

These  conditions  may  cause  anemia  from 
the  simplest  and  mildest  types  to  that  which 
resembles  pernicious  anemia.  In  such 
cases,  besides  the  positive  Wassermann  test, 
the  presence  of  malarial  parasites  in  the 
blood,  etc.,  the  blood  picture  is  usually  that 
of  simple  chronic  anemia  with  not  rarely  a 
slightly  elevated  color  index,  with  some 
macrocytosis,  but  with  little  evidence  of 
distinctly  active  hemolysis. 

ANEMIAS  FROM  DIMINISHED  BLOOD 
FORMATION 

Myelopathic  anemia  in  destruction  of  the 
bone  marrow  by  tumors,  osteosclerosis,  etc. 
This  type  of  anemia  is  dependent  upon  a 
crowding  out  of  the  normal  marrow  tissue 
by  tumor  or  tumor-like  formations.  The 
result  is  that  the  activity  of  the  remaining 
tissue  becomes  increased,  and  this  increase 
may  be  very  marked.  The  leukemias  of 
the  various  types  by  the  increase  of  the  ab- 
normal cells  in  the  marrow  displaces  not 
only  the  red  and  white  cell  elements,  but 
also  the  megokaryocytes,  so  that  dimuni- 
tion of  platelets  is  a feature  of  this  condi- 
tion, as  is  dimunition  of  the  marrow  white 
cells — osteosclerosis,  myeloma,  chloroma, 
metastatic  tumors  resulting  particularly 
from  hypernephroma  and  cancer  will  ob- 
literate a large  part  of  the  marrow  cavities. 
In  individuals,  where  a primary  tumor  is 
suspected,  the  findings  of  many  blasts  and 
other  early  marrow  cells  should  suggest 
that  marrow  metastasis  has  occurred. 

HYPOPLASTIC  ANEMIAS 

In  consuming  diseases,  inanition,  intoxi- 
cations, and  tumors  of  various  organs, 
among  the  causes  of  such  an  anemia  are: 


May,  1928 


CLASSIFICATION  OF  THE  ANEMIAS — Colbert 


23 


tuberculosis,  iron  starvation,  intoxications 
from  poisons,  as  lead,  mercury,  arsenic ; dis- 
turbances of  the  gland  of  internal  secretion, 
malignant  neoplasms,  etc.  These  types  of 
anemia  usually  gives  a blood  picture  essen- 
tially similar  to  that  present  in  cases  with 
chronic  recurring  blood  loss  between  hem- 
orrhages, and  the  condition  is  commonly  re- 
ferred to  as  a chronic  secondary  anemia, 
but  it  is  to  be  distinguished  from  an  anemia, 
which  may  give  a similar  histological  pic- 
ture and  in  which  distinct  evidences  of  red 
cell  destruction  are  present. 

APLASTIC  OR  AREGENATORY  ANEMIA — (EHR- 
LICH, PAPPENHEIM)  FROM  UNKNOWN 
CAUSE 

The  term  idiopathic  aplastic  anemia  is  a 
disease  first  described  by  Ehrlich  in  1888, 
the  cause  of  which  is  unknown.  The  dis- 
ease runs  a progressively  downward,  fatal 
course  in  a few  weeks’  duration — occuring 
in  individuals  between  the  fifteenth  and 
thirtieth  years  of  age.  The  onset  is  marked 
by  no  particular  symptoms  except  those  re- 
ferable to  anemia.  The  color  of  the  skin 
is  of  an  alabaster  white — the  sclera  are 
white  and  never  yellow.  Symptomatic  pur- 
pura hemorrhagia,  with  petechial  hem- 
orrhages occur.  At  times  hemorrhages 
from  the  mucosae  occur.  There  are  no  par- 
ticular signs  referable  to  the  internal  or- 
gans. Fever  is  common,  as  also  oral  sep- 
sis. The  principal  pathological  findings  is 
the  aplastic  marrow,  which  consists  of  es- 
sentially nothing  but  yellowish  white  fat 
in  the  marrow  cavities.  The  blood  picture 
is  as  follows;  oligocythemia,  color  index, 
slightly  reduced — slight  anisocytosis,  no 
polychromatophilia,  no  nucleated  red  cells, 
markedly  reduced  or  absence  of  reticulated 
cells.  Leukopoenia  with  relative  lympho- 
cytosis. Marked  reduction  of  blood  plate- 
lets, and  an  abnormal  fragility  test,  i.  e., 
the  cells  begin  to  break  up  in  about  the 
same  strength  salt  solution  as  they  normally 
do,  but  complete  hemolysis  occurs  in  a 
higher  percentage  of  salt  solution  than  nor- 
mal. To  recapitulate  the  positive  findings 
in  this  disease,  viz.:  The  alabaster  white 
color  of  the  skin — usually  markedly  pro- 
nounced skin  and  mucous  membrance  hem- 
orrhages, tongue  unchanged,  gingivitis, 
frequent  stomatitis,  and  angina  necrotans. 


spleen  often  small,  not  palpable.  Urine  con- 
tains no  urobilin,  duodenal  contents  show 
no  bilirubin,  stool  may  show  slight  bilirubin 
— blood  findings : oligocythemia,  no  change 
of  form,  no  erythroblastic  changes — leu- 
copoenia,  marked  reduction  of  granulocytes, 
pronounced  thrombopoenia,  no  reaction  af- 
ter adrenalin  and  splenectomy.  Bleeding 
time  markedly  prolonged,  retractility  of  clot 
absent,  catalase  index  normal,  abnormal 
fragility  test,  bilirubin  content  diminished 
and  color  index  about  one. 

In  the  time  allotted  to  this  paper  no  at- 
tempt will  be  made  to  discuss  chlorosis  and 
the  anemias  in  childhood. 

The  chronic  splenomegalies  are  not  in- 
cluded in  this  classification,  because  of  the 
incomplete  knowledge  of  the  pathogenesis 
of  the  anemias  in  these  conditions,  such  as 
Bantis  disease,  Hodgkins  disease,  hyper- 
trophic cirrhosis  of  the  liver,  Gauchers  dis- 
ease, etc. 
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DISCUSSION 

DR.  W.  C.  DIXON,  Nashville:  I am  somewhat 
at  a disadvantage  in  discussing  this  paper  because 
I was  asked  to  devote  my  remarks  to  the  surgical 
aspect  of  the  anemias.  Dr.  Colbert  has  given  a 
very  complete  classification  and,  as  usual,  the 
classification  seems  rather  formidable.  That  is 
necessarily  true  where  the  entire  subject  is  cov- 
ered in  one  paper.  I think  he  will  agree  with  me 
that  for  practical  purposes  there  are  only  a few 
of  the  anemias  that  give  us  much  concern.  The 
chronic  secondary  type  is  the  one  most  commonly 
seen,  due  frequently  to  small  hemorrhages.  The 
acute  secondary  type  is  a dramatic  thing  with 
which  we  are  all  familiar.  As  Dr.  Colbert  pointed 
out,  the  chronic  form  is  usually  due  to  the  loss  of 
small  amounts  of  blood  at  frequent  intervals. 
Patients  come  in  complaining  of  feeling  weak  and 
depressed,  of  tiring  easily,  and  unless  you  ques- 
tion them  carefully  they  do  not  indicate  the  point 
of  hemorrhage.  I am  sure  you  have  all  seen  pa- 
tients who  have  lost  large  amounts  of  blood  in 
small  quantities  from  continuously  bleeding  hem- 
orrhoids, but  they  do  not  mention  the  hemorrhoids 
and  it  takes  careful  questioning  to  elicit  their  pres- 
ence. It  requires  much  care  to  get  a patient  to 
admit  the  loss  of  a small  amount  of  blood  that  is 
more  or  less  continuous.  These  cases  are  easily 
relieved.  We  have  all  seen  patients  with  hemo- 
globin as  low  as  25  to  30  per  cent  as  the  result  of 
such  bleeding,  and  the  same  is  true  of  bleeding  from 
the  uterus.  The  uterine  and  rectal,  I think,  are 
the  most  common  forms  of  such  hemorrhages.  I 
think  the  doctor  will  agree  that  the  second  most 
important  type  of  anemia  is  pernicious  anemia. 
This  is  a fairly  common  disease  that  is  frequently 
overlooked.  The  patients  often  do  not  lose  weight, 
but  they  complain  of  weakness  and  loss  of  strength, 
have  the  color  of  pernicious  anemia,  which  the 
doctor  spoke  of,  and  the  diagnosis  can  only  be  made 
positive  by  careful  examination  of  the  blood,  the 
details  of  which  Dr.  Colbert  gave. 

He  mentioned  also  the  hemolytic  jaundice  which 
is  due  to  increased  destruction  of  red  cells  in  the 
spleen.  The  spleen  has  always  been  an  organ  of 
mystery,  and  we  still  know  very  little  about  its 
actual  functions.  In  the  hemolytic  jaundice  there 
is  a destruction  of  the  red  cells  in  the  spleen.  We 
know  that  ordinarily  the  worn-out  red  cells  are 
taken  up  by  the  spleen,  but  in  the  condition  he 
spoke  of,  this  is  in  excess  and  the  patients  have  the 
peculiar  jaundice  he  mentioned,  with  the  presence 
of  bile  in  the  stool,  and  its  absence  in  the  urine. 
Frequently  this  is  an  easily  curable  condition,  in 
that  removal  of  the  spleen  will  produce  a dramatic 
effect  within  a few  days.  Jaundice  that  has  been 
present  for  weeks  will  often  clear  up  within  forty- 
eight  hours  and  the  patients  will  rapidly  recover. 


Dr.  Colbert  also  mentioned  the  anemia  that  is 
secondary  to  chronic  malaria  and  to  syphilis.  There 
are  cases  of  malaria  that  resist  all  types  of  treat- 
ment, just  as  there  are  of  syphilis.  For  some  rea- 
son these  cases  of  chronic  malaria  and  syphilis 
that  have  resisted  all  other  treatment,  if  they  are 
associated  with  enlargement  of  the  spleen,  will 
clear  up  in  a dramatic  way  if  the  spleen  is  re- 
moved. Many  of  the  patients  recover  without  much 
treatment  following  splenectomy.  These  are  the 
long  standing,  chronic  cases  that  have  resisted  ac- 
tive treatment. 

On  the  basis  that  the  spleen  plays  a role  in  all 
forms  of  anemia,  there  has  been  an  effort  to  extend 
splenectomy  to  the  treatment  of  pernicious  anemia. 
Several  cases  are  on  record  in  which  this  was  tried, 
but  I do  not  know  that  the  results  have  been  suf- 
ficiently satisfactory  to  warrant  this  form  of  treat- 
ment in  pernicious  anemia. 

DR.  R.  B.  WOOD,  Knoxville:  While  I am  not 
doing  surgery,  I think  there  are  other  conditions 
in  which  splenectomy  is  justified  except  in  hem- 
orrhagic jaundice.  In  the  early  stages  of  Banti’s 
disease  this  treatment  is  well  justified.  Hemor- 
rhagic jaundice,  as  was  mentioned,  is  strictly  a 
surgical  condition  and  one  other,  namely,  purpura 
hemorrhagica,  which  in  many  respects  is  almost 
identical  with  aplastic  anemia  in  symptomatology. 
The  role  of  surgery  in  aplastic  anemia  has  not  been 
so  satisfactory,  although  there  are  a few  cases  as 
having  reported  as  having  responded  to  this  treat- 
ment. However,  I feel  that  the  diagnosis  in  those 
reported  cases  is  not  beyond  question.  The  aplastic 
anemias  that  I have  observed  have  not  been  sub- 
jected to  this  treatment,  although  the  resemblance 
that  this  disease  has  to  purpura  hemorrhagica  is 
so  great  it  leaves  one  in  doubt  as  to  the  diagnosis 
at  times,  so  that  we  usually  wish  we  had  done 
something  else  other  than  resort  to  the  transfusion 
of  blood  and  to  liver  feeding,  which  are  of  no  avail. 

DR.  W.  C.  COLBERT,  Memphis  (closing)  : The 
principal  thing  in  the  diagnosis  of  anemia  is  what 
I wish  to  stress.  It  is  frequently  rather  difficult 
to  make  a positive  diagnosis  in  pernicious  anemia 
and  hemorrhagic  icterus,  and  it  is  best  to  carefully 
observe  the  patient,  make  frequent  blood  counts 
and  hasten  the  surgical  treatment.  Aplastic  anemia 
in  my  mind  is  not  a surgical  disease.  Those  cases 
are  usually  fatal,  and  surgery  only  hastens  the  end. 
In  pernicious  anemia,  as  was  brought  out,  splenec- 
tomy has  been  advised  and  performed  on  many 
occasions,  without  any  result.  Since  the  classical 
treatment  of  Minot  and  Murphy,  of  liver  feeding 
and  extract,  many  patients  have  made  a remarkable 
response,  but  the  administration  of  the  extract 
must  be  continuous.  We  had  a patient  whose  hemo- 
globin was  about  25  per  cent.  He  was  placed  on 
liver  feeding,  and  the  red  cells  increased  to  4,000,- 
000  within  a few  weeks  and  he  went  back  to  work. 
He  got  so  busy  that  he  interrupted  the  liver  diet, 
and  he  is  now  back  in  the  hospital  in  about  the 
same  condition  in  which  we  saw  him  first.  The 
liver  and  the  liver  extract  must  be  continued  in- 
definitely in  this  condition. 
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URINARY  INFECTIONS* 


Henry  Douglas,  M.D.,  Nashville 


The  subject  of  this  paper  is  very  broad 
in  its  scope  but  the  program  commit- 
tee felt  that  this  would  be  more  de- 
sirable for  the  profession  as  a whole.  In 
the  brief  time  allotted  me  I can  only  call 
attention  to  a few  general  factors  which 
are  of  importance. 

Probably  the  most  frequent  manifesta- 
tion of  a urinary  infection  is  cystitis.  The 
majority  of  patients  complain  of  bladder 
trouble,  more  specifically  of  frequency, 
painful  urination  and  strangury.  Fre- 
quency is  the  first  symptom  and  for  a long 
time  the  only  symptom  in  some  cases.  Un- 
doubtedly everyone  is  confronted  with  such 
cases  and  the  question  of  diagnosis  arises. 
What  does  cystitis  mean?  In  the  past  it 
was  common  to  regard  it  as  a primary  en- 
tity. A diagnosis  of  cystitis  was  complete 
and  satisfactory  to  all  parties.  Twenty-five 
or  thirty  years  ago  there  were  a great  many 
prescriptions  recommended  for  the  cure  of 
cystitis.  Those  were  the  days  before  the 
cystoscope  and  X-ray  had  come  into  general 
use.  When  it  became  possible  to  visualize 
the  urinary  tract  it  was  found  that  cystitis 
was  no  longer  satisfactory  as  a diagnosis. 
Its  presence  should  lead  us  to  suspect  sepsis 
in  one  or  both  kidneys.  I am  referring  to 
patients  with  bladder  symptoms,  with  pus 
in  the  urine  and  without  previous  instru- 
mentation. Undoubtedly  the  bladder  can 
be  primarily  infected  with  catheters  or 
other  instruments.  The  presence  of  a stone 
or  other  foreign  body,  tumor  diverticuli, 
obstructions  at  the  bladder  neck  will  pro- 
duce cystitis.  The  infection  in  such  cases 
depends  upon  the  stone  or  the  obstruction 
and  a cure  results  when  the  primary  con- 
dition has  been  relieved.  The  important 
point  is  to  determine  what  is  causing  cysti- 
tis and  to  regard  it  as  a sequel  to  pre- 
existing pathology  in  the  urinary  tract. 

The  kidney  is  the  point  of  origin  in  prac- 
tically all  of  the  true  urinary  infections  de- 

*Read before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  10,  1928. 


spite  the  fact  that  renal  symptoms  are  lack- 
ing or  overshadowed  by  a severe  cystitis. 
In  this  connection  I shall  take  for  example 
the  most  important  of  all  the  urinary  infec- 
tions, tuberculosis.  This  is  not  an  uncom- 
mon disease.  In  a small  group  of  cases  I 
recently  studied  it  constituted  roughly  ten 
per  cent  of  the  total.  It  is  well  to  bear  in 
mind  the  possibility  of  renal  tuberculosis  in 
considering  an  intractable  case  of  cystitis. 
Relative  to  the  urinary  tract  this  infection 
is  primary  in  the  kidney  and  secondary  in 
the  bladder.  It  is  essentially  a chronic  dis- 
ease and  follows  the  same  course  here  from 
a pathological  standpoint  as  elsewhere,  ex- 
cept there  seem  to  be  no  medical  or  spon- 
taneous cures  here  such  as  can  often  be 
brought  about  in  other  tissues  and  organs. 

The  symptoms  are  largely  the  result  of 
the  secondary  infiammation  in  the  bladder. 
The  cystitis  usually  starts  early  and  is 
slowly  progressive,  causing  bladder  irrita- 
bility, frequency,  urgency  and  later  painful 
urination  and  tenesmus.  It  differs  from  the 
ordinary  cystitis  in  that  it  is  not  so  acute  at 
the  onset  and  it  does  not  get  well.  There 
are  intervals  when  the  symptoms  are  not 
as  pronounced  as  at  others  but  on  the  whole 
the  symptoms  and  the  disease  gradually  get 
worse  until  the  patient  becomes  a physical 
and  nervous  wreck  beyond  all  hope  of  cure. 
Neither  medical  or  local  treatment  has  any 
effect  except  that  some  forms  of  local  treat- 
ment make  it  worse. 

Haematuria  is  often  associated  with 
urinary  tuberculosis.  The  bleeding  is  not 
severe  as  a rule  but  colors  the  urine  suffi- 
ciently to  attract  the  patient’s  attention. 
Such  bleeding  goes  and  comes  at  irregular 
intervals.  Sometimes  the  hemorrhage  is 
copius  and  clots  pass  down  the  ureter  giv- 
ing the  pain  picture  of  renal  colic.  Occa- 
sionally it  is  the  sight  of  blood  in  the  urine 
that  brings  the  patient  to  consult  his  phy- 
sician. 

In  the  great  majority  of  patients  with 
renal  tuberculosis  the  infection  can  be  dem- 
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onstrated  in  other  organs.  The  kidney 
legion  is  secondary  to  infection  in  the  lungs, 
bones,  joints,  lymph  glands  and  peritoneum. 
In  few  however  are  the  primary  foci  active. 
Usually  they  are  inactive,  so-called  arrested, 
or  apparently  cured.  By  means  of  the 
X-ray  old  scars  of  healed  disease  can  be 
seen.  Infection  from  such  lesions  during 
the  period  of  their  activity  reach  the  kid- 
ney through  blood  or  lymph  channels  to  set 
up  a renal  tuberculosis.  It  is  noteworthy 
that  so  often  the  primary  lesion  in  the 
lungs  for  example  has  healed  whereas  its 
metastasis  in  the  kidney  gets  slowly  but 
progressively  worse.  Spontaneous  cures  do 
not  obtain  here  as  the  result  of  rest  and 
medication.  Sometimes  we  find  active 
lesions  associated  with  renal  infection  and 
in  such  instances  the  prognosis  is  bad. 
Again  the  disease  may  be  so  widespread  that 
the  renal  lesion  is  really  only  a part  of  a 
general  miliary  tuberculosis. 

The  history  is  very  suggestive  of  the  true 
nature  of  this  disease.  A cystitis  that  has 
lasted  over  a period  of  months,  that  has 
grown  worse  gradually  in  spite  of  treatment 
and  the  presence  of  haematuria  at  times 
should  call  your  attention  to  the  likelihood 
of  renal  tuberculosis.  If  the  patient  pre- 
sents some  distinctly  tuberculous  lesion  in 
the  lung  or  hip  joint  be  it  active  or  quies- 
sent  it  strengthens  the  case  against  Koch’s 
bacillus.  The  general  symptoms,  afternoon 
fever,  night  sweats,  loss  of  weight  and  ap- 
petite are  characteristic  when  present. 
Rarely  there  is  a peculiar  bronzing  of  the 
skin,  the  patient  appears  to  be  sunburned. 
The  blood  pressure  is  low  and  the  loss  in 
strength  pronounced.  This  is  the  picture 
of  Addison’s  disease  and  means  that  the  in- 
fection has  attacked  the  supra-renal  gland 
as  well  as  the  kidney.  This  is  usually  seen 
only  in  the  very  late  stages  when  the  renal 
disease  is  far  advanced  and  bilateral. 

More  often  the  physician  first  consulted 
will  have  no  such  evidence  upon  which  to 
make  his  diagnosis.  The  chronic  cystitis 
will  be  his  main,  probably  his  only  reason 
for  suspecting  tuberculosis.  I wish  to  lay 
particular  stress  upon  the  fact  that  in  the 
early  stages  the  patient  may  look  healthy, 
even  robust,  in  marked  contrast  with  any- 
one whom  we  would  ordinarily  regard  as 


tuberculous.  In  such  early  cases  I think  the 
physician  should  take  them  seriously 
enough  to  prove  or  disprove  the  existence  of 
tuberculosis  in  a competent  way.  It  is  my 
opinion  that  the  majority  of  these  certainly 
begin  as  an  infection  in  one  kidney  and  that 
in  the  course  of  time  the  other  kidney  be- 
comes involved.  Twenty  per  cent  of  the 
cases  of  renal  tuberculosis  which  I have  seen 
were  bilateral  and  therefore  beyond  the 
hope  of  cure.  These  were  late  cases;  how- 
ever the  important  point  is  that  if  their 
chronic  bladder  trouble  had  been  taken  seri- 
ously in  the  beginning  they  could  have  been 
saved  in  the  majority  of  instances. 

The  treatment  of  renal  tuberculosis  is 
nephrectomy.  Of  course  this  can  only  be 
done  while  the  other  kidney  is  normal.  Fol- 
lowing the  operation  secondary  lesions  in 
the  urinary  tract  as  ureteritis  and  cystitis 
gradually  disappear.  Usually  it  requires 
from  three  to  six  months  for  the  bladder 
to  heal.  Following  the  operation  the  patient 
should  be  under  the  supervision  of  an  in- 
ternist. Some  of  these  patients  need  treat- 
ment for  the  disease  in  other  organs  before 
they  are  restored  to  complete  health.  In 
properly  treated  cases  the  results  of  opera- 
tion in  unilateral  renal  tuberculosis  is  very 
gratifying. 

Of  the  non-tuberculous  infections  of  the 
kidney  about  eighty  per  cent  are  due  to  the 
colon  bacillus  or  to  a member  of  that  family. 
Rarely  there  are  other  causative  organisms ; 
the  bacillus  pyocyaneous,  the  gonococcus, 
the  bacillus  typhosus,  the  streptococcus  and 
the  staphlococcus.  The  staphlococcus  is 
prone  to  invade  the  medullary  portion  of 
the  kidney. 

It  is  important  to  bear  in  mind  that  the 
kidney  consists  of  two  parts : a secreting  or 
filtering  portion  and  a collecting  system. 
These  two  systems  are  developed  from  dif- 
ferent sources.  Infection  can  take  place  in 
either  part  of  the  kidney  or  in  both  parts. 
The  part  of  the  kidney  most  frequently  in- 
volved is  the  pelvis.  Theoretically  it  is  diffi- 
cult to  conceive  that  an  inflammation  can 
involve  the  pelvis  without  to  some  extent 
invading  the  parenchyma.  Acute  pyelone- 
phritis is  more  technically  correct  than 
acute  pyelitis.  However  pyelograms  show 
no  destruction  of  the  parenchyma  and  the 
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function  test  shows  little  or  no  impairment 
in  its  filtering  power.  For  practical  pur- 
poses therefore  we  consider  pyelitis  as  lim- 
ited to  the  pelvis.  I am  speaking  of  kidneys 
which  were  normal  before  infection  set  up. 

Again  the  infection  reaches  the  kidney 
through  the  blood  or  the  lymph  vessels. 
This  means  that  there  was  a focus  present 
from  which  the  infection  entered  the  blood. 
The  teeth,  tonsils,  antra,  sinuses,  and  last 
but  not  the  least  important  the  colon,  are 
frequent  sites  for  such  foci  to  develop. 

This  type  of  infection  is  not  uncommon 
in  childhood  and  adult  life.  It  is  much  more 
frequent  in  the  female. 

The  acute  pyelonephritis  begins  suddenly 
with  a chill  followed  by  rather  high  fever. 
After  a short  interval  the  fever  begins  to 
recede  and  there  is  sweating.  The  eleva- 
tions in  the  temperature  are  irregular,  the 
septic  type.  The  chills  vary  from  one  to 
five  in  the  twenty-four  hours.  In  spite  of 
the  great  degree  of  toxemia  as  expressed 
by  the  high  temperatures,  104,  the  patients 
do  not  appear  to  be  in  a critical  condition. 
This  particular  feature  is  quite  character- 
istic of  acute  pyelitis.  The  patient  has  all 
the  general  symptoms  associated  with  high 
fever.  The  bladder  symptoms  have  not  had 
time  to  develop  and  often  the  patient  makes 
no  complaint  referable  to  the  kidney  at 
all.  However  on  examination  there  is  ten- 
derness over  the  kidney  involved,  both  front 
and  back  and  the  tenderness  may  follow 
down  the  course  of  the  ureter.  In  stoutly 
built  or  fieshy  people  tenderness  may  be 
very  difficult  to  elicit  over  the  infected  kid- 
ney. There  are  cases  in  which  nothing  can 
be  brought  out  by  palpation.  When  pres- 
sure over  McBurney’s  point  causes  the  pa- 
tient to  flinch  due  to  a tender  ureter  the 
pathology  may  be  mistaken  for  appendi- 
citis. The  disease  is  also  confused  with 
typhoid  fever,  malaria,  influenza,  etc. 
There  are  two  reasons  for  such  mistakes. 
First,  the  lack  of  symptoms  pointing  to  the 
kidney.  I don’t  think  that  it  is  generally 
appreciated  how  silent  the  kidney  is  in  in- 
flammatory diseases.  The  idea  that  pain  in 
the  back  is  indicative  of  kidney  trouble  and 
without  it  there  can  be  nothing  wrong  is 
misleading.  Secondly,  microscopic  exami- 
nation of  the  urine  is  not  always  made. 


In  all  febrile  diseases  where  it  is  difficult  to 
find  a cause,  if  the  kidney  was  more  often 
regarded  with  suspicion  and  microscopic 
examinations  of  the  urine  done  a great  deal 
of  confusion  would  be  avoided. 

Acute  and  subacute  pyelonephritis  is  at 
times  self-limiting.  That  is,  on  medical 
treatment,  rest,  forced  fluids,  and  proper 
diet  the  fever  subsides  and  the  patients  ap- 
parently return  to  normal.  After  a clinical 
cure  has  been  obtained  examinations  of  the 
urine  may  continue  to  show  pus  cells  and 
positive  cultures  can  be  obtained.  If  the 
condition  is  allowed  to  go  along  in  that  way 
the  patient  will  continue  to  remain  a car- 
rier of  colon  bacilli  in  the  urine  and  be  sub- 
ject to  recurrences  of  the  disease.  The  pa- 
tient should  be  studied  carefully  for  a focus 
and  if  found  should  be  eliminated.  This 
offers  more  for  permanence  of  cure  than 
anything  else. 

It  is  needless  for  me  to  say  that  before 
a plan  of  treatment  is  decided  on  in  an  in- 
dividual case  sufficient  cystoscopic  and 
X-ray  data  should  be  on  hand  to  give  us 
an  understanding  of  the  cause  and  nature 
of  the  infection.  In  my  experience  I have 
got  just  as  much  good  from  urotropin  and 
sodium  benzoate  in  suitable  cases  as  from 
any  of  the  other  urinary  antiseptics.  Alter- 
ing the  reaction  of  the  urine  by  giving 
sodium  benzoate  with  urotropin  for  one 
week  and  changing  to  an  alkali  the  next 
week  is  also  of  some  value.  Most  of  the 
cases  I have  had  would  not  clear  up  en- 
tirely on  medical  treatment  but  went  over 
into  the  chronic  stage  to  which  I have  just 
called  attention.  Pelvic  lavage  is  a thera- 
peutic measure  which  can  usually  be  re- 
lied upon  in  rendering  the  urine  free  of  pus 
and  negative  on  culture. 

There  is  a type  of  chronic  infection  with 
a member  of  the  colon  group  which  is  ex- 
tremely difficult  to  eradicate.  Apparently 
in  this  group  the  colon  is  acting  as  a focus. 
The  patient  is  benefited  by  treatment  but 
when  treatment  stops  they  gradually  re- 
lapse. In  this  type  vaccines  have  some 
value.  In  one  such  patient  a very  definite 
reaction  was  found  when  a suspension  of 
dead  germs  from  his  culture  were  injected 
under  the  skin.  An  autogenous  vaccine 
was  made  and  under  its  administration 
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alone  the  patient  has  become  bacterio- 
logically  negative.  Insufficient  time  has 
elapsed  to  determine  how  permanent  it  will 
be.  In  France  there  have  been  some  satis- 
factory results  from  the  use  of  a bacterio 
phage  as  advocated  first  by  D’Herelle.  It 
seems  to  me  that  this  is  worth  trying  in 
the  occasional  case  of  persistant  colon  bacil- 
lus infection  or  repeated  re-infection  of  the 
urinary  tract  by  the  colon.  This  class  of 
patients  closely  resembles  another  type  of 
chronic  pyelonephritis.  In  this  latter  group 
both  gides  are  involved.  There  may  be  no 
symptoms  other  than  mild  bladder  disturb- 
ance. Pus  cells  occur  in  the  urine  and  defi- 
nite changes  are  found  in  both  ureters  and 
calyces  by  means  of  urography. 

I wish  to  call  your  attention  to  another 
type  of  renal  infection  occurring  most  often 
during  the  middle  three  months  of  preg- 
nancy. I mean  the  so-called  pyelitis  of 
pregnancy.  The  right  kidney  is  us- 
ually infected  but  not  infrequently  it  is 
bilateral.  These  patients  are  taken  sud- 
denly with  fever  or  with  a chill  followed  by 
fever.  Microscopic  examination  of  the 
urine  shows  pus  cells.  The  temperature 
varies  from  102  to  104  and  chills  are  fre- 
quent. There  often  is  some  pain  and  ten- 
derness over  the  kidney  affected  but  at  other 
times  there  is  little  aside  from  the  general 
symptoms  of  toxemia.  It  is  not  an  in- 
frequent complication  of  pregnancy  and  in 
the  event  of  a chill  or  a sudden  elevation 
in  temperature  the  truth  should  be  sus- 
pected. 

The  cause  of  this  condition  has  been  a 
much  discussed  question.  However  there 
are  certain  facts  observed  in  connection 
with  it  which  leads  me  to  believe  that  preg- 
nancy in  some  way  causes  a partial  obstruc- 
tion of  the  ureter  with  consequent  stasis  of 
urine  and  infection.  In  the  first  place 
urography  shows  that  there  is  marked  dila- 
tation of  the  ureter  and  pelvis  in  this  type 
of  pyelitis.  In  som.e  instances  the  picture 
approaches  that  of  an  infected  hydrone- 
phrosis. This  dilatation  arises  too  sud- 
denly and  is  too  marked  to  be  attributed  to 
infection.  Secondly  the  dilatation  extends 
down  to  the  brim  of  the  true  pelvis  where 
it  ends  abruptly.  In  the  third  place  the 
fever  subsides  and  the  symptoms  disappear 


as  a result  of  draining  the  kidney  pelvis 
with  a ureteral  catheter.  On  one  occasion 
I had  to  keep  a catheter  in  the  pelvis  of  the 
right  kidney,  changing  it  once  each  week, 
for  a month  and  a half.  When  the  catheter 
was  removed  it  was  not  replaced  until  the 
following  day.  During  that  short  interval 
the  temperature  would  go  up  to  103  after 
it  had  been  normal  for  an  entire  week  while 
the  catheter  was  in  place.  After  a period 
of  time  that  varies  with  the  individual  case, 
the  uterus  shifts  its  position  so  as  to  relieve 
the  ureter  and  catheter  drainage  is  no 
longer  necessary.  In  the  fourth  place  I 
have  seen  women  who  had  been  subjected 
to  high  fever  over  a prolonged  period,  ad- 
mitted to  the  hospital  in  profound  exhaus- 
tion and  with  a dead  foetus.  Labor  would 
set  in  and  as  soon  as  the  pregnancy  was 
ended  the  pyelitis  was  relieved.  I have  seen 
therapeutic  abortion  give  the  same  prompt 
relief.  Lastly  I have  had  occasion  to  re- 
examine some  of  these  patients  and  one  is 
surprised  to  find  that  in  the  short  space  of 
four  weeks  after  the  cessation  of  preg- 
nancy, the  pelvic  and  ureteral  dilatation  has 
largely  gone  and  a functionless  kidney  has 
recovered  its  normal  excretory  power.  Be- 
cause of  this  it  seems  to  me  that  the  so- 
called  pyelitis  of  pregnancy  is  nothing  more 
than  a temporary  partial  occlusion  of  the 
ureter  because  of  pressure  at  the  brim  of 
the  pelvis.  If  this  is  true  the  important 
point  in  any  treatment  designed  to  over- 
come it  is  to  re-establish  drainage.  This 
can  be  successfully  done  in  some  cases  by 
having  the  patients  assume  a certain  pos- 
ture. The  administration  of  urinary  anti- 
septics here  is  of  least  value.  If  posture 
does  not  bring  about  drainage  then  a large 
ureteral  catheter  should  be  passed  to  the 
pelvis  of  the  kidney  and  allowed  to  remain 
in  place  for  the  purpose  of  drainage.  The 
patient  can  in  this  way  be  tided  over  until 
the  uterus  in  its  upward  growth  has  altered 
its  position  so  as  not  to  interfere  with  the 
ureter  when  further  treatment  is  unneces- 
sary. 

DISCUSSION 

DR.  C.  F.  ANDERSON,  Nashville:  I arise  pri- 
marily to  make  a plea  for  early  diagnosis  in  infec- 
tion of  the  kidney.  I think  Dr.  Bromberg’s  experi- 
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ence  of  two  and  a half  years  of  treatment  in  tu- 
berculous kidney  disease,  together  with  20  per  cent 
of  those  that  Dr.  Douglass  has  seen  being  bilateral, 
should  make  us  all  sit  up  and  take  notice  and  learn 
to  make  a diagnosis  before  it  becomes  bilateral, 
when  no  operative  procedure  can  be  instituted  that 
will  produce  a permanent  cure.  There  has  re- 
cently been  reported  some  work  in  an  attempt  to 
prove  that  tuberculous  infection  of  the  kidney  is 
a blood  stream  infection  and  consequently  is  bilat- 
eral in  the  beginning.  I do  not  believe  this  will 
be  accepted  unless  there  is  some  further  proof,  for 
we  all  have  behind  us  the  fact  that  unilateral  in- 
fection has  occurred  and  nephrectomy  has  cured 
the  patient  permanently.  I believe  it  is  almost 
criminal  for  any  doctor  to  treat  these  patients  for 
such  an  extended  period  before  making  a urological 
examination.  I think  the  symptom  of  cystitis  re- 
quires immediate  urological  examination,  with  a 
definite  diagnosis  which  will  lead  to  some  perman- 
ent cure  for  these  cases. 

I wish  to  further  stress  the  point  Dr.  Douglass 
brought  out  in  his  paper,  that  these  patients  with 
tuberculosis  of  the  kidney  do  not  necessarily  look 
tubercular.  Statistics  show  that  they  are  often 
robust  and  healthy  in  appearance  and  show  no 
signs  of  tuberculosis.  We  must  not  be  thrown  off 
our  guard  by  these  findings  and  overlook  the  pos- 
sibility of  tuberculous  infection  in  the  kidney. 

The  diagnosis  of  tuberculous  infection  in  the 
kidney  in  my  experience,  is  not  easy.  It  is  not 
easy  to  find  tubercle  bacilli  in  the  urine.  I think 
the  highest  per  cent  of  tubercle  bacilli  found  in  the 
urine  reported,  in  known  tuberculous  kidneys,  is 
80.  I am  sure  it  is  not  that  high  in  my  experi- 
ence. In  most  of  my  patients,  tubercle  bacilli  are 
not  found  in  the  urine.  As  Dr.  Bromberg  said, 
guinea  pig  inoculation,  while  not  perfect,  should 
always  be  made  when  nothing  is  found  in  the 
ordinary  culture.  The  diagnosis  depends  upon  the 
urological  examination  and  upon  the  ability  of  the 
urologist  in  many  cases.  The  bladder  is  very  in- 
dicative of  tuberculosis,  the  pyelograms  and  urete- 
rograms are  very  suspicious,  and  on  these  data 
further  search  can  be  made  for  tubercle  bacilli. 

DR.  J.  H.  SMITH,  Memphis:  The  subject  of 
urinary  tract  infection  is  of  importance  not  only 
to  the  urologist,  but  also  to  the  general  practi- 
tioner. We  deal  with  it  from  the  point  of  the 
urologist. 

The  general  practitioner  can  do  a great  deal  in 
urinary  tract  infections  to  allay  acute  infections. 
Dr.  Douglass  brought  out  that  about  80  per  cent 
of  urinary  infections  are  due  to  the  .colon  bacillus. 
The  general  practitioner  can  do  a great  deal  to 
alleviate  these  by  internal  medication. 

When  we  are  called  in  consultation  in  cases  of 
pyelitis  of  pregnancy,  tubercular  infections  of  the 
kidney  and  other  obscure  pathology,  the  first  aim 
is  to  ascertain  the  cause.  Kink  in  the  ureter,  stone 
in  the  kidney  or  in  the  ureter,  or  anything  that 


will  obstruct  the  free  outlet  of  the  urine,  or  that 
will  cause  its  damming  back,  will  cause  the  kidney 
to  become  infected.  A normal  kidney  will  pass  bac- 
teria ■without  trouble  to  the  normal  intima,  unless 
there  is  obstruction  or  damage  to  the  kidney  tissue 
itself.  The  urologist  comes  in  to  make  the  diag- 
nosis as  to  the  obstructive  cause.  With  his  special 
armamentarium  and  equipment,  he  is  able,  in  a 
large  percentage  of  cases,  to  relieve  the  patient  of 
the  obstruction. 

Hypertrophy  of  the  prostate  in  men  past  sixty, 
is  a frequent  cause  of  obstruction  and  infection. 
The  field  of  tuberculosis  of  the  kidney  has  been 
well  discussed.  Pyelitis  of  pregnancy  is  some- 
thing the  general  practitioner  sees  much  more  of 
and,  from  a practical  standpoint,  is  more  interested 
in,  than  tuberculosis  of  the  kidney.  Pyelitis  of 
pregnancy  should  not  be  confused  ■with  the  tox- 
emias of  pregnancy.  Often  I am  called  into  con- 
sultation in  cases  of  pregnancy  where  only  an 
occasional  pus  cell  is  found  in  the  urine.  Nausea 
of  pregnancy  is  not  necessarily  due  to  kidney  path- 
ology. 

In  pyelitis  of  pregnancy,  I do  not  believe  in  much 
manipulation.  I think  drainage  is  the  principal 
thing  and  generally  sufficient.  When  drainage  is 
re-established  and  the  pressure  of  the  fetus  upon 
the  ureter  relieved,  these  patients  improve  very 
rapidly. 

At  the  Southern  Medical  Association  recently, 
some  one  brought  out  a good  point  regarding  the 
control  of  the  nausea  of  pregnancy  by  the  instil- 
lation of  bromide  of  potassium  through  the  duo- 
denal tube.  A tube  is  passed  into  the  duodenum 
and  large  doses  (40  to  60  grains)  of  potassium 
bromide  instilled.  I think  this  is  a very  important 
suggestion  for  the  doctor  who  treats  pregnant 
women,  and  it  may  be  of  benefit  in  the  treatment 
of  kidney  cases,  as  a means  of  medication,  by  the 
urologist. 

DR.  HENRY  DOUGLASS,  Nashville  (closing)  : 
I wish  to  show  a pyelogram  of  a patient  who  was 
suffering  from  pyelitis  of  pregnancy  and  a second 
one  made  one  month  after  the  termination  of  preg- 
nancy. (Slide)  This  shows  an  enormous  ureter 
with  a kink  and  the  dilatation  in  the  pelvis.  (Slide) 
This  is  from  the  same  case,  four  weeks  after  the 
termination  of  pregnancy.  The  function  at  first 
was  5 per  cent  and  at  the  time  of  the  second  pic- 
ture the  function  was  normal.  You  can  see  how 
the  kink  has  been  straightened  out  and  the  pelvis 
has  come  back  to  normal. 

(Slide)  This  is  from  another  case,  showing  great 
pelvic  dilatation.  (Slide) 

This  is  a case  of  colon  bacillus  pyelitis  in  a non- 
pregnant woman.  The  patient  was  very  ill,  with 
a temperature  of  104°  F.,  but  there  is  none  of  the 
dilatation  seen  in  the  pyelitis  of  pregnancy  and 
the  infection  involves  the  pelvis  of  the  kidney.  This 
is  a case  of  pyelitis  in  a nonpregnant  woman  in 
which  the  first  time  I got  into  the  ■wrong  pelvis, 
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the  patient,  as  you  see,  having  two  pelves.  This 
(indicating)  is  the  right  side  and  I got  negative 
urine  from  this  pelvis.  She  was  tender  and  sore 
over  this  kidney  and  I got  this  pyelogram,  which 
indicates  a rudimentary  pelvis.  I went  back  and 
made  a second  pyelogram,  which  showed  I had  got- 
ten into  the  upper  pelvis.  The  infected  pelvis  lay 
below  me. 

(Slide)  This  shows  the  enormous  size  the 
ureters  sometimes  attain  in  partial  obstructions  of 
the  ureter. 

(Slide)  This  is  tuberculosis  of  the  kidney,  of  the 
type  we  see  with  great  dilatation  and  kinking  of 
the  ureter,  in  the  long  standing  infections. 

(Slide)  This  is  a pyelonephritis  which  went  to 


abscess  formation  and  the  patient  was  relieved  by 
rupture  of  the  abscess  into  the  colon. 

(Slide)  This  is  a pyelogram  of  the  same  kidney 
showing  the  gas  which  escaped  into  the  pelvis  from 
the  colon  (indicating). 

(Slide)  This  is  the  type  of  case  that  is  infected 
with  the  staphylococcus.  The  pelvis  is  here  (in- 
dicating) without  definite  deformity  in  any  way, 
and  at  this  point  you  see  in  the  cortex  of  the  kid- 
ney, extrapelvic,  the  multiple  abscesses  that  occur. 
(Slide)  This  is  a pyelogram  on  the  same  side  in 
which  partial  filling  at  the  first  pyelogram  did  not 
bring  out  the  defects  in  the  cortex  of  the  kidney, 
but  you  can  see  the  pelvis  is  not  so  much  involved 
as  the  cortex. 
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EDITORIAL 


In  the  February  issue  of  the  JOURNAL 
there  appeared  an  editorial  under  the  head- 
ing “Medical,  Surgical  and  Hospital  Ser- 
vice for  Veterans  Suffering  from  Disease 
and  Injuries  Not  of  Service  Origin.”  Since 
that  editorial  was  published  data  has  be- 
come available  to  show  that  out  of  71,967 
patients  admitted  to  the  hospitals  under  the 
control  of  the  Veterans  Bureau  during  the 
year  ending  June  30,  1927,  35,386  were 
based  on  disease  and  injuries  not  of  service 
origin.  The  latter,  constitute  49  per  cent 
of  all  admissions.  During  the  previous  hos- 
pital year  35  per  cent  of  admissions  was 
based  on  disease  and  injuries  not  of  service 
origin. 

If  the  admission  of  patients  for  disease 
and  injuries  not  incurred  in  line  of  duty 
has  increased  during  the  year  1928  in  pro- 
portion to  the  increase  that  took  place  dur- 
ing the  previous  year,  over  50  per  cent  of 
all  admissions  to  hospitals  under  the  Vet- 
erans Bureau  are  patients  of  this  latter 
type.  At  this  rate  of  increase  the  hospitals 
under  the  Veterans  Bureau  will  be  govern- 
ment hospitals  operated  at  public  expense 
in  competition  with  local  hospitals  and  phy- 
sicians for  the  benefit  of  veterans  regard- 
less of  their  financial  status. 

A bill  was  introduced  in  Congress  not- 
withstanding these  facts  which  provided 
for  an  appropriation  of  sixteen  million  dol- 
lars to  increase  the  hospital  facilities  under 
the  Veterans  Bureau.  Such  a policy  can 
not  be  too  harshly  condemned.  Every  com- 
munity with  hospital  facilities  at  all  has 
facilities  for  those  who  do  not  and  cannot 
pay.  It  is  grossly  unfair  for  the  govern- 


ment to  maintain  a free  hospital  for  the 
benefit  of  those  who  do  not  need  such  bene- 
fits and  to  the  injury  of  institutions  who 
need  the  patronage  that  is  justly  theirs. 


REPORTS  OF  OFFICERS  OF  THE 
AMERICAN  MEDICAL  ASSO- 
CIATION 

On  page  1445  of  the  Journal  of  the 
Amreican  Medical  Association,  May  5th 
issue,  there  appears  the  reports  of  the 
officers  of  the  American  Medical  Associa- 
tion. They  have  been  printed  at  this  time 
with  the  view  to  giving  the  membership  of 
the  Association  an  opportunity  to  familiar- 
ize themselves  with  the  activities  of  the 
officers  and  with  the  problems  that  are  to 
be  acted  upon  at  the  next  meeting.  This 
step  on  the  part  of  the  officers  is  highly 
commended,  and  every  member  of  the 
American  Medical  Association  should  read 
these  reports.  The  report  of  the  Bureau  of 
Legal  Medicine  shows  something  of  the 
scope  of  the  work  that  this  Bureau  has  un- 
dertaken. While  it  has  been  unsuccessful 
in  many  of  its  endeavors  this  may  be  due 
in  part  to  the  failure  of  the  state  organiza- 
tions to  co-operate  to  the  fullest  extent  pos- 
sible. 

The  profession  of  medicine,  especially  or- 
ganized medicine,  has  spent  a great  deal  of 
its  corporate  energies,  money  and  time  in 
fostering  measures  of  general  public  inter- 
est. It  has  rarely  been  the  case  that  the 
profession  has  fostered  a measure  of  in- 
terest to  doctors  alone.  It  is  quite  possible 
that  organized  medicine  may  set  in  motion 
movements  which  may  terminate  in  the  par- 
tial destruction  of  organized  medicine. 

The  only  thing  that  justifies  the  existence 
of  a doctor  is  service.  The  thing  that  justi- 
fies the  existence  of  an  organized  group  of 
doctors  is  service.  In  fact  the  only  real 
excuse  for  the  existence  of  any  human  in- 
dividual is  service.  The  type  and  extent  of 
service  that  an  individual  will  render  will 
be  determined  largely  by  his  ability  and 
physical  capacity.  The  ability  of  organized 
medicine  to  render  service  will  be  impaired 
to  the  extent  that  its  organization  is  im- 
paired. 
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It  seems  to  us  that  it  is  a vital  thing  to 
give  thought  and  attention  to  some  of  the 
primary  interests  of  doctors  as  doctors  and 
to  the  organization  of  doctors  as  an  organi- 
zation for  the  public  service.  It  seems, 
therefore,  that  a little  more  energy  might 
be  expended  on  measures  and  policies  look- 
ing to  the  best  interest  of  the  profession. 
By  so  doing  the  public  will  be  the  ultimate 
beneficiary. 


THE  SCARCITY  OF  DOCTORS 

The  Journal  office  has  received  several 
inquiries  with  reference  to  locations  for  doc- 
tors in  Tennessee.  Some  of  these  inquiries 
have  come  from  doctors  already  located  in 
Tennessee  and  others  have  come  from  doc- 
tors located  in  other  states.  We  have  been 
compelled  to  state  in  reply  that  we  have 
no  definite  information  as  to  locations  where 
a doctor  with  reasonable  ability  might 
locate,  with  reasonable  assurance  that  he 
could  earn  a livelihood. 

A great  deal  has  been  said  and  written 
on  this  subject  in  recent  years.  Laws  have 
been  enacted  by  the  state  legislature  with 
a view  to  increasing  the  number  of  doctors 
in  the  state.  This  applies  particularly  to 
those  with  inferior  equipment.  Of  course, 
the  chiropractors  were  licensed  which  is  a 
matter  of  no  consequence  at  all  to  the  pro- 
fession of  medicine. 

Our  census  reveals  some  very  interesting 
facts  with  reference  to  doctors.  There  are 
a number  of  places  in  Tennessee  where  the 
number  of  doctors  is  quite  sufficient  but 
their  average  age  is  above  fifty  years. 

We  are  giving  prominence  to  this  subject 
at  this  time  with  a view  to  obtaining  in- 
formation as  to  locations  in  the  state.  We 
believe  there  are  a number  of  places  where 
young  doctors  should  be  located.  We  do 
not  know  whether  the  profession  and  the 
lay  people  of  the  respective  communities 
would  welcome  such  a move.  The  mem- 
bership is,  therefore,  urgently  requested  to 
supply  this  office  with  complete  informa- 
tion as  to  locations  for  doctors  in  the  state. 
We  then  can  give  a very  intelligent  reply 
to  inquiries  which  may  be  to  the  interest 
of  the  doctors  and  the  communities  alike. 


DEATHS 


Dr.  Archie  Byrd,  47,  of  Wartburg,  died 
suddenly  on  April  30th.  Dr.  Byrd  grad- 
uated from  the  University  of  Tennessee  in 
1906  and  has  practiced  medicine  in  Morgan 
County  since  that  time. 


Dr.  A.  N.  Hollabaugh,  52,  died  suddenly 
at  his  office  in  Nashville  on  April  13th.  Dr. 
Hollabaugh  graduated  from  Vanderbilt 
Univesrity  in  1902. 


Dr.  J.  T.  Bomar,  Mansfied,  died  at  his 
home  on  April  6th.  Dr.  Bomar  graduated 
from  the  Vanderbilt  Medical  School  in 
1883. 


MEDICAL  SOCIETIES 


Henderson  County. — The  Henderson 
County  Medical  Society  held  its  regular 
monthly  meeting  April  17th,  deferred  from 
April  10,  on  account  of  the  state  meeting 
on  that  date. 


Dyer  County. — The  Dyer  County  Medical 
Society  met  in  Dyersburg,  April  5 with  a 
good  attendance.  Those  on  the  program 
were  Drs.  W.  W.  Edwards,  of  Finley;  E.  H. 
Baird,  C.  A.  Turner  and  0.  F.  Agee,  of 
Dyersburg. 


Roane  County. — The  Roane  County  Medi- 
cal Society  held  its  monthly  meeting  at  Har- 
riman  on  April  17th.  Those  present  were: 
Drs.  G.  P.  Zirkle,  John  Roberts  and  J.  C. 
Fly,  of  Kingston;  Drs.  G.  E.  Wilson  and  T. 
L.  Bowman,  of  Rockwood;  Drs.  J.  J.  Waller 
and  A.  K.  Shelton,  of  Oliver  Springs;  Dr. 
Gallion,  of  Oakdale;  Drs.  H.  M.  Carr,  J.  B. 
Cross,  F.  A.  Neergaard  and  W.  W.  Hill,  of 
Harriman.  The  society  had  as  its  guest 
Dr.  M.  F.  Haygood,  of  Knoxville. 


Madison  County. — The  Madison  County 
Medical  Society  met  in  Jackson  on  April 
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17th.  Dr.  Herman  Hawkins  read  a paper 
on  “Pneumonia  in  Children.”  Among  those 
present  were:  Drs.  R.  S.  Brown,  B.  C.  Ar- 
nold, Herman  Hawkins,  J.  G.  Anderson,  G. 
W.  Brasher,  Earl  Goyer,  O.  0.  Jones,  A.  B. 
Dancy,  J.  L.  Crook,  Jack  Thompson,  W.  T. 
Fitts,  J.  W.  McClaran,  S.  T.  Parker,  W.  W. 
Grant,  C.  F.  Webb,  H.  J.  Berryhill,  W.  C. 
Duckworth,  of  Jackson,  and  Drs.  R.  S. 
Glass  and  J.  P.  Kellar,  Nashville. 


Carrol,  Henry,  Weakley  Counties. — The 
Car roll-Henry- Weakley  County  Medical  So- 
ciety met  in  McKenzie  on  April  17.  Dr.  T. 
D.  Moore  of  Memphis  presented  a paper  on 
“Traumatic  Obstruction.”  There  were  about 
twenty  physicians  in  attendance. 


Davidson  County. — During  the  month  of 
April  the  following  papers  were  read  before 
the  Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society:  “Head 
Injuries,”  Dr.  E.  A.  Sayres;  “Treatment  of 
Infectious  Diarrhea  in  Infancy,”  Dr.  H.  G. 
Bradley;  special  address  by  Dr.  James  F. 
Cooper,  New  York;  “Roentgen  Findings  in 
Some  of  the  Diseases  of  the  Chest,”  Dr.  H. 
S.  Shoulders. 

REGULAR  MEETINGS  OF  COUNTY 
SOCIETIES 

Anderson  County — First  Monday  of  each 
month  at  2 p.m.  in  Clinton,  Tenn. 

Bedford  County — Third  Thursday  of 
each  month  at  2 p.m.,  Shelbyville,  in  Dr. 
Ray’s  office. 

Blount  County — Every  Thursday,  8 p.m.. 
First  National  Bank  Building,  Maryville. 

Bradley  County — First  and  third  Thurs- 
days of  each  month,  7 p.m.,  at  the  court- 
house, office  of  county  health  officer. 

Carroll-Weakley-Benton-Henry  Counties 
—-Every  second  Tuesday  at  McKenzie. 

Coffee  County — First  Thursday  of  each 
month. 

Davidson  County — Every  Tuesday,  8 
p.m..  Doctors’  Building,  Nashville. 

Dyer-Crockett-Lake-Obion  Counties  — 
First  Thursday  of  each  month. 

Fayette-Hardeman — First  Thursday  in 
each  month. 


Franklin  County — Last  Friday  in  each 
month  at  Winchester. 

Greene  County — First  Monday  of  each 
month,  11  a.m..  First  National  Bank  Build- 
ing, Greeneville. 

Hamilton  County — Each  Thursday,  8 
p.m..  Manufacturers’  Association,  815 
Broad  Street,  Chattanooga. 

Hardeman  County — First  Tuesday  in 
January,  April,  July  and  October,  Bolivar. 

H a r d i n-Lawrence-Lewis-Perry- Wayne 
Counties — Last  Tuesday  of  each  month. 

Haywood  County — Last  Tuesday  of  each 
month.  Brownsville,  7 p.m. 

Jackson  County — First  Friday  of  each 
month  at  the  courthouse,  Gainesboro. 

Lauderdale-T  i p t o n Counties — Second 
Thursday  of  each  month. 

Marshall  County — Every  fourth  Thurs- 
day; Lewisburg. 

McMinn  County — Every  second  Thurs- 
day, 2 p.m.,  in  Athens. 

Knox  County — Every  Tuesday,  8 p.m.,  at 
Society  Hall  Medical  Building,  Knoxville. 

Macon-Clay- Jackson  — First  Wednesday 
of  each  month. 

Madison  County — First  and  third  Tues- 
day, 8 p.m.,  at  Y.  M.  C.  A.  Building,  Jack- 
son. 

Roane  County — First  and  third  Tuesday, 
1 p.m.,  at  the  Red  Cross  Rooms,  Harriman. 

Robertson  County — Third  Tuesdays  of 
each  month. 

Sevier  County — First  Monday  of  each 
month,  7 :30  p.m..  Central  Hotel,  Sevierville. 

Shelby  County — First  and  third  Tuesdays 
Medical  Arts  Building,  Memphis. 

Warren  County — First  Wednesday  of 
each  month,  1 :30  p.m..  First  Trust  Co.,  Mc- 
Minnville. 

Washington  County — Second  Thursday 
of  each  month,  at  noon.  Hotel  John  Sevier, 
Johnson  City. 

Williamson  County — Second  Tuesday  of 
each  month. 

Wilson  County — First  Wednesday  of  each 
month,  10 :36  a.m.,  at  Lebanon. 
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NEWS  NOTES  AND  COMMENT 


Dr.  J.  D.  Hall,  of  Readyville,  has  been 
suffering  from  an  attack  of  tularemia.  The 
last  report  says  he  is  improving. 


Dr.  J.  W.  McMahan  -was  ill  at  his  coun- 
try home  near  Sevierville  for  several 
months.  We  understand  his  condition  has 
improved  and  that  he  will  soon  be  able  to 
return  to  his  duties  in  Alcoa. 


Dr.  Victor  H.  Bean  has  been  made  phy- 
sician of  Beverly  Hills  Sanatorium  to  suc- 
ceed Dr.  E.  A.  Patton,  who  has  gone  to 
Kentucky.  Dr.  Bean  comes  from  Minne- 
apolis. 


The  Lions  Club  of  Union  County  was  ad- 
dressed by  Dr.  Bliss,  of  the  Medical  Col- 
lege, University  of  Tennessee,  Memphis. 
The  narcotic  evil  was  the  subject  of  the 
talk. 


Dr.  C.  B.  A.  Turner,  of  the  Obion  Coun- 
ty Health  Unit,  was  recently  operated  on 
at  Dyersburg. 


Dr.  Roy  A.  Douglas,  of  Huntingdon,  is 
doing  post-graduate  work  in  St.  Louis, 
studying  children’s  diseases. 


Dr.  Reese  Patterson,  of  Knoxville,  held  . 
a clinic  at  Maryville  for  crippled  children. 
The  Shriners  offer  to  send  the  crippled  chil- 
dren to  a hospital  if  advisable. 


On  Thursday,  April  26,  Dr.  E.  W.  Ochs- 
ner,  professor  of  surgery  at  Tulane,  ad- 
dressed the  Chattanooga  and  Hamilton 
County  Medical  Society.  The  subject  was 
“Intrabronchial  Injection  of  Iodized  Oil.” 


BOOK  REVIEWS 


BEDSIDE  DIAGNOSIS.  By  American  Authors. 
Edited  by  George  Blumer,  M.D.,  David  P.  Smith 
Clinical  Professor  of  Medicine,  Yale  University 


Medical  School.  Three  octavo  volumes,  totaling 

2,820  pages,  with  890  illustrations.  Published 

by  W.  B.  Saunders  Company,  Philadelphia,  1928. 

Per  set:  Cloth,  $30.00  net.  Index  volume  free. 

If  there  is  anything  wrong  with  Dr.  Blumer’s 
Bedside  Diagnosis  I have  been  unable  to  find  it 
out,  and  this  after  two  months  of  reading  in  all 
the  spare  time  available.  In  quantity  it  is  tremen- 
dous. In  quality  it  is  superb.  In  satisfaction  it 
has  the  muchly  advertised  Camel  beaten  a mile. 
For  one  would  have  to  travel  very  far  to  find  a 
book  that  contains  more  practical  information 
than  is  found  in  any  one  of  these  three  volumes. 
This  work  not  only  reads  easily  but  listens  well. 
One  is  not  perplexed,  nor  driven  to  despair,  by 
the  presentation  of  many  worthless  and  disputed 
theories  but  each  subject  is  handled  by  one  who 
stands  high  in  the  profession  and  whose  teachings 
can  be  accepted  as  being  the  best  that  we  have  at 
the  present  time. 

Dr.  Blumer  is  to  be  congratulated  upon  the 
galaxy  of  medical  men  with  which  he  has  sur- 
rounded himself.  There  are  sixty-four  of  them 
and  together  they  have  written  222  monographs, 
each  one  right  to  the  point.  Judging  him  by  the 
company  he  keeps  and  also  by  the  articles  he  con- 
tributed to  this  work.  Dr.  Blumer  is  a thorough- 
bred. His  article  in  Volume  I on  Developmental 
Diseases  is  both  interesting  and  instructive. 

It  is  impossible  in  reviewing  a work  of  this  kind 
to  pick  out  certain  articles  and  say  they  are  the 
best.  This  is  a work  of  reference  and  its  value 
must  be  appraised  by  the  frequency  of  finding 
within  its  pages  the  information  we  are  seeking. 
I have  applied  this  test  rather  frequently  in  the 
past  few  weeks  and  each  time  I have  found  the 
information  desired  readily  and  easily.  Another 
very  pleasing  feature  of  this  work  is  that  it  re- 
instates the  old-time  religion  as  being  good  enough 
for  us,  in  that  it  stresses  the  importance  of  physi- 
cal and  bedside  diagnosis  rather  than  relying  upon 
the  laboratory.  Everyone  appreciates  the  value 
of  the  laboratory  and  it  would  be  impossible  to 
get  along  without  it,  but  if  it  is  relied  upon  ex- 
clusively, then  the  art  of  bedside  diagnosis,  which 
after  all  is  the  most  important,  will  become  as 
extinct  as  the  Dodo,  much  to  the  detriment  of 
our  patients.  In  this  respect  Bedside  Diagnosis 
contributes  something  of  real  value  to  the  Art 
of  medicine.  It  is  a good  book  for  any  doctor  to 
have  in  his  library  and  the  more  often  he  consults 
it  and  studies  it  the  better  doctor  he  will  be.  If 
you  want  a nice,  friendly,  instructive  talk  with 
an  authority  of  high  standing,  on  almost  any  sub- 
ject that  perplexes  you,  get  Bedside  Diagnosis  and 
read  it.  You  will  be  pleased  with  the  results. 

— E.  R.  Zemp,  M.D.,  Knoxville,  Tenn. 
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CLINICAL  PATHOLOGY 

By  R.  H.  Monger,  M.D. 

Medical  Building,  Knoxville 


A Study  of  the  Micro-Kahn  Test  in  Syphilis:  A 

Report  of  2,100  Reactions — Kilduffe,  Robert  A. 

and  Hersohn  W.  W. — The  American  Journal  of 

Syphilis,  Jan.,  1928. 

The  authors  made  2,116  tests  in  comparison 
with  the  Wassermann  reaction  upon  the  same  sera. 
The  serum  was  obtained  as  for  the  Wassermann 
test,  care  being  taken  that  it  did  not  contain 
blood  cells  on  foreign  particulate  matter.  It  was 
inactivated  at  56  degrees  C.  The  negative  re- 
actions showed  a clear,  homogenous  field  without 
precipitate.  The  positive  reactions  were  recorded 
as  plus-minus,  plus  1,  plus  2,  plus  3,  or  plus  4, 
according  to  the  size  of  the  particles  and  their 
number.  The  technic  is  obviously  the  acme  of 
simplicity  and  very  conserving  of  time.  Never- 
theless, it  requires  exceeding  care  to  prevent  the 
occurrence  of  false,  misleading  or  confusing  re- 
actions. Sources  of  error  may  be  enumerated  as 
follows:  (1)  Performance  of  the  test  at  too  cool 
a temperature.  (2)  Chilled  or  cooled  apparatus 
or  sera.  (3)  Use  of  sera  containing  foreign  par- 
ticulate particles.  (4)  Dirty  glassware.  (5)  Im- 
properly prepared  or  titrated  antigen.  (6)  Im- 
proper preparation  of  antigen  dilutions.  (7)  Neg- 
lect of  thorough  mixture  and  agitation  of  serum 
and  antigen  mixture.  (8)  Delay  in  preparing  or 
reading  the  tests  (leading  to  disturbance  of  quan- 
titative proportions  by  evaporation) . (9)  Personal 
equation  in  regarding  the  results,  especially  as 
regards  the  weakly  reacting  sera.  (10)  Errors  of 
technic.  The  advantages  of  this  test  as  compared 
to  the  three-tube  Kahn  test  are  that  it  requires 
less  apparatus;  less  time  and  labor,  less  serum  and 
the  fact  that  the  results  are  often  more  easily 
read. 

Anticomplementary  sera  were  studied  with  the 
following  conclusions:  (1)  The  Micro-Kahn  test 
gives  definite  reading  with  a high  percentage  of 
anticomplementary  sera;  this,  however,  is  not  in- 
variably the  case.  (2)  The  Micro-Kahn  test  may 
give  a clear-cut,  false  negative  reaction  in  the 
presence  of  syphilis.  (3)  The  Micro-Kahn  test 
may  give  a doubtful  positive  reaction  in  the  ab- 
scence  of  syphilis.  (4)  Anticomplementary  re- 
actions, and  especially  when  these  occur  repeatedly 
and  with  fresh  serum,  are  followed  by  a positive 
Wassermann  reaction  in  a definite  number  of 
cases. 

As  a final  conclusion  the  authors  advocate  the 
Micro-Kahn  test  for  those  who  desire  to  use  the 
precipitation  test  as  a check  upon  the  Wassermann 
reaction,  or  as  an  additional  means  for  the  sero- 


logic study  of  syphilis.  The  test  should  be  used 
in  conjunction  with,  and  not  in  place  of,  the  Was- 
sermann test. 


Septicemia-Cohn,  New  Orleans  Med.  & Surgical 

Journal  80,  1927. 

The  author  calls  attention  to  the  fact  that  many 
attempts  have  been  made  to  prove  that  cures  in 
cases  of  septicemia  have  been  due  to  the  intro- 
duction of  some  chemical  substances  into  the  blood 
stream.  There  is  experimental  proof  that  the 
maximal  concentration  advisable  to  introduce  into 
the  circulation  has  no  bactericidal  action.  We, 
therefore,  have  little  to  expect  in  a direct  cura- 
tive way  from  intravenous  chemical  medication. 
The  so-called  specific  action  of  the  various  dye- 
stuff, presupposes  a selective  bacteriotropic  action 
and  a negative  organotropic  action.  Apparently 
the  stimulating  effect  on  the  body  cells  by  the 
drug  injected  has  been  overlooked.  There  is  ex- 
perimental evidence  to  prove  that  bacteria  dis- 
appear soon  from  the  blood  stream  and  settle  in 
the  spleen,  liver,  bone  marrow  and  lymph  nodes. 
Positive  blood  cultures  signify  only  that  the  or- 
ganism are  being  transported  by  the  blood  stream. 
It  does  not  signify  that  multiplication  takes  place 
in  the  blood  stream.  Multiplication  takes  place  in 
the  foci  where  the  organisms  settle  out  from  the 
active  circulation  in  the  reticulo-endothelial  sys- 
tem. The  author  strongly  advocates  blood  trans- 
fusion to  stimulate  this  potential  defensive  mech- 
anism, namely,  the  reticulo-endothelial  system. 


DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Building,  Nashville 


Roentgen-Ray  Treatment  of  Acne  Vulgaris.  End 
results  in  one  hundred  ninety-one  cases  by  Dr. 
Jeffery  C.  Michael,  Houston,  Texas,  in  archives 
of  Dermatology  and  Syphilology,  May,  1928. 
The  author  reports  the  following  end  results 
from  the  literature. 

Hazen  and  Eichenlaub  reported  175  cases  with 
39  relapses.  Crutchfield  reported  96  cases  with  9 
recurrences.  McCafferty  and  McCarty  reported 
70  cases  with  7 recurrences.  MacKee  and  Remer 
reported  6 per  cent  recurrences. 

Summary 

1.  In  the  author’s  series  of  246  patients  treated 
by  the  Roentgen-ray  and  adjunct  measures  accord- 
ing to  the  method  advocated  by  MacKee,  no  per- 
manent untoward  effect  from  the  radiation  was 
observed. 

2.  Of  the  191  patients  in  whom  the  end-result 
of  treatment  has  been  determined,  relapse  occurred 
in  35  per  cent  after  the  first  course  of  treatment. 
After  a second  short  course  of  treatment,  final 
success  was  obtained  in  approximately  85  per  cent 
of  the  cases. 
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3.  In  the  factors  affecting  recurrence,  the  age 
of  the  patient  was  the  most  important.  Recur- 
rence occurred  in  44  per  cent  of  the  patients  18 
years  of  age  or  under  and  in  only  7 per  cent  of 
those  over  25. 

4.  Systemic  disorders,  such  as  constipation  and 
digestive  and  other  organic  disturbances  seemed 
to  increase  moderately  the  number  of  recurrences. 
Focal  infection  appeared  to  play  a decisive  role  in 
the  failure  to  cure  in  some  cases. 

5.  The  giving  of  a few  additional  Roentgen-ray 
treatments  after  the  disease  was  eradicated  with 
a view  of  preventing  recurrence  proved  valueless 
in  this  series.  It  appeared  that  the  fewer  the 
treatments  required  to  cause  disappearance  of 
the  disease,  the  less  was  the  probability  that  a 
relapse  would  occur. 

6.  A restricted  carbohydrate  diet  appeared  not 
to  have  any  influence  on  the  efficiency  of  treat- 
ment when  the  cases  were  taken  as  a group,  but 
dietary  transgressions  in  some  patients  seemed  to 
precipitate  recurrence. 

7.  The  following  factors  did  not  seem  to  have 
any  influence  on  the  effect  of  treatment:  (1)  men- 
strual disturbances  or  exacerbations  of  the  disease 
at  normal  menstrual  periods;  (2)  the  variety  of 
the  disease;  (3)  the  marital  status  of  the  patient; 
(4)  the  sex  of  the  patient,  and  (5)  the  location 
and  duration  of  the  disease. 

8.  The  majority  of  patients  had  recurrences 
during  the  first  six  months  after  the  cessation  of 
treatment,  and  about  90  per  cent  of  the  recur- 
rences occurred  within  the  first  year  following 
treatment. 

COMMENT;  I think  the  Roentgen-ray  is  the 
most  valuable  single  method  of  treating  Acne  Vul- 
garis but  it  is  well  to  correct  diet  and  constipa- 
tion, also  to  correct  menstrual  disorder,  focal  in- 
fections and  systemic  conditions  in  so  far  as 
possible. 


GASTRO-ENTEROLOGY  AND 
PROCTOLOGY 

By  Edward  Gay  Campbell,  M.D. 

1109  First  Natl.  Bank  Bldg.,  Memphis 


Treatment  of  Cancer  of  Rectum  with  Radium  by 
Open  Operation.  Sir  Chas.  Gordon-Watson. 
Proceedings  of  the  Royal  Society  of  Medicine, 
1927,  Vol.  XXI;  Section  of  Surgery  and  Proc- 
tology, pp.  9-16. 

The  use  of  radium  and  X-rays  in  surgery  re- 
quires close  co-operation  between  surgeon,  physi- 
cian, radiologist,  physicist,  histologist,  bacteriolo- 
gist and  haematologist.  The  most  satisfactory  re- 
sults secured  from  radium  are  with  empitheliomata 
of  epidermal  origin,  consisting  of  those  of  the 
skin,  mouth,  tongue,  nasal  fossae,  pharynx,  vagina 
and  cervix  uteri.  With  regard  to  the  glandular 
extensions  of  this  group,  considerable  advances 


have  resulted  from  the  combination  of  surgery 
and  radium  barage  by  distant  therapy.  This  is 
especially  true  of  cancer  of  the  tongue  and  cervix 
uteri. 

Fifteen  cases  of  cancer  of  the  rectum  are  re- 
ported, in  which  the  author  used  radium  barrage, 
following  open  operation.  A preliminary  colostomy 
is  done,  the  liver  investigated  for  metastases,  and 
removal  of  a portion  of  growth  for  section.  After 
a period  of  from  10  to  14  days,  the  growth  is  ex- 
posed as  fully  as  possible  from  behind,  the  patient 
lying  on  his  face  and  anus  sutured.  The  lines  of 
the  lymphatics  are  first  attached,  and  then  the 
growth  itself  by  inserting  radium  needles.  The  ex- 
posed area  is  packed  with  flavine  and  paraffin 
gauze,  and  catheters  are  inserted  in  the  wound  to 
allow  subsequent  Carrel-Dakin  treatment.  The 
wound  is  closed  around  the  catheters,  and  daily 
infiltration  with  flavine  carried  out  to  diminish  sep- 
sis. The  needles  are  allowed  to  remain  for  a pe- 
riod of  from  7 to  14  days.  The  milligram  hour 
dose  varying  from  2,268  to  9,840.  Ultra-violet 
radiation  both  local  and  general,  as  after-treat- 
ment, is  beneficial  to  these  cases. 

The  author’s  impression  from  the  cases  so 
treated  is  that  with  judiciously  selected  cases,  re- 
lief of  symptoms  and  improvement  of  general  con- 
dition can  be  expected  in  most  instances,  and  in 
a certain  number,  the  gro'wth  can  be  converted 
into  fissure  tissue,  but  whether  in  these  latter  cases 
the  growths  are  likely  to  recur  locally  at  a later 
date,  remains  to  be  seen.  An  inoperable  case  may 
be  rendered  operable  with  radium,  and  a life 
saved,  and  if  we  can  go  further  and  cure  the  op- 
erable case  with  radium,  rather  than  by  excision, 
the  bugbear  of  a permanent  colostomy  may  be 
avoided.  The  author,  however,  does  not  advocate 
radium  for  operable  cases  of  cancer  of  the  rectum 
except  in  special  circumstances. 

Radium  was  used  in  combination  with  lead  in 
one  case,  with  the  idea  of  creating  within  the  can- 
cer cell,  an  intra-cellular  X-ray  tube  (a  smaller 
dose  of  radium  being  used) , with  considerable  im- 
provement, but  better  results  might  have  been  ob- 
tained if  the  lead  had  been  disregarded  and  the 
radium  left  in  for  a longer  period. 

The  author  is  of  the  opinion  that  in  the  future 
much  will  be  accomplished  along  these  lines  in  the 
treatment  of  cancer  of  the  rectum. 


INTERNAL  MEDICINE 

By  R.  B.  Wood.  M.D. 

Medical  Building,  Knoxville 


Intravenous  Glucose  in  Treatment  of  Pneumonia. 
Ralph  Lynch,  M.D. — Bruce  Webster,  M.D.,  in 
Canadian  Medical  Association  Journal.  Jan., 
1928. 

The  administration  of  glucose  in  pneumonia  or 
severe  toxic  infections  seems  to  have  a favorable 
influence  both  as  a detoxifying  agent  as  well  as  a 
source  of  energy  in  its  most  easily  assimable  form. 
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Further  in  cases  where  feedings  cannot  be  forced 
it  plays  an  important  position. 

The  authors  studied  twenty-two  cases  of  pneu- 
monia using  digitalis  in  one-half  of  the  cases  and 
glucose  in  the  remaining  which  received  no  digi- 
talis. 

As  soon  as  the  diagnosis  was  made  250  cc.  of 
20  per  cent  solution  of  glucose  saline  was  given 
intravenously  once  a day  in  mild  cases  and  twice 
daily  in  severe. 

In  the  digitalis  series  an  attempt  was  made  to 
secure  digitalization  as  soon  after  admission  as 
possible  and  to  maintain  its  throughout. 

Mortality  in  the  glucose  group  was  18.1  per 
cent;  that  of  the  digitalis  group  36.3  per  cent. 
The  authors  made  no  definite  conclusions  but  they 
feel  glucose  may  be  life-saving  at  times. 


Leukocytic  Changes  Resulting  from  Treatment  of 

Pernicious  Anemia  with  Liver.  Whitby,  L.  E. 

H.,  in  The  Lancet,  Feb.  11,  1928. 

Liver  extract  seems  to  exert  certain  influences 
on  the  white  cells  as  well  as  the  reds.  As  is  well 
known  the  blood  count  reveals  a leukopenia  with 
a relative  lymphocytosis  in  pernicious  anemia. 

When  an  adequate  liver  diet  is  given  there  is 
a stimulation  of  leucoeyte  formation  until  a nor- 
mal level  is  reached.  These  is  also  an  increase  of 
the  eosinophil  count  that  seems  to  follow  the  retic- 
ulocyte reaction,  the  latter  being  the  favorable  in- 
dication for  which  one  hopes. 

The  eosinophilia  here  as  in  the  case  of  late 
infection  seems  to  be  a not  unfavorable  sign. 


NEUROLOGY  AND  PSYCHIATRY 

By  H.  J.  Hayes,  M.D. 

Fidelity  Bank  Building,  Memphis 


Survey  of  Retarded  Children  in  Public  Schools  of 

Massachusetts.  By  Neil  A.  Dayton,  M.D. 

Dr.  Dayton  summarizes  as  follows: 

Heredity  as  recorded  in  the  3,553  school  clinic 
examinations,  reveals  that  feeblemindedness  is 
present  in  one  or  both  parents  in  approximately  7 
per  cent  of  cases,  mental  disease  in  approximately 
3 per  cent  of  the  cases,  and  epilepsy  in  1 per  cent 
of  the  cases.  The  comparison  in  heredity  made 
with  cases  in  the  Wrentham  State  School,  seems 
to  indicate  that  the  inheritance  of  mental  defect 
is  more  obvious  in  institution  cases  than  in  school 
clinic  cases. 

2.  Approximately  72  per  cent  of  the  children 
examined  were  feebleminded. 

3.  Sixty  per  cent  of  the  children  examined  were 
unsuccessful  in  their  attempts  to  pass  the  first 
^ade  in  school. 

4.  There  is  little  difference  in  the  order  of  birth 
of  these  retarded  children  in  the  general  popula- 
tion. 


5.  Physical  defects  were  very  common.  In  fact 
there  were  but  26  children  out  of  the  total  of  3,- 
553  who  were  without  physical  defect.  Four  chil- 
dren out  of  five  had  defective  teeth  or  tonsils. 
One  retarted  child  out  of  four  had  defective  vision 
or  hearing,  one  out  of  six  had  a defective  heart 
or  defective  circulation.  One  out  of  seven  had  a 
nervous  disease  or  disorder.  One  out  of  seven 
had  a disorder  of  the  bones. 

6.  Height  and  weight  revealed  by  little  varia- 
tion from  accepted  averages  in  the  general  child 
population. 

7.  Four  hundred  and  fifty-eight  cases  having 
two  examinations  at  a mean  interval  of  one  and 
one-half  years,  show  an  increase  in  the  mean 
mental  age  from  seven  years  to  eight  years.  Dur- 
ing this  period,  the  mean  intelligence  quotient  de- 
creased from  .76  to  .73.  There  were  intelligence 
quotients  which  increased,  but  there  were  more 
showing  a tendency  to  decrease,  and  consequently 
the  mean  of  the  second  examination  was  depressed 
three  points.  Whether  this  decrease  is  significant 
or  not  is  not  yet  settled,  because  of  insufficient 
numbers. 

This  study  of  mental  deficiency  is  the  first  proj- 
ect under  the  new  plan  of  organized  research 
into  the  problems  of  mental  disease  and  mental 
defect,  which  is  being  developed  by  the  Massa- 
chusetts Department  of  Mental  Diseases.  When 
the  entire  investigation  has  been  finished  and  a 
detailed  study  made  of  the  completed  material, 
conclusions  will  be  in  order.  At  this  time,  how- 
ever, they  would  be  premature. 

We  can  say  that  our  present  results  suggest 
that  there  is  a great  deal  of  “legend”  in  much  of 
the  commonly  accepted  thought  on  feebleminded- 
ness. We  have  learned  that  there  is  much  work 
to  be  done  in  studying  extra-institutional  cases 
before  we  can  have  a complete  picture  of  mental 
deficiency. 


OPHTHALMOLOGY 

By  Jere  Caldwell,  M.D. 
Doctors  Bnilding,  Nashville 


Clark,  C.  P.  Indianapolis,  Ind.  Atypical  Con- 
junctivitis Tularenis:  With  Case  Report.  Ameri- 
can Journal  of  Ophthalmology.  Series  3,  Vol. 
11,  No.  4,  April,  1928. 

In  a careful  history  on  the  subject  of  tularemia, 
the  author  refers  to  some  several  of  the  outstand- 
ing authorities  on  this  subject. 

His  case  was  atypical  by  virtue  of  the  fact  that 
the  initial  ulcer  was  single  instead  of  multiple,  as 
experienced  in  most  cases  of  the  oculoglandular 
type  of  tularemia. 

A boy  of  seven  years  had  a single  punched  out 
ulcer  of  the  bulba  conjunctiva  and  the  episclera, 
with  necrotic  center.  There  had  been  no  previous 
illness  resembling  tularemia,  and  no  animal  source 
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of  infection  could  be  traced.  The  blood  serum 
gave  positive  agglutination  with  bacterium  tular- 
ense  at  the  end  of  the  first  week. 

The  oculoglandular  type  of  tularemia  must  be 
differentiated  from  parinauds  conjunctivitis, 
sportotrichosis,  blastomycosis,  leptothrix  infection 
(Verhoeff)  and  conjunctivitis  infectiosa  necro- 
ticans (Pascheff). 

The  duration  of  the  illness  in  this  case  was  only 
about  30  days,  which  is  less  than  usually  experi- 
enced in  other  types  of  tularemia,  otherwise  the 
general  symptoms  were  the  same. 


ORTHOPEDIC  SURGERY 

By  Robert  Patterson,  M.D. 

Acuff  Building,  Knoxville 


Violent  Infections  of  the  Hand  and  Forearm.  C. 

A.  Roeder,  Omaha.  Journal  A.  M.  A.,  April  28, 

1928. 

The  author  states  that  infections  of  the  hand 
and  forearm  often  extend  upward  despite  the  usual 
surgical  measures  used,  particularly  streptococci 
infections.  Non-suppurative,  virulent  invasions  are 
usually  treated  without  surgery.  Incisions  may 
be  harmful  even  when  suppuration  begins  at  once. 
The  bacteria  will  be  found  several  inches  above 
the  pus.  Simple  drainage  often  fails  to  stop  its 
advance.  He  divides  inflammations  into  bacterial, 
chemical,  and  traumatic,  stating  that  all  produce 
the  same  tissue  reactions. 

The  author  conceived  the  idea  of  producing  a 
protection  against  inflammation  ahead  of  the  ad- 
vancing infection.  Incisions  are  made  well  be- 
yond all  signs  of  inflammation  into  healthy  tis- 
sues, the  muscles  are  separated,  the  skin  and  fat 
are  raised  from  underlying  muscles  and  into  the 
resulting  spaces  gauze  is  loosely  packed  and  al- 
lowed to  remain  from  forty-eight  to  seventy-two 
hours.  He  reports  three  cases  so  treated  all  rap- 
idly advanced  to  the  operative  area  and  abruptly 
stopped,  no  sign  of  infection  appearing  beyond 
the  coffer-dammed  area  in  any  case. 

COMMENT:  In  no  case  did  the  author  infect 
the  new  area  primarily.  This  might  prove  a seri- 
ous occurrence  if  made  high  up  on  the  arm  in  an 
area  where  no  protection  barriers  were  present  to 
combat  the  infection. 


PEDIATRICS 

By  John  M.  Lee,  M.D. 
Doctors  Building,  Nashville 


Endemic  Meningococcus  Meningitis.  Stafford  Mc- 
Lean, M.D.,  and  John  P.  Caffey,  M.D.,  A mer. 
Jour.  Dis.  Children,  March,  1928. 

The  clinical  manifestations  in  136  patients  with 
endemic  meningococcus  meningitis  treated  in  the 
Babies’  Hospital,  New  York,  are  summarized.  The 
ages  were  from  23  days  to  7 years.  In  the  ma- 


jority of  the  cases,  the  disease  had  not  been  rec- 
ognized before  admission  to  hospital.  Half  of 
them  came  to  hospital  after  the  disease  had  existed 
for  more  than  a week,  and  forty-two  had  been 
under  medical  care  for  three  days  with  no  diag- 
nosis being  made.  Since  67.6  per  cent  of  these 
cases  occurred  in  the  first  year  of  life,  the  dis- 
ease is  not  a rarity  in  infancy.  It  occurs  most 
uniformly  in  districts  where  crowding,  poverty  and 
poor  hygiene  prevail.  Breast-fed  babies  are  not 
immune. 

The  most  frequent  and  important  single  clini- 
cal sign  is  muscular  rigidity,  especially  at  the 
level  of  the  neck,  with  or  without  retraction  of 
the  neck,  84.5  per  cent  of  this  series  having  this 
present.  Tendon  reflex  increase  was  found  in  59 
per  cent,  though  this  is  of  doubtful  value  as  a 
diagnostic  sign  in  infants.  Kernig’s  sign  occurred 
in  41  per  cent,  and  Brudzinski’s  sign  was  noted 
in  36  per  cent,  both  being  unreliable  in  infants. 
Unexplained  irritability  was  present  in  62.5  per 
cent  and  is  a most  valuable  symptom  which  should 
draw  the  attention  to  the  central  nervous  system. 
In  46.2  per  cent  of  the  patients,  stupor,  drowsi- 
ness or  coma  was  noted  before  lumbar  puncture. 
A bulging  fontanelle  is  always  an  indication  for 
lumbar  puncture  for  the  exclusion  of  proof  of 
a meningitis.  It  was  noted  in  56.6  per  cent  of 
those  cases  with  open  fontanelles.  Unexplained 
convulsions  demand  a lumbar  puncture  for  diag- 
nosis. They  occurred  in  29.4  per  cent  of  all 
cases,  most  of  them  coming  with  the  onset  of  the 
disease.  In  11  per  cent  there  was  a hemorrhagic 
eruption  and  where  this  can  not  be  explained  by 
blood  examination  in  an  acutely  ill  patient,  men- 
ingitis should  be  suspected. 

The  temperature  curve  is  irregular,  and  fever 
may  be  absent  in  the  active  stages  of  meningitis. 
Vomiting,  rarely  projectile,  was  noted  in  56.6  per 
cent.  Diarrhea  occurred  so  rarely  that  it  is  of 
no  diagnostic  value.  While  tache  cerebrale  was 
seen  in  30.8  per  cent  of  these  patients,  it  occurs 
so  often  in  other  conditions  of  infancy  and  child- 
hood that  it  is  not  regarded  highly  as  a diagnostic 
aid.  The  most  frequent  ocular  sign  was  strabis- 
mus, noted  in  20.5  per  cent  of  the  patients. 


ROENTGENOLOGY 

By  C.  M-  Hamilton,  M.D. 
Doctors  Building,  Nashville 


The  Value  of  an  X-Ray  Study  in  the  Care  of 
Cases  Suffering  from  Pulmonary  Tuberculosis. 
By  H.  Kennon  Dunham,  M.D.,  Cincinnati.  Radi- 
ology, March,  1928. 

It  is  the  essayist’s  opinion  that  the  radiologist 
should  be  consulted  for  advice  in  regard  to  treat- 
ment as  well  as  for  diagnosis. 

The  phrase,  “rest,  fresh  air,  and  good  food,” 
often  expresses  the  care  of  tuberculous  patients. 
It  is  often  misinterpreted.  Very  few  physicians 
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know  when  to  put  a patient  to  bed  or  when  to 
recommend  light  exercise.  The  radiologist  is  in 
position  to  say  “when,  where,  how,  why,  and  how 
much  a patient  should  rest.” 

Pneumothorax,  thoracoplasty  and  special  medi- 
cation can  be  more  intelligently  done  if  a better 
knowledge  of  the  pathology  is  obtained. 

Great  emphasis  is  attached  to  the  presence  of 
the  fan,  which  is  generally  recognizable  in  adult 
pulmonary  tuberculosis.  It  is  caused  by  a walled 
oif  area  of  lobular  pneumonia.  It  is  just  beneath 
the  pleura.  Its  appearance  varies  with  age.  Other 
conditions  will  produce  the  fan.  Two  or  more 
fans  of  different  ages  are  characteristic  of  tuber- 
culosis. The  fan  contains  many  tubercles  which 
can  be  demonstrated  only  in  old  cases.  Repair 
leaves  the  fan  contracted  and  dense.  The  casea- 
tion sometimes  calcifies.  Resolution  may  not  leave 
any  evidence  of  an  infection.  On  other  hand, 
cavitation  may  be  an  early  occurrence.  The  prog- 
nosis in  such  cases  is  poor.  This  is  the  picture  of 
adult  tuberculosis  which  has  healed  and  has  later 
broken  down,  causing  caseous  broncho-pneumonia. 
The  lower  lobes  become  emphysematous.  Emphy- 
sematous blebs  may  be  found.  A patient  in  this 
condition  may  be  a carrier  for  many  years  and 
die  from  other  causes. 

It  is  impossible  to  distinguish  tuberculous  pneu- 
monia by  a film  of  the  chest.  A diagnosis  has  to 
be  made  by  examination  of  sputum.  These  cases 
should  have  artificial  pneumothorax  as  soon  as 
possible  for  they  always  cavitate. 

Basal  tuberculosis  is  more  prevalent  in  children 
than  in  adults.  It  is  more  common  in  negroes  than 
in  white  adults.  It  appears  as  heavy  mottling 
and  is  often  confusing  with  pneumonia,  metastatic 
carcinoma  and  bronchiectasis.  It  is  frequently  as- 
sociated with  lesions  in  other  parts  of  the  body. 

Miliary  tuberculosis  is  usually  fatal,  however, 
two  healed  cases  have  been  seen  at  autopsy. 

Annular  shadows  usually  indicate  cavity  for- 
mations. Thin  walled  cavities  are  sometimes  over- 
looked. Patients  with  annular  shadows  should 
have  a daily  sputum  examination  until  the  bacilli 
are  found.  If  the  sputum  proves  positive  the  cav- 
ity is  collapsed  at  once. 

Resistance  to  the  infection  varies.  Patients 
over  thirty  seem  to  have  more  resistance  than 
those  under  twenty.  Negroes  do  not  withstand 
the  disease  well. 

It  is  possible  to  estimate  the  activity  by  X-ray 
examination.  An  experienced  observer  can  often 
say  whether  the  sputum  will  be  positive  or  not. 

The  prognosis  should  be  given  by  the  X-ray 
examiner.  Although  there  are  many  unknown 
factors,  his  deductions  are  frequently  correct. 

Each  report  of  chest  examination  should  answer 
the  following  questions.  ■ 

1.  Diagnosis:  Tuberculosis — doubtful — lesions 
other  than  tuberculosis — normal  chest. 

2.  Type  of  lesion;  adult  apical  or  puerile. 

3.  Are  the  lesions  extending? 


4.  Are  new  lesions  developing  in  other  parts 
of  the  lung — new  fans  or  caseous  bronchopneu- 
monia? 

5.  Are  the  lesions  becoming  more  or  less  dense? 

6.  Are  the  lesions  breaking  down? — cavitation. 

7.  Is  the  tuberculous  exudate  being  absorbed? 
Has  it  disappeared? 

8.  Is  scar  tissue  developing? — contraction. 

9.  Have  old  lesions  been  walled  off  by  scar 
tissue? 

The  damage  to  lung  tissue  is  in  proportion  to 
the  size  of  lesion  except  in  fibroid  types.  If  the 
lesion  is  getting  larger,  rest  should  be  advised,  be- 
ing governed  by  symptoms.  If  the  symptoms  are 
exaggerated  and  no  increase  in  pulmonary  involv- 
ment  can  be  seen,  a generalized  tuberculosis  is  to 
be  suspected.  Large  basal  shadows  with  expec- 
toration, cough,  possible  bloody  and  negative 
sputum  are  characteristic  of  bronchiectasis. 

Increase  in  density  without  increase  in  size  of 
a lesion  is  a good  prognostic  sign.  If  they  are 
extending  and  breaking  down,  in  a patient  in  bed, 
a pneumothorax  is  indicated.  It  is  necessary  to 
include  all  the  pulmonary  fields  with  each  examina- 
tion. The  old  lesion  may  be  healing  while  others 
develop.  General  anesthetics  should  not  be  admin- 
istered to  patients  with  active  lesions. 

If  symptoms  have  disappeared  and  no  change 
has  occurred  in  the  chest  picture,  advise  more 
treatment.  In  case  the  exudate  has  absorbed,  scar 
formation  and  contraction  of  the  fan  has  taken 
place,  advise  moderate  exercise,  but  keep  a close 
observation  on  pulse  and  temperature. 

The  X-ray  film  gives  the  most  accurate  estimate 
of  the  amount  of  lung  involvment.  Therefore, 
the  radiologist  should  be  capable  of  giving  able 
counsel  in  addition  to  diagnostic  opinion. 


SURGERY  — GENERAL  AND 
ABDOMINAL 

By  John  L.  Dies,  M.D. 

1213  Exchange  Building,  Memphis 


The  Distal  Anterior  Closed  Space  Infection.  Louis 

Carp. — Surgery,  Gynecology  and  Obstetrics, 

Vol.  XVLVI,  No.  4,  pp.  484-495. 

The  condition  under  discussion  is  best  called 
the  “distal  anterior  closed  space  infection.”  The 
anatomy  has  a distinct  bearing  on  the  pathology 
and  treatment. 

The  infection  as  described  in  a general  hospital, 
according  to  the  author,  occurs  most  frequently 
in  the  second,  third,  and  fourth  decades  and  is 
about  equally  divided  between  the  sexes.  A punc- 
ture is  the  most  important  etiological  factor. 

The  haemolytic  staphylococcus  aureus  is  the 
chief  infecting  organism.  Local  tenderness  is  the 
most  important  sign.  Complications  depend  upon 
direct  extension  and  lymphatic  drainage. 

The  treatment  is  surgical  and  is  based  upon  the 
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unique  anatomy  of  the  distal  anterior  closed  space. 
A general  anesthetic  is  preferable. 

Diseased  bone  demonstrated  clinically  and  by 
the  X-ray  does  not  necessarily  sequestrate,  espe- 
cially if  adequate  surgical  drainage  has  been  ob- 
tained. A line  of  demarcation  in  dead  bone  is  the 
indication  for  sequestrotomy.  Cutting  away  or 
curettage  of  dead  bone  is  contra  indicated. 

Removal  of  drains  in  48  hours.  The  average 
period  of  disability  is  about  3 weeks. 

In  cases  treated  early,  the  end  results  are  good. 
An  epithelial  cleft,  clubbing  and  stubbing  of  the 
finger,  incurvature  of  the  nail,  sensory  disturbance 
and  loss  of  substance  may  result  in  cases  in  which 
the  diaphysis  of  the  distal  phalanx  has  been  re- 
moved or  absorbed. 


UROLOGY 

By  Tom  R.  Barry,  M.D. 
Medical  Bailding,  Knoxville 


“Jaundice  Due  to  Movable  Kidney,”  School,  A.  J., 

Los  Angeles,  California.  (Journal  of  Urology, 

Vol.  XIX.) 

Scholl  reports  one  case  under  his  observation 
and  reviews  the  literature  on  the  subject  findings 
very  few  cases  on  record,  but  all  analagous  as  to 
symptoms  and  course.  His  views  on  the  subject 
are : that  a movable  kidney  is  occasionally  respon- 
sible for  gastric  and  gall  bladder  complaints,  due 
to  tension  and  displacement  of  its  attachments 
and  peritoneal  coverings.  That  this  tension  may 
traumatically  or  otherwise  obstruct  the  bile  ducts 
and  cause  a chain  of  symptoms  such  as  pain, 
nausea,  and  jaundice,  indistinguishable  clinically 
from  true  gall  bladder  diseases.  This  may  pos- 
sibly, indirectly  cause  gall  stone  formation  by 
statis  of  bile  fiow. 

His  physiological  explanation  for  this  is,  that 
the  peritoneum  covering  a movable  kidney  is  usu- 
ally quite  adherent  to  kidney  surface,  and  in  long 
standing  cases  may  be  thickened.  This  produces 
folds  or  displacement  of  kidney  which  may  cause 
constriction  of  cystic,  or  common  duct,  or  may 
cause  kinking  of  common  duct.  The  close  appo- 
sition of  second  part  of  duodenum  and  right  kid- 
ney may  mean  traction  or  the  production  of  stasis 
in  the  duodenum  with  impairment  of  digestion  and 
resultant  biliary  obstruction. 

He  believes,  however,  that  gall  bladder  symp- 
toms resulting  from  movable  kidneys,  the  pain 


usually  does  not  have  the  sudden  onset  or  cessa- 
tion as  occurs  in  calculus  obstruction.  The  other 
symptoms  are  the  same.  This  condition  occurs 
most  frequently  in  thin,  young,  adult  women,  as 
opposed  to  the  usual  fiabby  type,  having  gall  blad- 
der disease.  The  jaundice  is  mildly  intermittent, 
lasting  from  one  to  several  days.  The  urine  con- 
tains bile  and  stools  are  clay  colored.  The  condi- 
tion can  be  temporarily  relieved  by  ureteral  cath- 
eter drainage,  until  nephropexy  can  be  instituted. 


“Interpretation  of  the  Curve  of  Phthalein  Excre- 
tion.” Crowell,  A .J.,  Southern  M.  J.,  Feb.,  1927. 

All  who  do  genito-urinary  surgery  have  relied 
largely  upon  the  hourly  phthalein  output  and  blood 
nitrogen  estimation  as  a guide  to  operability,  and 
yet  it  has  been  hard  to  fix  arbitrarily  an  output 
above  which  operations  may  be  performed  without 
danger  of  post-operative  renal  insufficiency.  He 
has  seen  patients  with  a very  poor  two-hour  out- 
put, taken  at  hourly  intervals,  do  extremely  well 
following  prostatectomy,  and  others  with  a fairly 
good  total  output  develop  uremia  and  have  a 
stormy  recovery,  or  even  die.  In  the  former  there 
was  kidney  reserve  power,  and  none  or  but  little 
in  the  latter.  Shaw  observed  these  same  phe- 
nomena and  was  led  to  estimate  the  time  element 
of  elimination  in  both  the  healthy  and  diseased 
kidney.  Over  half  of  the  dye  recovered  in  2 hours 
was  eliminated  by  healthy  kidney  in  the  first  15 
minutes,  and  in  diseased  one  elimination  was  de- 
layed in  proportion  to  extent  and  character  of 
disease.  The  peak  of  elimination  may  be  delayed 
and  yet  total  output  in  2 hours  be  fairly  good, 
though  kidneys  are  extensively  diseased.  The 
greater  delay  in  peak,  and  more  gradual  decline 
in  curve,  whether  at  15  or  30  minute  intervals, 
the  more  extensive  the  involvement.  For  all  prac- 
tical purposes  30  minute  intervals  suffice. 

Crowel  has  followed  the  curve  of  excretion  re- 
peatedly in  over  150  patients,  many  showing  ap- 
parently normal  functions,  many  with  varying 
functional  disturbances.  Shaw’s  type-curves  have 
been  duplicated.  These  observations  are  valuable 
as  a guide  to  operability  and  subsequent  progress, 
especially  in  renal  injuries  from  prostatic  obstruc- 
tion. Furthermore,  the  excretion  curve  is  valuable 
in  diagnosing  certain  forms  of  nephritis,  which 
might  otherwise  be  overlooked,  and  is  an  indica- 
tion of  subsequent  course. 

— Tom  R.  Barry  and  Fred  K.  Garvey. 
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THE  TREATMENT  OF  OBSTRUCTION  OF  THE  COMMON  BILE  DUCT 
DUE  TO  STONES,  STRICTURES  AND  TUMORS  AT  THE 
HEAD  OF  THE  PANCREAS* 


Waltman  Walters,  M.D.,  Division  of 


IT  has  been  wisely  said:  “No  one  living 
is  infallible  in  the  diagnosis  of  obstruc- 
tive jaundice.”  Whereas  in  most  cases 
in  which  the  onset  of  jaundice  has  been  pre- 
ceded by  attacks  of  biliary  colic  without 
previous  operation  on  the  biliary  passages 
the  cause  of  the  jaundice  will  be  found  to 
be  a stone  or  stones  in  the  common  or  he- 
patic ducts,  yet  infrequently  the  intermit- 
tent obstruction  and  colic  may  have  resulted 
from  the  variable  degree  of  obstruction  of 
the  pancreatic  portion  of  the  common  bile 
duct  from  chronic  pancreatitis  or  carci- 
noma. If  there  is  a history  of  previous 
operative  procedures  on  the  biliary  pas- 
sages, the  addition  of  incomplete  strictures 
of  the  common  and  hepatic  ducts  becomes, 
unfortunately,  only  too  often  the  cause  of 
the  obstruction.  Intermittent  chills,  fever 
and  jaundice  are  the  triadic  symptoms 
which  usually  indicate  obstruction  of  the 
common  bile  duct. 

STONES  IN  THE  COMMON  BILE  DUCT 
In  cases  in  which  biliary  colic  is  followed 
by  jaundice  or  accompanied  by  chills  and 
fever,  obstruction  to  the  free  passage  of 
bile  from  the  liver  into  the  intestinal  tract 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  11,  1928. 


, The  Mayo  Clinic,  Rochester,  Minnesota 


should  always  be  suspected  and  attention 
should  be  given  to  the  common  bile  duct  as 
well  as  to  the  gallbladder  at  the  time  of  op- 
eration (Fig.  1).  In  most  instances,  pal- 
pation of  the  common  bile  duct  will  reveal 
the  presence  of  stones.  Not  infrequently 
one  or  more  small  stones  may  be  present  in 
the  ampulla  or  in  the  pancreatic  portion  of 
the  common  bile  duct  and  escape  detection 
by  palpation.  Fortunately,  the  presence  of 
stones  in  the  common  bile  duct  is  always  ac- 
companied by  an  increase  in  the  size  of  the 
duct  and  by  a change  from  normal  bluish- 
green  to  more  nearly  white.  An  axiom, 
therefore,  would  be  that  in  all  cases  in 
which  there  is  evidence  of  disease  of  the 
biliary  tract  accompanied  by  intermittent 
chills,  fever  and  jaundice  and  enlargement 
of  the  common  bile  duct  or  indeed  whenever 
the  caliber  of  the  common  bile  duct  is  ab- 
normally enlarged,  it  should  be  opened  and 
explored  with  scoops  or  forceps  for  stones 
(Fig.  2). 

The  advantages  of  early  operation  in  such 
cases  is  the  prevention  of  secondary  inflam- 
mation of  the  common  bile  duct  and  the 
prevention  of  pancreatitis  or  hepatitis. 
Happily,  with  the  education  of  the  laity  and 
the  advantages  of  preventive  medicine  and 
surgery,  each  year  finds  more  persons  con- 
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suiting  their  physicians  and  surgeons  be- 
cause of  mild  symptoms  of  disease  of  the 
biliary  tract.  There  are,  nevertheless,  cer- 
tain patients  suffering  from  disease  of  the 


Fig.  1.  A Woman  Aged  Sixty-one 

Previous  operations  (elsewhere) 

Cholecystostomy  and  appendectomy  (gallstones)  September, 
1923. 

Cholecystectomy  (gallstones)  July,  1924. 

History:  July  16,  1925. 

Recurring  attacks  gallstone  colic,  with  jaundice  before  and 
since  operation. 

Examination 

Jaundice,  grade  2. 

Serum  bilirubin,  3. 

Diagnosis : 

Stone  in  common  duct. 

Operative  data: 

Single  stone  0.5  centimeter  in  diameter,  lower  end  of  com- 
mon duct  in  ampulla. 

Operation:  July  25,  1925  (W.W.). 

Choledochostomy  with  removal  of  stone. 

Results  of  operation 
Letter:  June  15,  1927 

No  colics,  no  chills,  no  fever. 

Jaundice  on  one  occasion. 

32-pound  weight  gain. 

General  health  good. 

Letter:  March  7,  1928 
35-pound  weight  gain. 

No  return  of  trouble. 

Occasionally  has  light  stools  and  dark  urine. 

biliary  tract  who  postpone  surgical  treat- 
ment until  the  attacks  of  biliary  colic  be- 
come almost  unbearable  or  until  the  pres- 
ence of  increasing  weakness,  loss  of  weight 
and  jaundice  send  them  hurriedly  to  the 
physician  with  the  fear  that  carcinoma  may 
be  present.  In  spite  of  the  extension  of  in- 
fection from  the  diseased  gallbladder  to  the 
liver  and  pancreas  through  the  tributary 
lymphatics,  and  in  spite  of  dilatation  of  both 
intrahepatic  and  extrahepatic  ducts  as  a 
result  of  obstruction,  immediate  and  last- 
ing relief  from  symptoms  follows  the  re- 
moval of  obstructing  stones  in  the  common 
and  hepatic  ducts  with  removal  or  drainage 
of  the  gallbladder  as  indicated.  Even  pa- 
tients with  the  most  extreme  degree  of 


jaundice  notice  immediate  improvement, 
and  many  of  them  who  had  had  intense 
pruritus  speak  of  the  sudden  cessation  of 
the  itching.  These  patients  rapidly  regain 
weight,  and  the  secondary  anemia  which  in- 
variably accompanies  obstructive  jaundice 
rapidly  disappears  (Fig.  3) . 

Recently  I had  occasion  to  check  care- 
fully the  results  of  operation  in  twenty- 
eight  cases  in  which  I had  removed  one  or 
more  stones  from  the  common  or  hepatic 
bile  ducts  within  the  last  three  and  a half 
years,  removing  or  draining  the  gallblad- 
der as  indicated.  Twenty-six  of  the  pa- 
tients have  been  in  excellent  health  since  the 


Present  history:  October  8,  1925 

Epigastric  pain,  21  years  ago,  first  week  post-partum ; 

morphine  required. 

No  trouble  for  ten  years. 

Biliary  colic,  191^;  followed  by  mild  jaundice;  no  chills  nor 
fever. 

Recurring  attacks  without  jaundice. 

Attack  with  fever  of  102°  for  a day,  ten  weeks  ago;  no 
chiH. 

Attacks  more  frequent ; no  jaundice. 

Examination : 

Jaundice  questionable. 

Diagnosis : 

Cholecystitis  with  cholelithiasis. 

Operative  data: 

Chronic  cholecystitis  with  cholelithiasis. 

Common  duct  two  and  one-half  times  normal  diameter. 
Nine  stones  in  common  duct;  four  stones  in  hepatic  duct; 
size,  5 mm.  to  1.5  cm. 

Operation:  December  3,  1925  (W.W. ). 

Cholecystectomy. 

Choledocholithotomy. 

Choledochostomy. 

Appendectomy. 

Results  of  operation: 

June  21,  1927:  Letter: 

Excellent  result. 

Complete  relief  of  symptoms. 

March  3,  1928:  Letter: 

Never  felt  better. 

Gaining  in  weight  and  has  no  symptoms. 
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operation,  without  further  attacks  of  colic, 
jaundice,  chills  or  fever.  The  other  two 
are  in  good  condition,  have  gained  in 
weight,  and  are  able  to  carry  on  their  work 
but  on  one  or  two  occasions  they  have  had 
mild  transient  jaundice  with  a degree  or 
two  of  fever.  The  fact  that  more  than  two 
years  has  elapsed  without  return  of  symp- 
toms in  twelve  of  these  patients  clearly  in- 
dicates the  healing  adjustment  which  fol- 
lows the  removal  of  stones  of  the  common 
duct  and  the  removal  or  drainage  of  the 
diseased  gallbladder. 

OBSTRUCTION  OF  THE  PANCREAS 
In  two  out  of  three  cases  the  terminal 
portion  of  the  common  bile  duct  passes 
through  the  substance  of  the  pancreas  be- 
fore entering  the  duodenum  as  shown  by 
Helly.  In  such  cases  obstruction  at  the  head 


Fig.  3.  A Woman  Aged  Forty-four 

Previous  operations:  (elsewhere)  : 

Dilatation  and  curettage,  following  miscarriage,  1914. 
History:  February  15,  1926: 

Attacks  of  chills  and  fever,  nausea  and  vomiting,  followed 
by 

Biliary  colic,  occurring  intermittently  for  eleven  years. 
Jaundice  for  two  days  following  attacks  at  Christmas,  1925. 
Examination : 

Skin  and  sclera  clear. 

Diagnosis : 

Cholecystitis  with  cholelithiasis. 

Possible  stone  in  common  duct. 

Operative  data: 

Chronic  cholecystitis  with  cholelithiasis. 

One  choledocholith. 

Operation:  February  18,  1926  (W.W.). 

Cholecystectomy. 

Choledocholithotomy. 

Large  stone,  1 cm.  in  diameter  and  0.5  cm.  in  length. 
Choledochostomy. 

Results  of  operation  {November  lU,  1927)  : 

Perfectly  well  since  operation. 


of  the  pancreas,  whether  from  carcinoma  or 
infection,  may  be  sufficient  to  cause  in- 
creasingly progressive  jaundice.  Although 
these  patients  complain  of  distress  in  the 


Fig.  4.  A Man  Aged  Fifty-two 


Previous  operations:  None. 

History:  November  23,  1925: 

Painless  jaundice: 

In  1923,  for  four  or  five  weeks  ; 

February,  1925,  for  four  weeks ; 

Present  attack  for  two  months,  with  fever  now. 
Examination : 

Jaundice,  2. 

Palpable  gallbladder. 

Diagnosis: 

Pancreatic  obstruction  of  common  duct  or  intrahepatic 
biliary  obstruction. 

Operative  data: 

Tumor  at  head  of  the  pancreas. 

Distended  gallbladder  and  biliary  tract. 

Operation:  December  1,  1925  (W.W. ). 

Cholecystgastr  ostomy. 

Results  of  operation: 

November  12,  1927:  Letter: 

General  condition  satisfactory. 

20  pounds  weight  gain. 

Some  diarrhea. 

February  27,  1928:  Letter  r 

Gas  and  epigastric  pain  at  night. 

Stool  more  normal  than  year  ago. 

General  condition  satisfactory. 

upper  part  of  the  abdomen,  the  jaundice  is 
seldom  preceded  by  colic.  The  benefit  the 
patient  derives  from  the  relief  of  jaundice 
from  an  obstructing  lesion  in  the  head  of 
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the  pancreas  by  anastomosis  between  the 
distended  biliary  tract  (usually  the  gall- 
bladder and  occasionally  the  common  bile 
duct)  and  the  stomach  or  intestine,  with  re- 
establishment of  gastro-intestinal  biliary 
continuity,  is  illustrated  by  the  protocol  of 
a patient  on  whom  I operated  December  1, 
1925.  An  anastomosis  was  made  between 
the  gallbladder  and  the  stomach  for  the  re- 
lief of  obstructive  jaundice  due  to  tumor  in 
the  head  of  the  pancreas  (Fig.  4) . Although 
at  the  time  of  the  operation  a differential 
diagnosis  of  chronic  pancreatitis  or  carci- 
noma could  not  be  made,  subsequent  events 
showed  that  the  lesion  was  one  of  chronic 
pancreatitis.  A recent  letter  from  the  pa- 
tient stated  that  he  notes  improvement  each 
week,  is  gaining  in  weight  and  that  his 
stools,  which  a few  months  before  had  been 
frothy  and  yellow,  are  more  nearly  normal. 

Before  the  inauguration  of  present-day 
methods  of  preoperative  preparation,  be- 
fore the  use  of  intravenous  injections  of 
calcium  chloride  and  blood  transfusion  to 
prevent  bleeding,  before  the  development 
of  a method  of  measuring  the  amount  of 
bile  pigment  in  the  blood  and  its  fluctuation 
(van  den  Bergh),  and  before  the  develop- 
ment of  tests  of  renal  function,  the  risk  of 
cholecystenterostomy  for  pancreatic  ob- 
struction of  the  common  bile  duct  in  cer- 
tain continental  clinics  varied  from  65  to 
75  per  cent  (Kehr) . But  since  then,  by  the 
application  of  principles  of  preparation 
previously  described  in  detail,  the  risk  of 
operation  on  all  types  of  patients  with  ob- 
structive jaundice  has  been  brought  with- 
in reasonable  limits,  and  in  The  Mayo 
Clinic  is  well  below  10  per  cent. 

Since  November,  1925,  I have  performed 
cholecystgastrostomy  on  seven  patients  and 
choledochoduodenostomy  on  one  patient  for 
the  relief  of  jaundice  due  to  an  obstructive 
lesion  in  the  head  of  the  pancreas.  Six  of 
the  eight  patients  are  living,  free  of  jaun- 
dice and  comfortable;  two  have  gained  20 
pounds  in  weight.  One  of  the  patients  on 
whom  cholecystgastrostomy  was  performed 
for  carcinoma  at  the  head  of  the  pancreas 
died  on  the  seventh  day  following  opera- 
tion from  what  clinically  appeared  to  be 
renal  and  hepatic  insufficiency.  At  necrop- 


sy, except  for  slight  localized  peritonitis, 
cause  for  death  could  not  be  found.  One 
other  patient,  operated  on  January  1,  1926, 
lived  comfortably  for  twenty  months.  Nec- 
ropsy by  the  patient’s  home  physician  re- 
vealed biliary  cirrhosis  and  terminal  pneu- 
monia. Although  the  tumor  in  the  head  of 
the  pancreas  had  disappeared,  the  pancreas 
showed  evidence  of  chronic  pancreatitis. 

Recently  Wangensteen  reported  a case  of 
cholangitis  following  cholecystenterostomy. 
He  contrasted  the  results  of  anastomosis 
between  the  gallbladder  and  intestine  in  ex- 
perimental animals  by  Gatewood  and  Pop- 
pins,  and  others,  with  the  clinical  results  of 
Kehr,  Mayo-Robson  and  Babcock.  From  a 
study  of  the  literature  Wangensteen  de- 
duced that  the  complication  of  cholangitis 
in  patients  following  cholecystenterostomy 


Fig.  5.  A Man  Aged  Sixty-three 


Previous  operations:  (December  4,  1922)  : 

Cholecystostomy. 

Choledochostomy. 

Closure  of  external  duodenal  fistula. 

History:  May  4,  1926: 

Well  for  eighteen  months. 

Mild  indigestion  ten  days  ago. 

Jaundice  appeared  two  days  later. 

Examination : 

Jaundice,  3 ; serum  bilirubin,  17.4. 

Coagulation  time,  7.5  minutes. 

Diagnosis : 

Common  duct  obstruction. 

Stricture  (?)  stone  (?). 

Operative  data: 

Intrahepatic  biliary  calculi. 

Obstruction  lower  end  of  common  duct. 

Operation:  May  15,  1926  (W.W.) 

Removal  of  biliary  calculi. 

Choledochoduodenostomy. 

Post-operative  course : 

Duodenal  fistula  developed  on  8th  day,  June  14,  1926,  wound 
healed,  serum  bilirubin,  2 mg. 

Results  of  operation: 

December  28,  1927,  patient  returned,  reporting  general  con- 
dition excellent.  No  colic.  No  jaundice. 
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has  not  often  been  observed  and  that  nar- 
rowing or  partial  occlusion  of  the  stoma,  as 
occurred  in  the  case  he  reported,  is  the  sig- 
nificant factor  in  determining  whether 
cholangitis  will  result. 

In  my  series  of  eight  cases  an  anastomo- 
sis of  at  least  2.5  cm.  in  diameter,  and 
sometimes  3.5  cm.,  was  made  in  the  seven 
cases  in  which  cholecystgastrostomy  was 
performed.  In  the  case  in  which  chole- 
dochoduodenostomy  was  performed  the 
common  duct  was  enormously  dilated  and 
it  was  possible  to  make  an  anastomotic 
opening  almost  2 cm.  in  diameter. 

STRICTURE  OF  THE  COMMON  BILE  DUCT 

To  relieve  obstruction  from  strictures  of 
the  common  bile  duct  by  operative  proce- 
dures is  still  very  difficult.  If  enough  of  the 
duct  remains  normal  above  the  stricture 
to  permit  exact  anastomosis  between  it  and 
a corresponding  opening  in  the  duodenum 
with  union  of  the  mucous  membrane  the 
results  will  be  excellent  and  in  practically 
all  cases  permanent.  References  will  be 
found  in  the  literature  to  innumerable  cases 
of  this  kind  in  which  the  patients  have  re- 
mained well  for  many  years.  The  method 
was  first  described  in  1905  by  W.  J.  Mayo. 
Even  if  the  stricture  involves  the  interme- 
diate portion  of  the  common  duct,  usually 
because  the  cystic  duct  has  been  removed 
too  close  to  the  common  bile  duct,  experience 
has  shown  that  a plastic  operation  on  the 
duct  with  excision  of  the  stricture  is  not 
usually  attended  with  lasting  good  results, 
even  though  the  patient  may  be  free  from 
symptoms  for  months  following  the  opera- 
tion. More  lasting  results  are  obtained  if 
the  proximal  normal  portion  of  the  duct  is 
anastomosed  to  an  opening  in  the  duodenum 
with  the  union  of  mucous  membrane  be- 
tween the  two  strictures. 

The  case  of  stricture  of  the  common  and 
hepatic  ducts  in  which  an  insufficient 
amount  of  normal  hepatic  duct  remains  be- 
low the  level  of  the  liver  to  permit  anas- 
tomosis to  the  duodenum,  has  been  a sur- 


gical problem  difficult  to  solve.  The  recent 
report,  however,  of  successful  transplanta- 
tion of  an  established  external  biliary  fistu- 
lous tract  into  the  stomach  or  duodenum 
by  Lahey,  Masson,  St.  John  and  Lilienthal 
has  served  as  an  impetus  to  the  use  of  this 
method  when  complete  stricture  of  the  ex- 
trahepatic  biliary  ducts  exists.  It  should 
not  be  forgotten  that  the  first  successful 
transplantation  of  such  a fistula  was  done 
by  Hugh  Williams  at  the  Massachusetts 
General  Hospital  in  Boston  in  1914.  The 
patient  is  still  living  and  well.  The  ease 
with  which  such  a coned-out  fistulous  tract 
can  be  transplanted  into  the  duodenum  is 
surprising.  The  only  precaution  necessary 
is  that  the  external  fistula  shall  have  been 
present  long  enough  (usually  more  than 
three  months)  so  that  it  can  be  coned  out 
as  a well  established  tract. 

During  the  last  three  years  I have  oper- 
ated on  fifteen  patients  with  strictures  of 
the  common  and  hepatic  ducts.  Thirteen 
are  living.  One  a woman  aged  sixty-four, 
died  suddenly  about  a year  following  hepa- 
ticoduodenostomy ; at  the  time  of  operation 
only  a fringe  of  hepatic  duct  remained  by 
which  to  anastomose  it  to  the  duodenum. 
In  another  case  lateral  choledochoduodenos- 
tomy  was  performed  May  15,  1926  (Fig. 
5).  This  case  is  an  illustration  of  the  last- 
ing results  that  can  be  expected  when 
enough  of  the  duct  remains  so  that  an  ac- 
curate anastomosis  large  enough  to  permit 
the  passage  of  bile  can  be  made  between  it 
and  an  opening  in  the  duodenum  with  the 
union  of  mucous  membrane  to  mucous  mem- 
brane. At  the  time  of  operation  the  patient 
was  deeply  jaundiced  and  the  serum  biliru- 
bin was  16  mg.  Recently  he  returned  to 
the  clinic  bringing  a member  of  his  family 
as  a patient.  This  gave  us  an  opportunity 
to  examine  him  thoroughly.  His  general 
physical  condition  was  found  to  be  excel- 
lent. Eighteen  months  had  elapsed  since 
the  anastomosis  had  been  made.  He  had 
been  well  all  the  time  and  had  gained  17 
pounds  in  weight. 
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IMPORTANCE  OF  PERIODIC  PHYSICAL  EXAMINATIONS  OF 

RAILWAY  EMPLOYES* 


H.  B.  Everett,  M.D.,  Memphis 


This  subject  is  becoming  of  more  im- 
portance every  day.  It  was  a long 
time  coming  and  has  gained  impetus 
slowly,  but  the  surgeons  of  the  country  have 
seen  the  light  and  the  railroad  and  other 
large  corporations  are  waking  up  to  the  im- 
portance of  physical  examination  before 
employment,  and  periodical  examination  of 
employes. 

Corporations  (are  “from  Missouri”  and) 
need  to  be  shown.  It  is  a business  proposi- 
tion with  them  and  when  they  realize  that 
it  means  dollars  in  dividends  to  stockholders 
they  are  quick  to  fall  in  line. 

The  easiest,  quickest  and  best  way  to 
make  the  heads  of  corporations  know  that 
it  is  well  to  have  these  examinations  is  to 
show  where  it  costs  them  money  not  to 
have  it. 

No  man  not  in  the  enjoyment  of  good 
health  can  give  his  employer  what  the  em- 
ployer pays  a well  man  to  give. 

Good,  clean,  healthy  men  give  efficient 
service.  Ill  health  makes  a man  nervous, 
irritable,  impulsive  and  erratic,  and  lowers 
his  vitality,  tends  to  the  making  of  errors 
and  accidents  that  would  not  happen  in  con- 
nection with  a well  man.  It  is  hard  for 
some  officials  to  see  far  enough  in  the  fu- 
ture to  realize  that  a few  dollars  spent  on 
examination  of  employes  may  mean  the  sav- 
ing of  thousands  of  dollars  and  many  lives 
in  the  future. 

The  employe  in  good  health  goes  on  with 
his  work  cheerfully,  spreading  joy  and  good 
will  as  he  does  his  work,  which  becomes  an 
asset  to  his  employer  in  practical  results 
and  good  will. 

The  physically  unfit  man  is  sullen  to  his 
fellow  workers  as  well  as  patrons,  is  easily 
angered,  which  the  public  is  quick  to  notice, 
and  this  is  not  a good  advertisement  for  the 
company. 

* Chairman’s  Address,  Section  of  Railroad  Sur- 
geons, Tennessee  State  Medical  Association,  Nash- 
ville, April  10,  1928. 


The  examination  should  be  made  fairly 
to  both  employer  and  employe. 

The  surgeon  should  exercise  good  com- 
mon sense,  for  many  a good  man  can  fill 
one  position  satisfactorily  who  would  be 
totally  unfit  for  another  position. 

There  should  be  regular  examinations  of 
all  employes,  for  the  railroad  employe  of 
today  is  of  much  higher  class  mentally  and 
morally  than  of  years  ago.  There  are  still 
temptations  thrown  in  his  way  and  he  often 
strays  from  the  straight  and  narrow  path, 
and  while  not  as  intemperate  in  the  use  of 
alcohol  as  he  used  to  be  he  still  hangs 
around  the  flesh  pots.  In  the  army  the  slim 
lieutenant  becomes  the  rotund  major  and 
the  muscular  fireman  becomes  the  fat  en- 
gineer, for  when  he  quits  shoveling  fifteen 
tons  of  coal  a day  and  sits  on  a cushion  and 
pulls  the  throttle  his  girth  increases,  for  he 
still  has,  and  gratifies  that  fireman’s  appe- 
tite. 

The  corpulent  conductor  was  once  a slim 
flagman. 

These  bring  on  high  blood  pressure  and 
many  ailments  connected  with  irregular  and 
too  much  eating. 

At  the  other  end  of  his  run  there  are 
many  temptations  that  keep  him  from  get- 
ting the  sleep  and  rest  he  should  have. 
There  are  also  the  “Female  of  the  Species” 
lying  in  wait  for  him  and  he  sometimes 
lies  with  them,  making  resultant  Wasser- 
manns  show  in  many  instances  more  than 
one  plus. 

We  find  much  opposition  on  the  part  of 
employes  to  the  periodical  examinations. 

They  think  it  may  mean  the  loss  of  their 
job  and  it  may,  but  if  his  good  health  and 
possibly  his  life  and  the  good  health  and 
life  of  many  others  are  in  jeopardy  he  must 
be  sacrificed.  But  even  then  in  most  cases 
he  can  be  used  in  some  other  line  of  work. 

One  of  the  problems  to  deal  with  is  the 
malingerer.  The  surgeon  from  training 
and  experience  becomes  a fine  judge  of  char- 
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acter  and  fitness.  The  malingerer  is  hard 
to  handle  and  he  will  match  his  wits  against 
yours. 

In  the  last  few  months  I have  done  four 
hernia  operations  for  corporations.  Every 
one  claimed  a traumatic  hernia,  and  we 
gave  them  the  benefit  of  the  doubt,  but  it 
is  my  belief  that  a physical  examination 
before  employment  would  have  saved  the 
corporations  the  cost  of  these  operations, 
for  if  not  congenital  the  large  ring  would 
have  been  evident  to  the  examining  surgeon. 

A railroad  employe  was  sent  to  me  blind 
in  one  eye.  I referred  him  to  the  company 
oculist,  who  reported  the  man  had  “Soft 
Blind  Eye,”  with  no  evidence  of  injury.  The 
man  sued  the  company  and  the  case  is  now 
in  court.  An  examination  before  employ- 
ment would  have  shown  his  condition  and 
saved  the  expense  of  a lawsuit,  and  possible 
payment  of  damages. 

An  employe  of  an  industrial  plant  was  in 
a box  car  and  saw  a string  of  cars  about  to 
bump  into  the  car  he  was  occupying.  He 
jumped  out  the  door.  I was  called,  and  in 
about  fifteen  minutes  was  with  the  man. 
Examination  showed  a scrotum  about  the 
size  of  a.cocoanut.  The  injury  was  not 
traumatic  but  he  sued,  got  judgment  and 
the  case  was  compromised.  An  examina- 
tion would  have  saved  the  company  all  of 
this  expense. 

A recently  hired  stationary  fireman  was 
overcome  by  heat.  There  was  evidence  and 
a history  of  previous  illness,  but  the  indus- 
try had  to  pay  a death  claim. 

The  doctors  are  always  too  slow  to  boost 
their  own  game  and  they  never  do  except 
indirectly,  and  we  are  prone  to  let  our 
clients  suffer,  lest  in  some  instances  we  be 
accused  of  furthering  the  cause  to  feather 
our  own  nest,  but  we  know  that  it  is  more 
money  in  our  pockets  to  take  care  of  the 
mistakes  that  the  railroads  would  make  in 
not  having  employes  examined,  than  we 
would  make  in  fees  for  the  examinations. 

Our  problem  is  not  to  educate  ourselves, 
but  to  educate  the  employers  and  employes. 

The  executive  with  a mind  that  can  look 
into  the  future,  the  kind  that  builds  a con- 
crete bridge  instead  of  one  with  wooden 
piles,  would  not  hesitate  seeing  the  good  of 
health  and  periodical  examinations. 


The  task  of  educating  the  employe  is 
harder  but  it  will  finally  come  home  to  him 
that  if  there  is  anything  wrong  with  him 
he  should  know  it,  and  better  still  if  he 
knov/s  in  time  to  have  the  trouble  corrected. 
To  some  this  belief  will  not  come  until  it  be- 
comes a habit,  for  every  man  to  go  to  his 
doctor  for  a physical  examination,  perhaps 
not  as  often  as  his  wife  gets  a new  bonnet, 
but  more  often  than  he  gets  a new  hat. 

The  surgeon’s  work  in  examination  of 
railroad  employes  is  paramount.  His  ver- 
dict is  final  as  to  employment  of  applicants 
and  retention  of  employes  already  in  ser- 
vice. 

He  must  be  especially  careful  of  employes 
of  the  operating  department,  for  upon  them 
devolves  the  successful  running  of  trains, 
for  in  the  concrete,  that  is  what  the  railroad 
is  for,  and  to  keep  all  of  the  work  and  the 
operation  of  trains  going  well  depends  on 
operatives  who  can  give  their  best,  physi- 
cally and  mentally,  and  it  finally  depends  on 
the  surgeon,  on  his  knowledge  and  ability 
in  examination  of  the  operatives. 

He  owes  a duty,  both  to  the  company  and 
the  employe,  and  his  name  (like  Caesar’s 
wife)  must  be  above  reproach. 


DISCUSSION 

DUNCAN  EVE,  JR.,  M.D.,  Nashville:  Dr. 
Everett  has  given  us  a splendid  paper,  bringing 
out  a very  important  subject.  The  majority  of 
physicians  today  will  endorse  periodical  examina- 
tions as  a preventive  of  serious  diseases. 

There  are  forty-two  million  working  people  of 
the  United  States — ^twenty-five  million  are  esti- 
mated to  have  defective  teeth;  eight  million  have 
flat  feet;  six  million  have  organic  diseases,  and 
one  million  and  a half  have  venereal  diseases. 

Careful  physical  examinations  are  very  impor- 
tant. More  than  fifty  per  cent  of  wrecks  are 
caused  by  a break  in  man-power  and  less  than 
fifty  per  cent  result  from  break  in  materials. 

The  Chief  Surgeon  of  the  Michigan  Central  Rail- 
road, in  an  extensive  study  of  his  Pension  Depart- 
ment, found  men  pensioned  on  physical  disabilities, 
fifty-three  per  cent  were  pensioned  on  preventable 
causes,  and  that  the  railroad  life  could  have  been 
extended  an  average  of  six  and  a half  years,  had 
the  cause  been  discovered  in  the  beginning.  With 
careful  examination  the  cause  would  have  been 
discovered,  and  the  condition  would  never  have  de- 
veloped. 

I want  to  thank  Dr.  Everett  for  bringing  to  the 
attention  of  the  Railroad  Section  such  an  impor- 
tant subject. 
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PARASITIC  DISEASES  OF  THE  INTESTINAL  TRACT  INDIGENOUS 

TO  THIS  REGION* 


Jack  Witherspoon,  M.D.,  Nashville 


The  intestinal  parasites  most  fre- 
quently found  in  this  section  are 
ascaris  or  round  "worm,  hookworm, 
ameba,  trichuria,  and  flagellate  group.  Less 
often  we  see  the  larger  tapeworm  and  pin- 
worms. 

In  1910  to  1915  the  attention  of  the  pro- 
fession was  focused  on  hookworm  by  the 
campaign  and  survey  conducted  by  the  State 
Board  of  Health  in  conjunction  with  the  In- 
ternational Health  Board  of  the  Rockefeller 
Foundation. 

Hookworm  at  that  time  was  found  to  be 
prevalent  in  all  parts  of  the  State,  and  6 to 
50  per  cent  of  the  school  children  and  others 
examined  were  found  infested. 

Some  counties  and  some  sections  were 
found  to  have  a much  higher  rate  of  infec- 
tion than  other  sections.  It  was  found 
that  the  sections  having  the  poorest  eco- 
nomic conditions  and  the  poorest  sanitary 
conditions  and  also  the  highest  hookworm 
incidence. 

This  1910-1915  survey  covered  the  state 
and  treatment  clinics  were  established  when 
most  needed. 

Too  much  praise  cannot  be  given  the  men 
who  pioneered  this  work.  The  job  they 
undertook  called  for  tact,  and  untiring  ef- 
fort, and  intelligence. 

The  State  Board  of  Health  continued  to 
stress  the  importance  of  hookworm  disease 
as  a public  health  problem,  and  in  1925  a 
re-survey  was  made  in  some  of  the  counties. 

In  those  counties  of  better  economic  con- 
ditions there  was  improvement,  less  hook- 
worm disease  than  10  years  before,  but  in 
the  poorer  counties  no  improvement  had 
been  made  in  sanitation,  and  there  was  no 
improvement  in  the  hookworm  incidence. 

At  this  time  it  had  been  shown  in  another 
state  that  the  character  of  the  top  soil  had 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  12,  1928. 


all  to  do  with  the  effect  of  hookworm  on 
the  community  health. 

Hookworm  larvae  hatch  best  and  grow 
best  in  sandy  soil,  and  a map  of  our  State 
showing  the  hookworm  incidence  superim- 
posed on  a map  showing  the  type  of  top 
soil,  is  enough  to  prove  this  to  be  true. 

Three  strips  of  sandy  soil  run  across  Ten- 
nessee from  north  to  south. 

The  eastern  border  of  the  State  shows 
such  a top  soil,  and  here  more  than  50  per 
cent  of  the  school  children  harbor  a harm- 
ful number  of  hookworms. 

On  the  western  slope  of  the  Cumberland 
Mountains  again  we  find  similar  soil  and 
similar  conditions  of  maximum  infection  of 
hookworm.  This  strip  runs  from  Clay  and 
Fentress  counties  south  through  Marion 
County. 

In  West  Tennessee  a narrow  strip  runs 
through  Henry,  Carroll,  Henderson  and  Mc- 
Nairy  counties,  and  here  again  is  found  a 
very  high  incidence  of  hookworm  disease. 

Territory  adjacent  to  these  strips  have 
more  hookworms  than  that  more  distant, 
and  the  whole  effort  of  the  hookworm  con- 
trol is  to  be  used  on  these  highly  infected 
areas. 

There  is  no  need  to  go  into  a discussion 
of  the  symptoms  of  hookworm  disease. 
Where  the  infestation  of  the  individual  is 
mild,  where  the  child  harbors  less  than  25 
worms,  it  is  not  thought  to  be  harmed  to 
the  extent  of  injuring  his  health  and  chance 
for  livelihood,  but  when  the  infestation  is 
heavy  there  is  secondary  anemia,  stunted 
growth,  dry  hair  and  skin,  poor  digestion, 
under  weight,  diarrhea,  and  all  the  classi- 
cal symptoms  of  this  disease. 

The  diagnosis  of  hookworm  disease  is 
made  by  microscopic  examination  of  the 
stools  and  finding  hookworm  eggs  in  the 
stools. 

The  treatment  is  first,  sanitary  improve- 
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ment  of  privy  conditions ; second,  drug 
treatment,  thymol,  chenopodium  or  carbon 
tetrachlorid ; and  third,  feeding  them  back 
to  normal  weight. 

Ascaris  or  Round  Worm  is  a very  differ- 
ent problem. 

This  large  red  worm,  sometimes  called 
stomach  worms,  infest  the  intestinal  tract 
of  children  in  all  parts  of  the  state.  It  is 
rural  in  its  heaviest  incidence  and  is  heavy 
where  hookworm  is  heavy,  but  is  also  heavy 
in  its  infestation  in  certain  counties  where 
hookworm  is  rarely  seen. 

Round  worms  infest  the  intestinal  tract 
of  dogs,  pigs,  rats  and  other  animals  close 
to  us,  and  the  character  of  top  soil  has  lit- 
tle to  do  with  its  distribution. 

In  1925  a survey  of  the  round  worm  inci- 
dence was  made  in  this  State  by  the  State 
Board  of  Health,  and  this  work  not  yet  pub- 
lished, shows  a high  infestation  rate  in 
widely  scattered  sections.  It  is  most  com- 
mon where  there  are  no  privies.  It  is  most 
common  where  the  people  are  poorest.  It 
is  also  found  in  children  in  the  best  of 
homes. 

It  has  been  said  that  there  is  no  inter- 
mediate host  and  that  the  pig  ascaris  and 
that  found  in  the  dog  is  not  the  same  as  that 
found  in  man. 

The  ascaris  found  in  swine,  however, 
closely  resembles  that  found  in  man  and  all 
workers  are  not  agreed  that  pigs  are  not 
responsible  for  the  widespread  infestation. 

That  round  worm  eggs  ingested  with  food 
may  hatch  out  in  the  human  intestinal  tract 
has  been  claimed,  but  the  accepted  impres- 
sion is  that  eggs  only  hatch  in  warm,  moist 
soil,  and  the  larvae  survive  on  lettuce, 
onions,  celery  and  other  uncooked  foods, 
and  are  so  carried  to  the  mouth. 

Polluted  spring  and  cistern  water,  and 
even  milk  cans  washed  in  this  water,  may 
be  a source  of  contamination.  The  protect- 
ing shell  is  digested  in  the  stomach  and  the 
larvae  grows  into  a mature  worm. 

Round  worms  migrate  in  the  intestinal 
tract  and  get  into  the  appendix,  into  the 
common  bile  duct  and  into  the  bronchial 
tree.  They  are  frequently  vomited. 

They  result  in  anemia  not  by  any  proven 


specific  toxin,  but  by  reduction  of  appetite 
and  interference  with  digestion. 

Intestinal  obstruction  is  not  an  uncom- 
mon result  of  heavy  round  worm  infesta- 
tion. 

Round  worm  or  ascaris  is  also  diagnosed 
by  stool  examination  and  finding  of  eggs, 
but  more  often  it  is  diagnosed  by  the  pa- 
tient, or  the  mother  of  the  patient  after  see- 
ing the  worms  pass  from  the  bowel. 

Santonin  and  calomel  is  a time-honored 
treatment  and  thought  by  some  a safer 
treatment  than  those  now  used.  When  oil 
of  chenopodium  or  carbon  tetrachloride  is 
used  in  large  doses  in  a very  heavy  infesta- 
tion of  ascaris  the  worms  have  been  known 
to  block  the  intestine  and  acute  intestinal 
obstruction  has  resulted. 

One  of  our  members  recently  returned 
from  China  where  half  the  hospital  popula- 
tion have  ascaris,  and  tells  me  they  have  be- 
come afraid  of  the  toxic  accidents  of  these 
drugs,  and  are  again  using  santonin  and 
calomel  and  salts  for  round  worms. 

Cadbury  at  Canton,  however,  advises  the 
use  of  a mixture  of  11  parts  of  carbon  tetra- 
chloride and  1 part  of  oil  of  chenopodium, 
and  of  this  gives  2/10  cc.  for  each  year  up 
to  a maximum  of  3 cc.  for  an  adult. 

Saturated  solution  of  magnesium  sulphate 
is  given  at  the  same  time  and  with  this 
method  he  claims  80  odd  per  cent  of  cures. 

Much  interest  will  be  added  by  the  pub- 
lication of  the  survey  just  done  by  our  State 
Board  of  Health.  The  cases  are  tabulated 
by  counties  and  the  infection  per  cent  is 
from  2 to  48  per  cent  of  children  examined. 

Vanderbilt  University  Hospital  children’s 
department  in  the  past  4 months,  December, 
January,  February  and  March  (1928)  have 
examined  the  stools  of  125  children,  aged 
up  to  15  years. 

In  9 children  7%  ova  of  worms  were 
found.  Protozoan  parasites  were  not  men- 
tioned but  this  included 
5 with  hookworm 
5 with  ascaris 
2 with  whip  worm 
1 each  of  strongyloid  and  pinworm 

Three  of  these  children  had  more  than 
one  type  of  parasite. 
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They  came  from  Nashville,  Henderson- 
ville, Manchester,  Hartsville  and  Hillsboro. 

City  children  like  country  children  may 
be  infected. 

Amebiasis  is  a better  term  than  amebic 
dysentery,  because  dysentery  or  diarrhea 
occurs  only  occasionally  in  those  infested 
with  the  protozoan  parasite  Amebic  His- 
tolitica. 

We  must  think  of  amebiasis  as  we  do 
of  other  protozoan  disease — as  a condition 
with  seasonal  activity,  a period  of  diar- 
rhea, a period  of  rest. 

Malaria  has  a period  of  chills  and  fever 
and  a period  of  quiet,  and  the  disease  is  not 
cured  when  the  chills  cease. 

In  the  Canal  Zone  only  30%  of  those  har- 
boring ameba  were  having  diarrhea  with 
blood  and  mucous  in  the  stools. 

In  our  own  survey  of  the  ameba  situa- 
tion in  this  locality,  in  1923,  we  reported 
121/2%  infection  with  ameba  and  only  13 
of  73  cases  in  our  series  had  symptoms  of 
bloody  and  mucous  diarrhea  noted  in  their 
histories. 

When  not  in  active  or  vegetative  stage  the 
ameba  goes  into  cystic  formation.  The 
cyst  is  thick  and  contains  nuclei  and  can  sur- 
vive for  weeks  in  moisture  in  any  tempera- 
ture lower  than  body  temperature.  They 
are  not  easily  killed  by  drugs  in  dilution 
suitable  to  be  introduced  into  the  intestinal 
tract,  but  they  are  rapidly  destroyed  by  dry- 
ing. 

The  contents  of  the  caecum  and  proximal 
large  bowel  being  fluid,  may  be  teeming 
with  motile  amebae  while  the  contents  of 
the  sigmoid  and  rectal  colon,  after  the  nor- 
mal process  of  dehydration,  will  show  only 
cysts. 

So  if  one  is  to  be  dependent  on  the  motile 
ameba  for  its  discovery  and  identification 
it  will  be  found  in  diarrhea  or  only  after 
a purge. 

Kofoid  holds  that  ameba  may  become  en- 
cysted in  the  liver,  and  gives  bile  salts  pre- 
paratory to  examination  of  the  stools. 

Most  recently  interest  in  identification  of 
ameba  by  cyst  has  supplanted  the  method 
of  watching  the  ameboid  motion  and  look- 
ing for  encysted  red  cells. 


Amebic  dysentery  has  a rather  high 
mortality  as  such  by  ulcerative  colitis  and 
anemia  and  from  all  sections  come  reports 
of  so-called  tropical  abscesses  of  the  liver, 
lung  abscesses  and  other  complications. 

Amebiasis  is  widespread  in  the  United 
States  and  our  12^%  in  Tennessee  is  less 
than  that  in  some  southern  and  midwestern 
states,  and  less  than  that  in  California. 

The  treatment  is  by  emetin,  ipecac,  and 
arsenic,  and  by  lavage  of  the  large  bowel 
with  amebacidal  drugs  and  saline. 

The  treatment  of  the  complication — liver 
abscess  is  again  by  emetin  and  ipecac,  and 
by  aspiration  and  rarely  surgical  drainage. 

Tennessee  has  no  intestinal  parasite  prob- 
lem that  makes  it  different  from  other 
states.  We  have,  however,  certain  sections 
that  harbor  hookworm  and  ascaris  that  ex- 
ceed that  in  other  sections. 

Intestinal  parasites,  however,  are  much 
more  common  here  than  some  other  dis- 
eases that  we  all  diagnose  every  week  and 
all  are  familiar  with,  and  cause  some  mor- 
tality and  much  bad  health  because  they 
affect  and  are  present  in  from  12  to  20% 
of  our  population. 

DISCUSSION 

DR.  JOHN  L.  JELKS,  Memphis:  Dr.  Wither- 
spoon has  been  doing  gome  good  work  and  I wish 
we  had  more  like  him  in  Tennessee  to  carry  it 
along.  You  really  pay  very  little  attention  to 
your  general  health  conditions  in  your  communi- 
ties. Why  are  you  getting  so  much  more  of  this 
type  of  infection  than  in  former  years?  We  are 
italicising  the  South.  I have  been  all  over  the 
South,  over  other  parts  as  well  as  Tennessee,  and, 
pardon  me,  but  we  should  be  ashamed  of  the  in- 
sanitary conditions  in  the  South.  Coming  along 
the  roads  time  and  time  again  we  noticed  a pit  in 
front  of  an  Italian’s  house,  around  which  were 
thirty  or  forty  acres  in  garden  truck,  and  the  pit 
was  filled  two-thirds  lull  of  water.  I stopped  to 
inquire  what  they  were  getting  out  of  the  pits, 
thinking  it  was  probably  cress  to  garnish  meat, 
but  I found  that  all  of  their  vegetables  are  washed 
in  those  pits.  How  do  they  get  the  water  in?  It 
runs  in.  All  the  vegetables  you  use  to  garnish 
your  meat  and  put  on  your  tables  are  treated  in 
that  way,  and  you  eat  them  with  relish  and  as 
relish.  All  over  the  country  the  Italians  are  doing 
that  sort  of  thing,  and  yet  the  Boards  of  Health 
require  dairy  men  to  have  their  dairies  sanitary, 
and  the  dairies  are  inspected  and  also  the  meat. 
Does  the  same  apply  to  vegetables,  are  they  in- 
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spected?  No.  The  vegetables  go  all  over  the 
United  States,  and  hookworm  and  amebiasis  are 
being  scattered  all  over  the  country.  You  are 
italicising  the  methods  of  sanitation  in  the  South. 

Hookworm  is  not  so  prevalent,  as  Dr.  Wither- 
spoon said,  but  amebiasis  is  common  and  becoming 
more  so.  I agree  with  Dr.  Witherspoon  that  it 
should  be  called  amebiasis  and  not  amebic  dysen- 
tery. In  the  cases  that  I see  there  frequently  is 
no  dysentery,  and  if  it  is  present  it  is  easily  con- 
trolled, but,  as  the  essayist  explained,  when  you 
stop  the  sjrmptoms  the  disease  is  not  cured.  Emetin 
never  cured  a case  of  amebiasis  in  the  world.  It 
will  stop  the  symptoms  and  hide  the  disease,  just 
as  morphine  stops  appendicitis.  Ice  water  will 
not  cure  it,  and  nothing  we  know  of  will  cure  any 
case  of  amebiasis  in  a week  or  a month.  You  do 
not  know  when  the  cyst  of  the  ameba  will  hatch 
into  four  daughter  cells.  They  are  in  the  blood  and 
in  the  liver.  How  will  you  kill  the  cysts  and  cure 
the  disease?  The  treatment  is  internal  and,  by 
hypodermic  injection,  external,  and  it  must  be 
eternal  because  we  do  not  know  when  these  pa- 
tients will  get  well. 

One  thing  of  grave  importance  to  the  South,  and 
the  greatest  problem  today  in  the  South,  is  the 
flagellate  infection.  It  is  so  easy  to  cure  but  is 
so  productive  of  the  condition  about  which  you 
have  been  so  much  dismayed  and  puzzled,  the  etio- 
logical factor  of  the  disease  called  pellagra.  It  is 
so  easily  cured,  just  as  easily  cured  as  a case  of 
chills.  Take  it  from  me,  gentlemen,  I know  if  you 
will  stick  a duodenal  tube  down  a pellagrin  and 
shoot  the  duodenum  full  of  anayodin  solution — I 
have  used  as  high  as  800  cc.  of  a 2 per  cent  solu- 
tion, and  after  a second  injection  numerous  ex- 
aminations have  failed  to  show  a single  flagellate, 
whereas  before  I had  as  high  as  fifty  to  the  field. 
Please  try  it.  Give  a dose  of  castor  oil  to  get 
rid  of  the  starch  cells,  then  don’t  give  them  any 
more  starch  cells,  but  shoot  them  .full  of  the  anay- 
odin solution  and  cure  the  pellagra.  It  is  an  in- 
testinal infection. 

DR.  H,  E.  MELENEY,  Nashville:  I have  only 
recently  come  to  Tennessee,  and  am  not  a member 
of  the  State  Medical  Association,  but  I am  par- 
ticularly interested  in  intestinal  and  other  animal 
parasites.  We  are  attempting  to  build  up  at  the 
Vanderbilt  University  a course  for  undergradu- 
ates which  will  be  commensurate  with  the  impor- 
tance of  the  disease  in  this  country. 

In  connection  with  ascaris  there  are  two  or 
three  points  of  importance.  It  has  not  been 
demonstrated  whether  the  pig  ascaris  and  the 
human  are  the  same.  Morphologically  they  can- 
not be  distinguished,  but  it  seems  difficult  to  pro- 
duce cross-infection.  We  should  keep  in  mind 
that  the  pig  ascaris  may  be  of  great  importance 
in  the  consideration  of  human  health. 


Another  point  to  remember  is  that  the  only  way 
to  become  infected  with  ascaris  is  by  swallowing 
an  egg  that  has  been  outside  of  the  human  body 
for  several  weeks.  As  you  know,  when  the  egg  is 
passed  the  larva  is  not  developed.  Therefore,  it 
is  practically  impossible  for  a patient  to  reinfect 
himself  or  to  infect  another  as  a food  handler,  but 
the  condition  Dr.  Jelks  mentioned  of  the  pit  where 
vegetables  are  washed  is  a definite  menace  to 
health.  We  should  remember  that  all  raw  vege- 
tables in  this  section  of  the  country  are  potentially 
dangerous,  and  can  give  us  not  only  the  ascaris 
infection  but  protozoan  infection  as  well.  In 
Peking,  China,  where  I have  been  for  the  last  few 
years.  Dr.  Kessel  attempted  to  find  out  how  raw 
vegetables  could  be  made  safe  for  eating.  He 
tried  chloride  of  lime  and  other  chemical  disinfec- 
tants, but  found  nothing  that  would  kill  ameba 
cysts  when  used  in  a reasonable  concentration.  He 
found,  however,  that  by  dipping  a raw  vegetable 
into  boiling  water  for  ten  seconds  he  could  kill  all 
ameba  cysts,  flagellate  cysts,  and  probably  the 
eggs  of  worms.  This  process  does  not  destroy  the 
freshness  of  the  vegetable  entirely,  although  it 
does  take  some  of  the  crispness  out. 

I am  glad  Dr.  Witherspoon  emphasized  the  fact 
that  we  cannot  depend  upon  finding  the  motile 
ameba  for  the  diagnosis  of  amebiasis.  The  cysts 
are  certainly  the  more  important  in  diagnosis,  un- 
less an  active  dysentery  is  present.  One  should 
also  emphasize  the  fact  that  the  identification  of  the 
cysts  of  amebae  is  very  difficult,  and  requires  ex- 
perience in  order  to  become  reliable.’  Sometimes 
a diagnosis  is  impossible  until  the  specimen  has  been 
stained  with  the  Heidenhain’s  hematoxylin.  The 
Department  of  Preventive  Medicine  at  Vanderbilt 
will  be  very  glad  to  cooperate  with  any  physicians 
who  wish  to  send  in  specimens  of  intestinal  para- 
sites, particularly  the  protozoa. 

Dr.  Witherspoon  did  not  mention  one  drug  which 
we  used  in  Peking  and  found  more  satisfactory  than 
any  other  in  the  treatment  of  amebiasis.  That  is 
the  German  preparation  known  as  yatren.  It  is 
an  iodin  compound  and  is  very  valuable  in  chronic 
amebiasis  and  also  in  the  acute  stage.  The  litera- 
ture contains  many  references  to  this  preparation. 

Dr.  Jelks  emphasized  the  difficulty  of  curing 
amebiasis.  I would  not  go  so  far  as  he  did  and 
say  that  it  cannot  be  cured,  but  it  is  a mistake  to 
think  that  a patient  is  cured  after  one  series  of 
treatments.  He  should  always  be  kept  under 
observation  for  a long  period  of  time,  for  re- 
currences are  very  common  and  a final  cure  often 
tries  the  ingenuity  of  the  physician. 

DR.  JACK  WITHERSPOON,  Nashville  (clos- 
ing) : I wish  to  thank  the  doctors  for  their  kind 
attention,  and  Dr.  Jelks  and  Dr.  Meleney  for  their 
discussion  of  my  paper.  I have  nothing  further  to 
add. 
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UNDULANT  fever  (abortus),  tulere- 
mia  (rabbit  fever),  and  endemic  ty- 
phus (Brill’s  disease)  : These  three 
febrile  diseases  are  Avith  us  in  Tennessee. 
The  two  former,  especially,  are  far  more 
prevalent  than  anyone  has  ever  anticipated. 
This  is  not  only  true  in  Tennessee  but  it  is 
true  practically  throughout  the  United  States 
where  they  have  been  intensively  studied. 
Any  of  these  three  diseases  when  looked  for 
and  when  presenting  typical  clinical  symp- 
toms may  not  be  overlooked  by  the  careful 
clinician,  but  a great  many  times  they  are 
so  extremely  atypical  and  irregular  in  their 
clinical  manifestations  that  the  laboratory 
is  absolutely  essential  to  clear  up  the  con- 
dition. They  may  at  times  closely  simulate 
typhoid  and  paratyphoid  fevers,  certain 
types  of  malaria,  influenza,  subacute  bac- 
terial endocarditis,  low  grade  septicemias, 
types  of  rheumatism,  billiousness,  tubercu- 
losis, syphilis,  and  many  other  conditions. 

For  the  past  nine  months  the  Division  of 
Laboratories  of  the  State  Department  of 
Public  Health  has  made  an  intensive  study 
of  these  three  febrile  diseases.  The  method 
of  approach  was  through  bloods  sent  in 
from  physicians  of  the  state  requesting 
Wassermann  tests,  Widals,  blood  cultures, 
etc.  All  bloods  showing  a negative  Was- 
sermann and  negative  typhoid  and  para- 
typhoid A and  B tests  were  examined.  We 
divided  the  bloods  into  two  groups.  Group 
1 comprised  all  sera  sent  in  for  a Wasser- 
mann test  that  gave  negative  findings.  One 
thousand  (1,000)  sera  were  investigated  in 
this  group.  Group  2 represented  all  bloods 
sent  in  for  typhoid  and  paratyphoid  A and 
B that  showed  a negative  Widal.  Two  hun- 
dred (200)  bloods  were  studied  in  this 
group. 

A NEW  METHOD  EMPLOYED 
Instead  of  using  the  classical  macroscopic 
method  which  is  laborious  and  time  consum- 

*Read before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  11,  1928. 


ing,  requiring  large  amounts  of  serum  and 
antigen,  we  have  devised  a new  technique 
which  has  been  routinely  used  in  our  labora- 
tory for  the  past  nine  months. 

In  perfecting  the  technique  of  our  new 
method  it  required  numerous  experiments 
with  many  known  positive  sera  from  un- 
dulant  fever  variety  abortus,  tuleremia,  and 
endemic  typhus  cases,  as  well  as  known 
negative  sera  used  as  controls.  As  a result 
of  the  employment  of  this  method,  we  feel 
that  we  have  opened  up  a new  avenue  of 
approach  in  the  way  of  a simple  and  rapid 
method  of  diagnosis  which  has  been,  hereto- 
fore, practically  prohibitive  by  the  old  pro- 
cedure. 

Technique:  Our  technique  is  somewhat 
similar  to  that  of  the  microscopic  Widal  for 
typhoid  fever  except  that  incubator  temper- 
ature is  used  and  no  hanging  drop  slide  is 
employed.  All  antigens  should  be  accurate- 
ly standardized.  The  platinum  loop  should 
hold  as  large  a drop  as  possible.  Upon  an 
ordinary,  clean  slide,  make  three  dilutions 
of  the  suspected  serum ; viz.,  1 to  10,  1 to  20, 
1 to  40.  Then  place  a clean,  small  circular, 
cover  glass  (18mm  x 1mm)  upon  each  of 
the  three  dilutions,  and  then  rim  them 
around  with  oil  of  cedar  or  paraffin  mixed 
with  vaseline  to  prevent  evaporation.  Let 
stand  one  hour  at  room  temperature  and 
examine  by  microscope  and  record  evidences 
of  agglutination  if  any.  Then  place  in  in- 
cubator for  two  hours  and  examine  micro- 
scopically for  final  determination.  Control 
negative  and  positive  sera  should  always  be 
used.  The  above  technique  is  applicable  to 
the  testing  for  agglutinins  for  the  three 
febrile  diseases  under  discussion,  using 
their  respective  antigens.  Dried  blood  can 
be  used,  but  like  the  Widal  test  for  typhoid 
fever  it  is  very  much  less  satisfactory  to 
the  serum.  Inactivation  of  all  sera  is  pref- 
erable, especially  in  undulant  fever  (abor- 
tus) cases,  because  it  cuts  down  a certain 
per  cent  of  false  positives  in  low  dilutions. 
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A more  detailed  technique  will  be  presented 
in  another  article. 

Interpretation  of  Findings:  This  method 
is  simply  a “presumptive  test”  or  an  “elim- 
ination test.”  It  acts  as  a clearing  house 
of  sera  that  are  negative  and  those  that  are 
positive.  Those  that  are  negative  in  all  di- 
lutions are  discarded  or  eliminated  from 
further  study.  Tests  showing  positive  ag- 
glutinations at  1 to  40  are  retested  at  higher 
dilutions,  and  if  confirmed,  will  be  again 
tested  by  the  regular  macroscopic  method, 
and  if  a titer  of  1 to  80  or  higher  is  re- 
corded, the  serum  is  finally  tested  by  the  ag- 
glutination absorption  test.  The  latter  test 
was  not  performed  in  the  typhus  cases.  All 
sera  giving  an  agglutination  of  1 to  10  or  1 
to  20  are  retested,  and  if  confirmed,  are  dis- 
carded except  in  cases  of  suspected  begin- 
ning tuleremic  infection  where  the  aggluti- 
native response  of  the  blood  has  been  de- 
layed or  has  not  had  sufficient  time  to  ap- 
pear. In  such  a case  another  sample  of 
blood  is  examined  at  a later  date. 

CHART  1 

Results  of  Routine  Examinations  op  Blood  for 

Undulant  Fever  (Abortus),  Typhus,  and 

Tuleremia 

One  Thousand  Bloods  Sent  to  Laboratory  from 
All  Parts  of  the  State  Giving  a Negative 
Widal 

(Typhoid  Fever  and  Paratyphoid — A and  B) 
Undulant  fever 

(Abortus)  Typhus  Tuleremia 

Number  of  cases 

clinically  confirmed  . . 8 4 15 

Number  of  cases 

clinically  unconfirmed  6 3 6 

Sera  from  Above  Cases  Showing  Strength  op 
Agglutination  Titer 

Total 

1-80  1-160  1-320  1-640  1-1280  Cases 
Undulant  fever — 

confirmed  ....  1 2 2 0 3 8 


Undulant  fever- 
unconfirmed 

..  2 

1 

2 

1 

0 

6 

Typhus  fever — 
confirmed  . . 

..  0 

0 

2 

2 

0 

4 

Typhus  fever — 
unconfirmed 

. . 2 

0 

1 

0 

0 

3 

Tuleremia — 
confirmed  . . 

..  2 

5 

1 

3 

4 

15 

Tuleremia — 
unconfirmed 

. . 3 

1 

2 

0 

0 

6 

Undulant  Fever  {Abortus) : Chart  1 
shows  eight  cases  of  abortus  fever  that  were 
clinically  confirmed  and  six  cases  in  which 

no  history  was  available.  Of  the  eight 
cases,  the  Brucella  Melitensis  variety  abor- 
tus was  isolated  directly  from  the  blood 
from  five.  Three  out  of  this  number  oc- 
curred in  the  same  family — father,  mother, 
and  son.  The  father  has  probably  had  the 
disease  for  three  years.  He  would  have  pe- 
riodic attacks  of  an  undetermined  fever 
every  three  or  four  months  which  he  attrib- 
uted to  billiousness.  These  attacks  would 
last  6 or  7 days  to  three  weeks.  His  wife 
and  son  have  had  rather  similar  attacks  for 
the  past  four  months.  His  herd  for  the  past 
three  years  has  been  constantly  infected 
with  the  disease  known  as  contagious  abor- 
tion of  cattle.  The  milk  of  one  of  the  cows 
which  the  family  was  using  was  examined 
and  found  to  contain  the  bacillus  of  Bang 
in  large  numbers.  The  bacillus  of  Bang  is 
now  called  the  Brucella  Melitensis  variety 
abortus.  This  bacillus  is  closely  allied  to 
the  malta  fever  microorganism  found  in 
goats.  The  three  other  cases  out  of  the 
eight  reported  gave  a very  definite  clinical 
history  as  well  as  giving  a history  of  drink- 
ing milk  from  an  abortus  infected  herd. 


CHART  1 

Tabulated  Report  of  the  Eight  Cases  op  Undulant  Fever  (Abortus) 


Duration  of  Physician’s 

Case  Color  Age  Sex  Residence  Occupation  Illness  Diagnosis 

1.  C.  J.  R White  52  Male  Davidson  Co.  Farmer  3 weeks  Billiousness 

2.  M.  W.  R White  42  Male  Davidson  Co.  Housewife  2 weeks  Influenza 

3.  C.  M.  R. White  18  Female  Davidson  Co.  Farmer  2 weeks  Influenza 

4.  J.  A.  O White  32  Male  Giles  Co.  Huckster  5 weeks  Rheumatism 

5.  W.  F.  B White  40  Female  Lincoln  Co.  Schoolteacher  5 weeks  Typhoid 

6.  T.  W White  29  Male  Washington  Co.  Farm  hand  10  days  Paratyphoid 

7.  T.  O.  C White  36  Male  Dyer  Co.  Farmer  4 weeks  Malaria 

8.  D.  W.  P White  44  Male  Hickman  Co.  Farmer  3 weeks  Influenza 


A more  detailed  report  of  the  above  cases  relative  to  their  clinical  symptoms  will  be  given  in  a sub- 
sequent article. 


54 


A DISCUSSION  OF  THREE  FEVERS— Litterer 


June,  1928 


Typhus  Fever  {Brill’s  Disease) : Chart  1 
shows  4 cases  clinically  confirmed  and  3 
cases  unconfirmed.  Of  the  unconfirmed 
cases  no  clinical  data  was  available.  Of  the 
4 confirmed  cases  two  were  found  in  Nash- 
ville, one  from  Knoxville,  and  on®  from 
Chattanooga. 

Case  1 : White,  male,  age  30,  delivered 
groceries,  residence  suburb  of  Nashville, 
fever  for  two  weeks,  had  slight  eruption 
over  body,  gave  Weil-Felix  reaction  1 to 
320. 

Case  2:  White,  male,  age  32,  worked  at 
feed  store,  residence  suburb  of  Nashville. 
Fever  ten  days.  Had  some  eruption  on  body. 
Gave  Weil-Felix  reaction  1 to  640. 

Case  3 : White,  male,  age  23,  bank  clerk, 
residence  Knoxville.  Fever  for  three  weeks. 
Had  slight  eruption  on  body.  Gave  Weil- 
Felix  reaction  of  1 to  320. 

Case  4:  White,  male,  age  38,  huckster, 
residence  Chattanooga,  Tennessee.  Fever 
ten  days.  Slight  eruption  on  body.  Gave 
Weil-Felix  reaction  of  1 to  640. 

These  4 above  cases  will  be  reported  in 
detail  in  another  communication. 

Tuleremia  (Rabbit  Fever)  Chart  1: 
There  were  15  cases  clinically  confirmed 
and  6 cases  in  which  no  data  could  be  ascer- 
tained. Eleven  cases  gave  a typical,  clini- 
cal history  as  well  as  history  of  direct  rab- 
bit infection.  Four  cases  presented  a ty- 
phoid like  course.  No  external  lesions  were 
apparent  nor  glandular  involvement  noted. 
All  gave  a history  of  having  previously 
come  in  contact  with  rabbits.  Their  ag- 
glutination titer  shows  as  follows:  One 
case  showed  1 to  1280,  two  cases  showed  1 
to  640,  and  one  case  showed  1 to  320.  Tule- 
remia was  not  suspected  in  these  four  cases. 
A diagnosis  of  typhoid  or  paratyphoid  fever 
was  made  by  the  physicians  sending  in  the 
bloods.  Of  the  15  cases  of  tuleremia,  5 came 
from  Davidson  County,  4 from  Maury 
County,  one  from  Hawkins  County,  one 
from  Obion  County,  one  from  Shelby  Coun- 
ty, one  from  Greene  County,  one  from 
Montgomery  County,  and  one  from  Ruther- 
ford County. 


CHART  2 

Results  op  Routine  Examinations  of  Blood  for 
Undulant  Fever,  Typhus,  and  Tuleremia 

One  Thousand  Bloods  Sent  to  Laboratory  from 
All  Parts  of  the  State  Giving  Negative 
Wassermanns 

Undulant  Fever 

(Abortus)  Typhus  Tuleremia 

Number  of  cases 

clinically  confirmed  . . 5 2 17 

Number  of  cases 

Clinically  unconfirmed  7 3 7 


Sera  From  Above  Cases  Showing  Strength  of 
Agglutination  Titer 

Total 

1-80  1-160  1-320  1-640  1-1280  Cases 


Undulant  fever — 

confirmed  ....  0 2 

Undulant  fever — 

unconfirmed  . . 2 3 

Typhus  fever — 
confirmed  ....  0 1 

Typhus  fever — 

unconfirmed  . . 1 2 

Tuleremia — 
confirmed  ....  4 5 

Tuleremia — 
unconfirmed  . . 3 3 


2 10  5 

2 0 0 7 

10  0 2 

0 0 0 3 

5 2 1 17 

10  0 7 


Discussion:  In  discussing  our  findings  in 
Chart  2 we  may  state  that  a great  many 
of  the  bloods  sent  in  for  Wassermann  tests 
by  the  physicians  were  not  necessarily 
thought  to  be  of  a syphilitic  nature.  This 
day  and  time  the  physicians  are  beginning 
to  learn  to  send  in  their  patients’  bloods  for 
Wassermann  tests  regardless  of  the  nature 
of  their  ailments,  whether  they  be  medical 
or  surgical.  They  have  long  since  observed 
that  routine  Wassermann  testing  will  “pick 
up”  many  a case  of  syphilis  wholly  unsus- 
pected. Years  ago  practically  all  well  regu- 
lated hospitals  adopted  the  rule  of  routine 
Wassermann  testing  to  all  patients  ad- 
mitted, whether  medical  or  surgical.  Now 
the  careful,  general  practitioner  and  sur- 
geon have  adopted  this  same  procedure. 

Undulant  Fever  (Abortus)  Chart  2: 
Five  cases  in  the  1,000  bloods  tested  were 
clinically  and  serologically  confirmed.  Seven 
cases  were  not  clinically  confirmed  at  this 
time  owing  to  the  slowness  or  lack  of  co- 
operation on  the  part  of  the  physicians  in 
sending  in  their  clinical  data.  In  two  of 
the  five  undulant  fever  cases,  the  micro- 
organism was  isolated  directly  from  the 
blood.  These  two  cases  are  reported  in  de- 
tail. 
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Case  1:  C.  J.  B.,  white,  male,  age  30,  la- 
borer (road  worker),  residence  Linton, 
Tennessee  (Davidson  County),  unmarried. 
About  middle  of  November,  1927,  com- 
menced to  feel  badly,  fever  100°  to  102°  F., 
aching  of  bones,  headache,  some  nausea,  sal- 
low skin.  This  persisted  for  three  weeks. 
He  convalesced  slowly  and  went  back  to 
work,  December  20,  1927.  His  physician’s 
diagnosis  was  influenza.  No  blood  exami- 
nation was  made  at  this  time.  On  January 
12,  1928,  he  presented  practically  identical 
symptoms,  except  perhaps  exaggerated. 
January  19,  1928,  blood  was  sent  in  for  a 
Wassermann  test,  since  he  had  contracted 
syphilis  three  years  ago.  His  blood  was 
negative  to  the  Wassermann  and  Kahn  tests. 
Tests  were  made  for  undulant  fever,  en- 
demic typhus,  tuleremia,  typhoid  and  para- 
typhoid fevers,  with  the  result  that  his 
blood  showed  an  agglutination  titer  of  1 to 
160  to  undulant  fever  and  negative  to  ty- 
phus, tuleremia,  typhoid  and  paratyphoid. 
We  immediately  got  in  communication  with 
the  physician  and  requested  that  he  draw 
10  cc.  of  the  patient’s  blood  at  the  height 
of  his  fever.  This  was  done  at  a tempera- 
ture of  103°  F.  Special  blood  cultures  were 
made  with  the  result  that  the  Brucella  Me- 
litensis  variety  abortus  microorganism  was 
isolated  in  pure  culture.  Inquiry  as  to  the 
source  of  the  infection  was  the  next  ques- 
tion. It  was  found  that  he  was  very  fond 
of  milk  and  had  been  drinking  milk  from  an 
abortus  infected  herd  since  October,  1927. 
This  herd  had  been  infected  with  contagious 
abortion  for  a number  of  years.  The  milk 
of  two  cows  out  of  seven  examined,  proved 
to  contain  the  bacillus  of  Bang  known  as 
the  Brucella  . Melitensis  variety  abortus. 
Inquiry  as  to  other  people  drinking  the  milk 
revealed  six  persons.  None  of  these  had 
ever  exhibited  any  symptoms  that  could  be 
attributed  to  the  infection.  The  patient  was 
sick  five  weeks  and  made  a slow  convales- 
ence  with  complete  recovery.  Whether  the 
patient  will  have  another  attack  remains 
to  be  seen.  He  was  advised  not  to  drink 
any  more  milk  from  the  infected  herd.  This 
case  represents  a rather  typical  example  of 
the  undulating  type  of  fever. 

Case  2:  C.  H.  W.,  white,  male,  age  42, 


married,  lived  on  a farm  near  Brentwood 
(Davidson  County) . Contracted  syphilis 
10  years  ago.  Had  been  in  good  health  for 
the  past  five  years  until  November  20,  1927, 
when  he  became  ill  with  nausea,  vomiting, 
headache,  and  fever.  This  lasted  for  3 or 
4 days.  Had  recovered  by  the  7th  day.  One 
week  later,  had  another  attack  which  was 
severer  than  the  first.  Intense  headaches, 
some  nausea  and  vomiting,  chills,  fever,  and 
severe  aching  of  the  joints  with  muscular 
soreness,  marked  prostration.  This  per- 
sisted for  three  weeks  with  more  or  less  ex- 
acerbations. The  joint  pains  and  fever 
were  the  persistent  and  predominant  symp- 
toms. During  the  third  week  of  his  illness 
the  physician  sent  in  some  blood  for  a Was- 
sermann test,  inasmuch  as  he  had  had  a pre- 
vious syphilitic  infection.  The  blood  showed 
a negative  Wassermann  and  Kahn  test. 
Tests  were  made  for  undulant  fever  (abor- 
tus) endemic  typhus,  tuleremia,  typhoid  and 
paratyphoid  fevers,  with  the  result  that  an 
agglutination  titer  of  1 to  320  was  obtained 
with  the  undulant  fever  antigen.  Negative 
findings  were  recorded  for  typhus,  tulere- 
mia, typhoid  and  paratyphoid.  Another 
sample  of  blood  was  requested  from  the 
physician  with  instructions  to  procure  about 
10  cc.  of  blood  and  obtain  same  during  the 
height  of  fever.  This  was  done  at  a tem- 
perature of  about  103°  F.  Special  blood  cul- 
tures were  made  with  the  result  that  the 
Brucella  Melitensis  variety  abortus  organ- 
ism was  isolated  in  pure  culture.  Investi- 
gation of  his  herd  revealed  the  fact  that 
several  of  his  cows  had  recently  been  abort- 
ing. Examination  of  their  milk  showed 
that  one  cow  harbored  the  bacillus  of  Bang 
or  the  Brucella  Melitensis  (abortus)  mi- 
croorganism. Inquiry  as  to  other  people 
drinking  this  same  milk  of  which  there  were 
five,  showed  no  evidence  of  having  affected 
any  of  them.  The  patient  convalesced  slowly 
and  is  at  present  perfectly  well.  He  was 
instructed  not  to  drink  any  of  the  infected 
milk  without  pasteurization. 

The  three  other  of  the  five  cases  of  un- 
dulant fever  in  Chart  2 were  not  of  the  un- 
dulating type  of  fever  as  in  Cases  1 and  2. 
The  predominating  symptoms  were  the 
fever,  headache,  and  some  nausea.  One 
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case  had  repeated  chills  and  slight  jaundice. 
Another  case  had  protracted  nausea  and 
vomiting  and  slight  rash.  Duration  of  ill- 
ness was  from  10  days  to  six  weeks.  They 
came  from  the  following  counties:  viz., 
Grundy  County,  Macon  County,  and  Laud- 
erdale County.  A more  detailed  report  of 
the  clinical  symptoms  of  these  cases  will 
be  given  in  another  communication. 

Endemic  Typhus  (Brill’s  Disease)  Chart 
2:  Two  cases  were  clinically  and  serologi- 
cally confirmed.  The  three  cases  uncon- 
firmed gave  a denitely  positive  Weil-Felix 
reaction  but  the  attending  physicians  failed 
to  furnish  the  necessary  clinical  data.  All 
of  the  cases  occurred  during  the  late  sum- 
mer and  fall  months.  The  following  is  a 
brief  history  of  the  two  confirmed  cases : 
Case  1- — J.  B.  T.,  white,  male,  age  30,  un- 
married, worked  in  restaurant,  residence 
Harriman,  Tennessee,  formerly  lived  at  Sa- 
vannah, Georgia.  Became  sick  seven  days 
after  leaving  Savannah.  Had  fever  for 
three  weeks.  Definite  eruption  over  body. 
Gave  a Weil-Felix  reaction  of  1 to  160.  His 
blood  was  negative  to  all  other  routine  tests. 
Case  2 — W.  F.  H.,  white,  male,  age  35,  un- 
married, worked  in  feed  store  while  in  At- 
lanta. Moved  to  Chattanooga  six  days  be- 
fore his  illness.  Onset  of  his  illness  was  a 
chill,  headache,  muscular  and  joint  pains, 
and  fever.  Several  days  later  a definite 
rash  appeared.  His  blood  was  negative  to 
the  following:  viz.,  Wassermann  test,  ty- 
phoid and  paratyphoid,  malaria,  undulant 
fever,  and  tuleremia.  It  was  positive  to  the 
Weil-Felix  reaction  1 to  320. 

Tuleremia  (Rabbit  Fever)— Chart  2: 
There  were  17  cases  clinically  and  serologi- 
cally confirmed  and  seven  cases  uncon- 
firmed. The  latter  cases  presented  strong 
agglutinative  titers  but  their  clinical  his- 
tories were  not  available.  It  is  interesting 
to  note  that  there  were  ten  cases  of  the  17 
confirmed  that  had  contracted  the  disease 
years  ago.  These  ten  cases  were  not  suffer- 
ing with  the  disease  at  the  time  the  blood 


was  sent  in  for  a Wassermann  test  but  our 
routine  examination  of  all  bloods  for  tule- 
remia showing  negative  Wassermans  en- 
abled us  to  “pick  up”  cases  in  which  they 
had  contracted  the  infection  many  years 
ago  and  had  subsequently  entirely  recov- 
ered. It  is  a well  established  fact  that  the 
agglutinins  persist  in  the  blood  for  long 
periods  of  time  from  tuleremic  infection. 
Francis  has  reported  several  cases  of  18 
years’  duration.  Our  ten  cases  were  widely 
distributed  over  the  state,  which  is  shown 
by  the  following  data: 


Number  of 

Cases 

Location 

When  Contracted 

One 

Davidson  County 

9 years  ago 

Two 

Maury  County 

7 and  10  years  ago 

One 

Madison  County 

6 years  ago 

One 

Obion  County 

10  years  ago 

One 

Dyer  County 

8 years  ago 

One 

Greene  County 

14  years  ago 

One 

McMinn  County 

8 years  ago 

One 

Smith  County 

11  years  ago 

One 

Giles  County 

12  years  ago 

Histories  of  the  above  cases  were  typical 
of  rabbit  infection.  AH  were  severe  cases 
of  hand  or  finger  infection,  with  marked 
glandular  involvement,  most  of  them  with 
breaking  down  of  the  lymph  nodes  leading 
to  suppuration  and  slow  convalescence.  The 
dates  were  quite  accurately  fixed  by  all  the 
patients,  since  a severe  illness  of  this  nature 
can  practically  always  be  remembered  by 
the  patients.  Two  of  the  17  confirmed  cases 
— (Chart  2)  presented  typhoid  like  symp- 
toms associated  with  severe  rheumatic-like 
joint  pains.  No  initial  lesions  were  appar- 
ent. The  physicians  sent  in  the  bloods  in 
order  to  exclude  syphilis.  The  remaining 
five  of  the  17  confirmed  cases — (Chart  2) 
were  of  the  typical  hand  or  finger  infection 
type  associated  with  glandular  involvement 
on  the  affected  side.  These  cases  were  not 
recognized  by  the  physicians.  Bloods  were 
sent  in  for  blood  cultures  and  a request  for 
the  Wassermann  test.  Most  of  the  diagnoses 
made  were  an  infected  finger  or  hand,  and 
owing  to  the  chronicity  and  indolent  nature 
of  the  sore,  syphilis  was  suspected. 


CHART  8 

Presumptive  Test  for  Undulant  Fever  (Abortus) — Endemic  Typhus — Tuleremia 
Number  of  Sera  Showing  Positive  Agglutinations  in  1000  Negative  Wassermanns 


1-10 

1-20 

1-40 

1-80 

1-160 

1-320 

1-640 

1-1280 

Total 

Per  cent 

Undulant  fever  . . 

..  42 

24 

29 

2 

5 

4 

1 

107 

10.7 

Endemic  typhus  . . 

..  48 

41 

20 

1 

3 

1 

114 

11.4 

Tuleremia  

..  39 

20 

22 

7 

8 

6 

2 

1 

105 

10.5 
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Chart  3 represents  data  collected  in  per- 
forming the  “presumptive”  or  “elimination” 
tests,  in  1,000  negative  Wassermanns.  Dilu- 
tions from  1 to  10  up  to  1 to  1,280  are  tabu- 
lated. It  is  interesting  to  note  the  small 
per  cent  of  reactors  to  the  three  diseases, 
even  in  low  dilutions.  We  disregard  all  re- 
actors under  1 to  80.  However,  undoubtedly 
there  are  cases  that  are  overlooked  that  fall 
below  this  dilution.  Time  did  not  permit  to 
follow  up  these  low  reactors.  Interesting 
data  may  reveal  in  the  future  that  many 
of  these  low  reacting  cases  have  had  a sub- 
sequent attack  or  are  suffering  with  a very 
mild  or  a very  early  infection  of  the  disease. 

SUMMARY 

In  summarizing  the  1,200  sera  examined 
for  undulant  fever  (abortus),  endemic  ty- 
phus (Brills  disease),  and  tuleremia  (rab- 
bit fever),  there  were  found  13  cases  of 
undulant  fever,  6 cases  of  endemic  typhus, 
and  32  cases  of  tuleremia.  All  clinically 
and  serologically  confirmed.  No  cases  were 
considered  unless  backed  up  by  the  clinical 
symptoms.  Unquestionably  the  above  data 
could  be  augmented  to  a considerable  degree 
had  the  clinical  data  been  available.  Quite 
a number  of  cases  showing  marked  aggluti- 
nations were  unconfirmed  owing  to  the  lack 
of  interest  on  the  part  of  the  physician  in 
furnishing  the  necessary  clinical  data. 
Owing  to  the  large  number  of  cases  re- 
ported, no  effort  was  made  to  make  a de- 
tailed report  of  each  case.  Only  in  a few 
instances  was  this  done.  We  are  continu- 
ing this  line  of  work  and  will  report  in  de- 
tail our  future  researches  together  with  the 
data  already  accumulated.  The  clinical 
symptoms  of  undulant  fever  and  the  typhoid 
type  of  tuleremia  are  often  so  variable  and 
atypical  that  only  in  a serologic  test  would 
it  be  possible  to  make  a positive  diagnosis. 
The  same  would  hold  true  in  atypical  cases 
of  endemic  typhus  fever.  We  have  em- 
ployed a new  method  in  detecting  these  dis- 
eases which  is  simple  and  very  rapid  when 
compared  with  the  classical  macroscopic 
method  which  is  laborious  and  time  consum- 
ing, requiring  large  amounts  of  sera  and  an- 
tigens. We  feel  that  we  have  opened  up  a 
new  avenue  of  approach  in  the  way  of  a 
simple  and  rapid  method  of  diagnosis  which 


has  been,  heretofore,  prohibitive  by  the  old 
procedure  in  the  routine  examination  of 
bloods. 

CONCLUSIONS 

1.  In  the  routine  examination  of  1,200 
sera,  there  were  13  cases  of  undulant  fever 
(abortus),  6 endemic  typhus  fever  (Brill’s 
disease),  and  32  tuleremia  cases.  All  pre- 
senting clinical  histories.  It  is  essential 
that  the  clinical  history  should  coincide  with 
the  laboratory  findings  before  a positive 
diagnosis  is  warranted. 

2.  It  appears  from  the  data  studied  that 
undulant  fever  and  tuleremia  are  assuming 
vast  diagnostic  and  Public  Health  impor- 
tance. Further  studies  concerning  typhus 
fever  will  have  to  be  made  before  forming 
definite  conclusions. 

3.  It  behooves  all  state  and  municipal 
laboratories  to  examine  routinely  all  bloods 
sent  in  giving  negative  Widals  for  typhoid 
and  paratyphoid  fevers. 

4.  A new  technique  is  described  by  which 
a rapid  presumptive  test  for  undulant  fever, 
endemic  typhus,  and  tuleremia  can  be  de- 
tected. However,  all  doubtful  and  positive 
specimens  should  be  confirmed  by  the  stand- 
ard method. 


DISCUSSION 

DR.  W.  S.  LEATHERS,  Nashville:  In  discussing 
the  illuminating  paper  of  Doctor  Litterer,  I wish 
to  give  briefly  the  incidence  of  the  three  fevers 
simulating  typhoid. 

A few  years  ago  Doctor  Maxcy  of  the  United 
States  Public  Health  Service  began  a study  of  a 
number  of  cases  of  undetermined  fever  in  Ala- 
bama which  proved  to  be  endemic  typhus.  The 
diagnosis  was  confirmed  by  cross  agglutination 
tests.  He  is  at  present  carrying  on  this  inves- 
tigation. In  Alabama  prior  to  1922  no  cases  of 
endemic  typhus  had  been  reported  to  the  State 
Board  of  Health.  Since  that  time  144  cases  have 
been  recorded.  It  is  difficult  to  state  whether  this 
is  the  result  of  better  recognition  or  dissemination 
of  the  disease.  Last  summer  two  cases  were  diag- 
nosed in  Savannah,  a father  and  son  taking  sick 
within  a few  days  of  each  other.  These  were  ful- 
minating in  character  resulting  in  a fatal  out- 
come between  the  seventh  and  eleventh  days  in 
both  instances.  The  clinical  course  of  these 
cases  was  similar  to  the  accounts,  according  to 
Doctor  Maxcy,  of  highly  fatal  typhus  seen  in  Eu- 
rope. An  autopsy  was  performed  on  one  of  these 
cases  which  revealed  pathology  consistent  with 
typhus. 

This  disease  has  now  been  reported  in  the  fol- 
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lowing  states:  Alabama,  Florida,  Georgia,  North 
Carolina,  South  Carolina  and  Tennessee.  How- 
ever, only  two  cases  have  occurred  in  Tennessee 
during  the  past  five  years  and  both  of  these  were 
in  Memphis.  It  has  also  occurred  in  the  Rio 
Grande  Valley  during  the  past  several  years.  We 
know  that  the  louse-borne  type  has  existed  for  a 
long  time  in  Mexico,  particularly  in  the  plateau 
region,  and  is  known  as  tabardillo.  American  in- 
vestigators have  done  a considerable  amount  of 
work  on  typhus  in  Mexico.  Ricketts  lost  his  life 
there  while  studying  its  pathology.  The  endemic 
type  has  also  been  found  in  Australia  and  other 
parts  of  the  tropics. 

The  research  work  of  Anderson  and  Goldberger 
during  1910  in  Mexico  proved  that  Brill’s  dis- 
ease or  endemic  typhus  and  epidemic  typhus  were 
identical.  However,  Doctor  A.  E.  Keller  of  the 
Department  of  Preventive  Medicine  of  Vander- 
bilt University  made  some  observations  while  serv- 
ing as  Health  Officer  of  Covington  County,  Ala- 
bama, during  the  years  1925-1927,  which  are  of  in- 
terest with  reference  to  endemic  typhus  from  an 
epidemiologic  viewpoint.  Although  Anderson  and 
Goldberger  considered  the  endemic  and  epidemic 
types  as  identical  the  epidemiology  of  endemic  ty- 
phus suggests  that  the  transmitting  agent  is  dif- 
lerent.  These  factors  are  of  interest:  (1)  Most 
of  the  people  of  the  24  cases  studied  by  Doctor 
Keller  were  among  the  better  class;  (2)  Most  of 
the  cases  occurred  in  young  and  middle-aged  white 
males;  (3)  The  colored  race  is  apparently  insus- 
ceptible or  immune  to  this  infection,  only  one  case 
having  occurred  in  a colored  person;  (4)  It  was 
noticed  that  a large  number  of  rodents  could  be 
found  on  the  premises  of  these  places  and  a num- 
ber of  these  people  also  handled  grain  or  stored 
foodstuff’s;  (5)  In  these  patients  no  secondary 
cases  occurred  in  any  person  who  had  been  in 
direct  contact  with  a case;  (6)  The  mortality  of 
endemic  typhus  is  very  low,  usually  less  than  2 per 
cent;  (7)  Sharply  localized  outbreaks  do  not  oc- 
cur but  cases  are  usually  sporadic;  (8)  It  oc- 
curs generally  during  the  warm  months  of  the 
year. 

There  is  no  question  about  the  fact  that  undu- 
lant  fever  is  more  prevalent  throughout  the  coun- 
try than  the  reports  indicate.  We  have  had  one 
case  in  the  Vanderbilt  Hospital  during  the  past 
few  months,  a young  woman  showing  a typical 
clinical  picture.  A number  of  states  are  finding 
cases  of  Malta  fever  as  the  result  of  the  exami- 
nations of  blood  sent  in  for  Widals  and  Wasser- 
manns.  In  Iowa,  investigation  has  been  carried 
on  from  this  viewpoint.  Blood  specimens  sent  in 
for  Widals  have  been  tested  as  a routine  pro- 
cedure in  the  Iowa  State  Laboratory  for  a period 
of  several  months.  As  many  as  thirty  cases  were 
found  during  three  months  and  nineteen  of  these 
were  detected  by  the  examination  of  dry  speci- 
mens of  blood.  It  is  found  that  the  problem  of 
undulant  fever  (Malta)  in  Iowa  is  commensurate 


with  that  of  typhoid.  This  will  doubtless  be  found 
the  case  in  a number  of  states. 

There  has  been  a definite  increase  in  the  inci- 
dence of  tuleremia  in  recent  years  which  may  be 
due  to  improved  diagnosis  and  better  reporting. 
However,  there  are  also  indications  that  the  dis- 
ease is  spreading.  I believe  about  400  cases  now 
have  been  reported  to  the  Public  Health  Service 
from  about  38  states.  A considerable  number  of 
cases  have  been  reported  in  Tennessee  during  the 
present  year.  This  disease,  therefore,  is  assum- 
ing a much  more  serious  aspect  than  formerly 
from  a medical  and  public  health  standpoint. 

Time  will  not  permit  further  discussion  of  these 
three  diseases,  but  in  closing  I wish  to  congratulate 
Doctor  Litterer  upon  the  interest  which  he  is  show- 
ing as  Director  of  the  State  Board  of  Health  Lab- 
oratory in  an  investigation  of  these  fevers.  It  is 
an  exceedingly  important  problem  and  I am  sure 
that  the  medical  profession  will  cooperate  in  every 
possible  way  in  providing  blood  specimens  in  mak- 
ing this  study. 

DR.  WILLIAM  LITTERER,  Nashville  (clos- 
ing) : I wish  to  thank  Dr.  Leathers  for  his  com- 
plimentary discussion.  Malta  fever  or  undulant 
fever  is  generally  considered  as  being  of  two  va- 
rieties. One  variety  comes  from  the  goat  and  the 
microorganism  is  called  the  Brucella  Melitensis 
variety  (Malta).  The  other  variety  comes  from 
cattle  and  the  microorganism  is  called  the  Brucella 
Melitensis  variety  (abortus).  Formerly  this  germ 
was  called  the  bacillus  of  Bang  which  causes  con- 
tagious abortion  in  cattle.  Also  we  have  this 
bacillus  infecting  swine  and  horses,  which  may  be 
conveyed  to  the  human.  All  of  these  varieties  just 
mentioned  as  occurring  in  different  animals  are  ex- 
tremely closely  related  and  only  very  refined  bac- 
teriologic  technique  could  distinguish  them  apart. 
Malta  fever  in  the  human  has  been  endemic  for 
many  years  in  Texas,  owing  to  the  fact  that  goat 
milk  is  used  quite  extensively.  The  disease  is 
contracted  by  drinking  infected  goat  milk.  This 
type  is  highly  contagious.  The  types  that  infect 
cattle,  swine,  and  horses,  are  not  so  contagious 
to  human  as  the  goat  type.  However,  it  is  far 
more  prevalent  than  we  formerly  thought,  because 
we  are  looking  out  for  these  obscure  fevers.  In- 
fection of  the  human  does  not  produce  abortion  as 
in  cattle,  swine  and  horses,  but  it  manifests  itself 
by  a multiplicity  of  symptoms  characterized  by 
fever  of  an  undulating  type.  Many  cases  are  not 
undulating.  Its  clinical  course  usually  varies  from 
10  days  to  6 weeks,  although  cases  have  been  re- 
ported of  having  existed  in  the  individual  for  five 
years.  These  cases  are  of  the  undulating  type  in 
which  the  patient  remains  well  for  several  months 
and  then  suffers  a relapse.  The  mortality  is  about 
2 per  cent.  The  diagnosis  cannot  be  made,  es- 
pecially in  these  atypical  cases,  unless  the  physi- 
cian resorts  to  the  serological  test  which  is  relia- 
ble and  the  only  sure  way  to  make  a definite  diag- 
nosis. 
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Glenn  E.  Cullen,  M.D. 

Abstract  of  papers  of  Hart,  Steenbock,  Waddell  and  Elvehjem 
{From  the  Department  of  Agricultural  Chemistry,  University  of  Wisconsin,  Madison) 


The  outstanding  report  made  at  the 
April  meeting  of  the  Federation  of 
American  Societies  of  Experimental 
Biology,  at  Ann  Arbor,  was  that  of  Profes- 
sor E.  P.  Hart,  reporting  the  new  findings 
of  the  Wisconsin  group  on  the  importance 
of  copper  as  a supplement  to  iron  for  hemo- 
globin building  in  the  rat.  This  paper  is 
now  published  in  the  May  issue  of  the  Jour- 
nal of  Biological  Chemistry  as  paper 
VII^  of  their  studies  of  iron  nutrition  to- 
gether with  papers  V and  VP  of  this  se- 
ries. In  order  to  understand  the  relation 
of  this  work  to  the  question  of  iron  nutri- 
tion is  necessary  to  review  briefiy  the  work 
which  preceded  it. 

In  it  the  first  paper^  of  this  series  these 
workers  took  up  the  question  of  the  rela- 
tion of  inorganic  to  organic  iron,  and  util- 
ized as  experimental  animals  rabbits.  They 
found  that  rabbits  on  a whole  milk  diet 
developed  a nutritional  anemia  as  indicated 
by  low  hemoglobin  and  erythrocyte  concen- 
tration of  the  blood.  In  later  work^  now  re- 
ported, they  found  that  the  white  rat  also 
developed  a profound  anemia  in  the  course 
of  six  to  eight  weeks  if  placed  on  a whole 
cow’s  milk  diet  at  the  age  of  three  to  four 
weeks.  The  hemoglobin  content  was  re- 
duced by  the  end  of  the  six  to  eight  weeks 
from  10.8  grams  of  hemoglobin  per  100  cc. 
blood  to  4 grams  or  less.  If  the  diet  were 
continued  further,  the  animals  died.  Using 
the  rat  which  responds  so  constantly  to  this 
procedure,  the  workers  investigated  the  ef- 
fects of  iron,  in  different  forms,  and  of  ash 
from  various  foods  containing  iron.  They 
found  that  regardless  of  the  nature  of  the 
inorganic  iron  salt,  addition  of  inorganic 
iron  failed  to  materially  influence  the  hemo- 
globin level  in  anemic  rats.  However,  if 
the  ash  residues  from  various  foods  such  as 
dried  beef  liver,  dried  lettuce  or  yellow  corn 


were  fed  so  that  the  iron  content  of  the 
added  ash  was  the  same  as  that  of  the  inor- 
ganic salts  fed,  that  is,  0.5  mg.  of  iron 
daily,  recovery  from  the  anemia  occurred. 
Further,  if  these  ash  residues  were  ex- 
tracted with  HCl  and  the  extract  fed,  the 
results  were  the  same  as  with  the  ash.  The 
only  logical  explanation  for  these  findings 
could  be  that  the  ash  residues  from  these 
foods  contained  some  other  inorganic  sub- 
stance or  substances  which  were  concerned 
in  addition  to  the  iron  with  the  formation  of 
hemoglobin. 

While  this  work  was  in  progress,  the 
very  important  findings  of  Minot  and  Mur- 
phy^ in  regard  to  the  influence  of  liver  diet 
or  pernicious  anemia  appeared,  and  in 
paper  VII  the  workers  proceeded  at  once  to 
test  out  the  effect  of  this  liver  extract  on 
milk  anemia  which  they  were  studying  in 
the  rat.  It  is  this  work  and  the  surprising 
results  which  were  reached  which  were  re- 
ported by  Dr.  Hart,  and  which  appear  as 
paper  VII  in  the  May  issue  of  the  Journal 
of  Biological  Chemistry.  It  was  found  that 
the  liver  extract,  the  preparation  of  which 
had  been  described  by  Cohn  and  associates® 
and  which  is  prepared  by  the  Eli  Lilly  Com- 
pany, contained  only  0.008  per  cent  of  iron. 
However,  feeding  0.3  grams  of  Eli  Lilly 
preparation  six  days  a week  increased  the 
growth  curves  of  anemic  rats  markedly  and 
gave  a slow,  slight  increase  in  the  hemo- 
globin content  although  the  iron  in  each 
feeding  equalled  only  0.024  mg.  If,  how- 
ever, the  Eli  Lilly  preparation  was  supple- 

^Hart,  Steenbock,  Waddell  and  Elvehjem,  Jour. 
Biol.  Chem.,  1928,  77,  797. 

^Waddell,  Steenbock,  Elvehjem  and  Hart  (V) 
ibid,  1928,  77,  769. 

Waddell,  Elvehjem,  Steenbock  and  Hart  (VI) 
ibid  1928  77  777 

“Hart,  Steenbock,  Elvehjem  and  Waddell  (I), 
Jour.  Biol.  Chem.,  1925,  65,  67. 

‘Minot  and  Murphy,  J.  A.  M.  A.,  1926,  86,  470. 

“Cohn  et  al..  Jour.  Biol.  Chem.,  1927,  54,  p.  Ixix. 
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mented  with  0.5  mg.  of  iron  per  dose,  not 
only  did  the  growth  curves  respond 
markedly,  but  also  the  hemoglobin  content 
returned  very  rapidly  to  normal  level.  This 
experiment  seems  to  be  a very  important 
one,  since  it  shows  definitely  that  the  active 
extract  of  the  liver  which  Minot  and  his  col- 
leagues have  shown  to  be  active  in  per- 
nicious anemia  is  also  effective  in  a sec- 
ondary, nutritional  anemia.  Secondly,  it 
shows  that  the  body,  under  the  influence  of 
this  principle,  is  able  to  utilize  efficiently 
very  small  amounts  of  iron  present  in  the 
extract,  and  finally  it  shows  that  something 
in  the  preparation  makes  inorganic  iron 
rapidly  available  for  hemoglobin  produc- 
tion. The  workers  next  ashed  the  Eli  Lilly 
preparation  and  fed  both  the  ash  and  the 
acid  extract  of  the  ash  together  with  0.5 
mg.  of  iron  as  ferric  chloride.  This  ashing 
and  extracting  process  may  be  assumed  to 
remove  the  possibility  of  the  presence  of 
organic  compounds  and  further  to  insure 
that  the  iron  is  present  in  the  same  form 
as  in  the  inorganic  preparation.  Both 
preparations,  when  added  to  the  milk  diet 
with  0.5  mg.  of  iron  gave  rapid  return  of 
both  the  hemoglobin  curve  and  the  growth 
curve  to  a normal  level.  The  workers  then 
turned  their  attention  to  the  fractionation 
of  this  ash,  and  the  reader  is  referred  to  the 
papers  for  the  details.  It  was  found  that 
precipitation  of  the  ash  extract  with  HgS 
precipitated  the  active  principle  which 
could  be  recovered  on  freeing  the  HaS  pre- 
cipitate from  the  sulphide. 

At  this  point  in  their  work,  feeling  cer- 
tain that  its  active  principle  was  an  inor- 
ganic substance  and  realizing  that  it  came 
down  with  the  HoS  fraction,  and  having 
also  noticed  a pale  bluish  tinge  to  their  ash 
preparations,  the  authors  short-cut  their  ex- 
periments and  made  a guess  that  the  active 
substance  was  copper.  This  guess  was  sub- 
stantiated by  the  well  known  fact  that  in 
some  of  the  lower  forms  of  life  the  respi- 
ratory pigment,  hemocyanin,  similar  to 
hemoglobin,  is  a copper  compound.  The  re- 
sponse to  this  experiment  was  most  strik- 
ing. A single  animal,  rat  No.  621,  weigh- 
ing 50  grams,  received  0.25  mg.  copper  as 
copper  sulphate  and  0.5  mg.  of  iron  as  ferric 


chloride  six  days  a week.  Both  the  hemo- 
globin and  growth  curves  returned  to  nor- 
mal at  a rate  equal  to  the  most  optimum 
diet.  When  this  chart  and  the  picture  of 
the  rat  were  shown  at  Ann  Arbor,  the  lis- 
teners went  wild  with  enthusiasm,  very 
much  as  the  audience  did  when  MacLeod  re- 
ported the  insulin  work  at  Washington. 
The  authors  believe  that  this  is  the  first  ex- 
periment in  literature  giving  copper  in  as- 
sociation with  iron  as  the  specific  function 
of  hemoglobin  building  in  a mammal  on  an 
otherwise  satisfactory  diet. 

The  results  on  this  one  rat  were  fully 
substantiated  by  further  experiments.  It 
was  found  that  as  little  as  0.05  mg.  of  cop- 
per in  connection  with  0.5  mg.  of  iron  gave 
rapid  recovery  to  normal  hemoglobin  and 
that  even  0.01  mg.  showed  marked  increase 
with  a final  return  to  normal.  In  connec- 
tion with  the  return  to  normal  hemoglobin 
content,  the  animal  showed  parallel  im- 
provement in  condition  with  increased  ap- 
petite, vigor,  and  activity,  and  a smoother 
coat. 

They  found  that  the  Eli  Lilly  preparation 
contained  sufficient  copper  to  make  the  in- 
take of  copper  with  the  amounts  of  extract 
given  in  the  previous  experiments  about 
0.05  mg.  of  copper  daily. 

Dr.  Hart,  in  presenting  this  paper  and 
in  the  discussion  that  followed,  emphasized 
that  although  the  results  were  striking  and 
consistent,  the  report  was  for  a specific  con- 
dition, that  of  milk  anemia,  and  that  no 
conclusions  were  to  be  drawn  as  to  the  re- 
lation of  copper  to  the  treatment  of  perni- 
cious anemia.  Although  it  is,  of  course, 
obvious  that  that  problem  must  be  inves- 
tigated from  the  new  point  of  view. 

In  the  discussion  of  the  possibilities  of 
this  finding,  the  authors  refer  to  the  rather 
scanty  facts  in  regard  to  the  presence  of 
copper  in  nature.  It  is  in  very  low  concen- 
tration in  milk,  it  is  in  a relatively  high  con- 
centration in  liver,  according  to  McHargue, 
300  grams  (the  ordinary  daily  feeding  of 
Minot  and  Murphy)  of  fresh  ox  liver  would 
contain  about  4 mg.,  while  about  300  grams 
of  fresh  calf  liver  would  contain  about  30 
grams.  Further,  at  present,  information  is 
not  available  as  to  the  form  in  which  copper 
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occurs  in  the  various  foods,  and  the  au- 
thors point  out  that  this  may  have  a modify- 
ing effect  on  the  action  of  copper.  The  au- 
thors believe  that  the  work  necessitates  a 
more  intensive  study  of  the  possible  influ- 
ence of  small  quantities  of  inorganic  ele- 
ments in  nutrition. 

It  seems  to  the  reviewer  that  this  funda- 
mental research  not  only  opens  up  an  en- 
tirely new  line  of  investigation  but  also 
throws  light  upon  the  tremendous  mass  of 
conflicting  literature  as  to  the  efficacy  of 
the  administration  of  iron  in  various  forms 
in  the  treatment  of  anemia.  Not  only  may 
the  various  preparations  have  been  impure, 
some  of  them  containing  traces  of  copper 
or  other  active  elements,  some  not,  but  the 
influence  of  the  additional  dietary  sub- 
stances taken  in  with  the  iron,  have  been 


overlooked.  For  example,  if  lettuce  or  liver 
happened  to  be  in  the  diet,  when  some  form 
of  iron  was  being  given,  the  favorable  re- 
sults may  be  understood.  Although  it  can- 
not be  overemphasized  that  the  addition  of 
copper  to  human  dietaries  in  the  treatment 
of  anemias  should  not  be  carried  out  by 
physicians  until  the  conditions  have  been  es- 
tablished carefully  under  proper  investiga- 
tion until  any  possible  deleterious  effects  of 
copper  on  man  have  been  ruled  out,  it  is  of 
interest  to  indicate  what  a small  amount 
of  copper  is  needed.  The  average  rat  at  the 
beginning  of  these  experiments  weighed 
about  50  grams,  and  responded  to  the  ad- 
ministration of  0.05  mg.  of  copper  and  0.5 
mg.  of  iron.  This  represents  10  mg.  of 
iron  and  one  mg.  of  copper  per  kilo  of  rat 
weight. 
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EDITORIAL 


CONGRESSIONAL  LEGISLATION 

In  the  last  few  years  a great  deal  of 
legislation  has  been  enacted  by  the  Con- 
gress of  the  United  States  and  by  the  leg- 
islatures of  the  various  states  effecting  the 
profession  of  medicine. 

Some  years  ago  the  American  Medical 
Association  created  a bureau  of  legal  med- 
icine and  legislation  and  placed  Dr.  W.  C. 
Woodward  at  the  head  of  it.  This  bureau 
has  been  interested  in  a number  of  matters 
and  particularly  in  the  legislation  before 
Congress  during  the  session  just  closed. 
Among  the  many  measures  which  de- 
manded the  attention  of  the  bureau  the  fol- 
lowing are  the  outstanding  ones: 

1.  An  amendment  to  the  Revenue  Act  in- 
creasing the  narcotic  license  fee  paid  by 
physicians  from  |1.00  to  $3.00  per  year. 
This  the  profession  opposed.  It  failed  to 
pass. 

2.  An  amendment  to  the  Revenue  Act  giv- 
ing physicians  the  privilege  of  deducting 
from  income  tax  returns  expenses  incurred 
in  attendance  on  medical  meetings.  This 
was  favored  by  the  profession.  It  failed  to 
pass. 

3.  An  amendment  to  the  World  War  Vet- 
erans Act  giving  to  the  Veterans  Bureau 
the  sum  of  fifteen  million  dollars  to  be  ex- 
pended in  the  creation  of  additional  hospital 
facilities  under  the  Veterans  Bureau.  This 
bill  was  opposed  by  the  profession  on 
grounds  already  stated.  It  passed. 

4.  The  Tyson-Fitzgerald  bill  which  pro- 
vides for  the  retirement  of  disabled  tem- 
porary officers  of  the  world  war  on  the 
same  basis  as  regular  army  officers.  This 


bill  was  favored  by  the  medical  profession. 
It  passed,  was  vetoed  by  the  President  and 
was  passed  over  his  veto. 

A number  of  other  measures,  such  as  the 
Shepherd-Towner  Act,  etc.,  were  opposed 
by  the  Bureau.  The  results  of  the  efforts 
of  the  medical  profession  expressed 
through  the  Bureau  are  gratifying. 

It  was  strange  that  Congress  should  have 
attempted  to  increase  the  narcotic  license 
tax  when  at  the  same  time  an  attempt  was 
being  made  to  reduce  all  other  federal  taxes. 
It  demonstrates  the  very  urgent  necessity 
for  the  profession  maintaining  an  agency 
which  can  speak  for  it  on  these  questions. 

The  House  of  Delegates  of  the  Tennessee 
State  Medical  Association  at  the  April 
meeting  passed  a resolution  endorsing  the 
Tyson-Fitzgerald  bill.  A copy  of  this  res- 
olution was  forwarded  to  all  members  of 
the  Tennessee  delegation  in  Congress.  It, 
therefore,  is  not  out  of  place  to  discuss 
briefly  the  action  of  the  members  of  Con- 
gress from  Tennessee  on  these  measures. 

In  the  Senate,  Senators  K.  D.  McKellar 
and  L.  D.  Tyson  were  with  the  profession 
on  all  the  measures  above  referred  to.  A 
letter  from  Dr.  W.  C.  Woodward,  dated  June 
2nd,  has  in  it  the  following  statement : “The 
profession  owes  a debt  of  gratitude  to  your 
Senator  McKellar.  In  the  fight  on  the  floor 
of  the  Senate  for  the  adoption  of  the  Rob- 
inson amendment  he  stood  up  nobly  along- 
side with  Senator  Copeland  of  New  York.” 

In  the  House  we  have  no  record  vote  on 
all  the  measures.  Representative  Garrett 
opposed  the  original  passage  of  the  Tyson- 
Fitzgerald  bill.  He  made  a speech  on  the 
floor  of  the  House  in  opposition  to  the  bill. 
There  was  no  record  vote  on  the  original 
passage.  When  the  bill  came  up  for  con- 
sideration after  the  President’s  veto  all  the 
congressmen  from  Tennessee  supported  the 
passage  of  the  bill  except  Garrett,  Hull  and 
Davis. 

Congressman  Garrett  gave  as  one  of  his 
reasons  for  opposing  the  bill  the  fact  that 
the  bill  does  not  provide  for  the  retirement 
of  privates  on  the  same  basis  as  officers. 
Mr.  Garrett  did  not  propose  such  an  amend- 
ment to  the  bill.  He  merely  opposed  the  one 
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measure  that  was  introduced.  Mr.  Gar- 
rett’s logic,  it  seems,  might  be  sound  if  offi- 
cers and  men  were  taken  into  the  army  on 
the  same  basis.  As  we  all  know,  most  of 
the  soldiers  of  the  national  army  were 
drafted.  They  were  between  the  ages  of 
eighteen  and  thirty.  A man  in  draft  age,  if 
he  were  married  and  had  a family  of  de- 
pendents, received  deferred  classification 
and  was  not  taken  into  the  army.  Most  of 
the  doctors  who  volunteered  were  men  of 
families.  Their  ages  ranged  from  twenty- 
one  to  fifty-five.  They  had  not  accumulated 
a large  surplus.  They  received  the  same 
com.pensation  that  was  received  in  1898, 
and,  in  addition,  paid  for  their  war  risk 
insurance  out  of  that  compensation. 

Under  the  compensation  law  a doctor 
who  had  the  rank  of  Captain  during  service, 
who  left  dependents  at  home  when  he  went 
to  service,  and  who  received  injuries  pro- 
ducing permanent  and  total  disability  could 
receive  $100.00  compensation.  This  is  the 
same  amount  that  a private  who  had  no 
dependents  received. 

The  Tyson  bill  does  nothing  but  simple 
justice  to  a group  of  men  who  made  the 
greatest  financial  sacrifice  of  any  group  of 
citizens  who  served  in  the  military  estab- 
lishments during  the  World  War. 

This  discussion  is  given  to  inform  the 
profession  of  the  state  on  matters  of  federal 
legislation  and  as  to  the  action  taken  by 
our  representatives  in  Congress  on  the  va- 
rious measures  affecting  doctors. 


SUBJECT  OF  LIVER  IN  THE  TREAT- 
MENT OF  ANEMIA 
Liver  in  the  treatment  of  anemia,  espe- 
cially pernicious  anemia,  has  become  very 
important.  Since  liver  has  become  so  im- 
portant its  price  has  advanced  to  where  it  is 
almost  prohibitive  to  the  poorer  classes. 

Some  days  ago  we  ran  upon  a brief  dis- 
cussion of  some  work  done  by  Prof.  E.  P. 


Hart  on  this  subject.  The  report  of  the 
work  done  by  Hart  was  made  before  the 
Federation  of  American  Societies  of  Exper- 
imental Biology.  This  whole  subject  is 
considered  of  such  importance  that  we  re- 
quested Dr.  Glenn  E.  Cullen  of  the  Bio- 
chemistry Department  of  Vanderbilt  Uni- 
versity to  make  an  abstract  of  the  report 
of  Dr.  Hart.  Dr.  Cullen  went  one  better 
and  abstracted  several  articles  bearing  on 
the  subject  which  link  up  with  the  work 
done  by  Hart.  We  wish  to  call  these  ab- 
stracts particularly  to  the  attention  of  the 
profession.  They  will  be  found  with  the 
scientific  papers  under  the  heading  “Iron  in 
Nutrition.” 


CONSTITUTION  AND  BY-LAWS 

As  a supplement  to  this  issue  of  the  Jour- 
nal we  are  forwarding  a pamphlet  con- 
taining the  Constitution  and  By-Laws  of  the 
Tennessee  State  Medical  Association  and 
the  Principles  of  Medical  Ethics  as  pub- 
lished in  the  directory  of  the  American 
Medical  Association  for  1927.  The  latter 
has  been  included  in  this  little  publication 
for  several  reasons: 

First.  Our  code  is  seldom  seen  in  print. 
Very  few  doctors  buy  the  directory.  This 
code  is  a wonderful  document.  It  has  come 
down  through  the  ages  and  been  amended 
from  time  to  time,  but  stands  today  as  the 
greatest  protection  the  public  has  against 
quackery  and  commercialism  in  the  pro- 
fession. 

We  would  venture  to  suggest  that  every 
society  in  the  State  give  as  one  number  on 
its  program  during  the  year  the  reading 
of  the  Principles  of  Medical  Ethics.  An  un- 
derstanding of  these  principles  will  pro- 
mote better  fellowship  and  fewer  misunder- 
standings between  doctors. 

It  is  our  firm  conviction  that  no  code  has 
been  more  wisely  drawn  nor  more  diligently 
observed  than  the  Code  of  Medical  Ethics. 
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The  Woman^s  Auxiliary 


The  doctors’  wives  of  the  Knox  County 
Medical  Society  have  organized  a Woman’s 
Auxiliary  to  the  Knox  County  Medical  So- 
ciety. The  following  officers  were  elected: 

President — Mrs.  Oliver  W.  Hill. 
Vice-President — Mrs.  R.  G.  Reaves. 
Secretary — Mrs.  Jesse  C.  Hill. 
Treasurer — Mrs.  Tom  R.  Barry. 


A Radio  Talk  on  Hygeia 
By  J.  F.  Gallagher,  M.  D. 

Nashville,  Tennessee 

Ladies  and  Gentlemen: 

Through  the  courtesy  of  the  National  Life 
and  Accident  Insurance  Company,  which 
owns  and  operates  this  station,  WSM,  this 
talk  has  been  made  possible  and  we  wish, 
first,  to  make  grateful  acknowledgment. 
The  message  we  wish  to  bring  to  you  is  one 
from  the  Woman’s  Auxiliary  to  the  Nash- 
ville Academy  of  Medicine  and  Davidson 
County  Medical  Society;  a body  of  ladies, 
the  wives  of  the  physicians  who  are  mem- 
bers of  the  Davidson  County  Medical  So- 
ciety, who  have  formed  a guild  to  aid  the 
physicians  in  the  promotion  of  individual 
and  community  health.  This  auxiliary  is 
a constituent  part  of  the  state  organiza- 
tion, which  latter  is  a component  unit  of  a 
national  organization,  the  Woman’s  Aux- 
iliary to  the  American  Medical  Association. 

The  American  Medical  Association  is  an 
organization  composed  of  over  ninety  thou- 
sand physicians  residing  in  the  United 
States  and  its  possessions.  Your  family 
physician,  your  surgeon,  your  specialist,  is 
a member  of  this  organization  if  he  is  a 
regular,  licensed  physician  and  of  good 
moral  and  ethical  character.  The  members 
of  your  national,  state  and  county  boards 
of  health  are  members  of  this  organization. 
It  is  the  class  of  doctors  who  were,  or 
are,  eligible  to  membership  in  the  Ameri- 
can Medical  Association  who  have  banished 


yellow  fever,  plague,  cholera,  and  other 
scourges  from  this  country  and  who  are 
waging  a determined  and  successful  battle 
against  typhoid  fever,  small-pox,  malaria, 
and  infectious  diseases  of  infancy  and 
childhood,  and  other  diseases.  No  mem- 
ber of  any  cult,  even  though  this  cult  be 
recognized  by  law,  is  eligible  to  membership 
in  this  organization ; nor  is  any  person  pro- 
fessing to  cure  disease  by  an  individual  sys- 
tem or  specialized  method  eligible.  Not 
that  the  American  Medical  Association 
wishes  to  be  exclusive,  but  that  it  wishes 
to  exclude  the  narrow.  It  should  be  evi- 
dent that  no  one  system  of  healing  is  ap- 
plicable to  all  the  ills  to  which  the  human 
flesh  is  heir.  The  regular  practitioner  of 
medicine  avails  himself  of  any  and  all  meth- 
ods for  the  alleviation  of  suffering  and  cur- 
ing disease,  if  those  methods  have  a ra- 
tional basis. 

It  is  the  wives  of  these  physicians  who 
compose  the  membership  of  this  Auxiliary. 
The  Davidson  County  unit  believes  that  its 
immediate  efforts  can  best  be  spent  in  an 
attempt  to  have  more  people  know  more  of 
themselves.  Nothing  is  more  precious  than 
life  and  nothing  makes  life  more  worth  liv- 
ing than  health.  Ignorance  is  perhaps  the 
greatest  cause  of  premature  death.  Ask 
yourself  how  much  you  know  of  the  struc- 
ture or  function  of  your  body.  What  do 
you  know  of  the  nutritional  value  of  foods? 
What  of  ventilation  and  lighting  of  your 
homes?  Have  you  not  only  a hazy  concep- 
tion of  germs?  Do  you  not  take  remedies 
for  your  ailments,  the  cause  of  which  you 
have  not  the  slightest  intelligent  conception, 
and  the  composition  of  which  alleged  reme- 
dies no  one  knows,  not  even  your  family 
physician?  These  questions  may  well  be 
pondered  over  not  only  by  the  uninformed 
but  by  those  who  have  been  called  learned. 
The  adage,  “Know  Thyself,”  is  as  important 
to  health  as  it  is  to  character. 

It  would  be  an  unusual  individual  indeed 
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who  would  take  up  the  study  of  anatomy, 
physiology,  bacteriology,  therapeutics,  and 
the  other  branches  of  medical  science  to  the 
end  that  he  may  have  a reasonable  knowl- 
edge of  his  body  in  health  and  disease.  At 
the  present  time  this  is  as  unnecessary  as 
it  is  improbable.  Realizing  the  need  and 
the  demand  on  the  part  of  the  public  for 
authoritative  information  regarding  them- 
selves in  respect  to  health  and  disease,  the 
American  Medical  Association,  a few  years 
since,  launched  a magazine  known  as  Hygeia 
(spelled  (H-Y-G-E-I-A) . It  is  the  purpose 
of  the  founders  of  this  magazine  to  pub- 
lish articles  written  by  known  authorities 
on  health  and  allied  topics  as  related  both 
to  the  individual  and  the  community.  These 
articles  are  written  in  a pleasing  style,  so 
as  to  be  easily  understood  by  anyone.  They 
cover  the  whole  field  of  medicine  and  sur- 
gery and  the  specialties  as  well  as  public 
health  problems,  and  what  you  read  in  the 
pages  of  Hygeia  you  can  be  confidently  as- 
sured comes  from  the  highest  scientific 
sources.  Under  the  able  editorship  of  Dr. 
Morris  Fishbein,  who  is  also  editor  of  Jour- 
nal of  the  American  Medical  Association, 
Hygeia  has  greatly  and  steadily  increased 
its  circulation.  It  may  be  found  on  most 
news  stands,  in  the  reading  rooms  of  public 
libraries  and  clubs  as  well  as  in  doctors’ 
offices  and  homes.  Nurses’  Training 
Schools  are  using  it  as  collateral  reading 
and  many  high  schools  and  colleges  are 
recommending  it  in  their  courses  in  hy- 
giene. 

The  impression  should  not  be  gained  that 
Hygeia  is  an  unattractive  magazine,  filled 
with  dull  reading  matter.  Quite  the  con- 
trary. The  magazine  is  attractive  to  the 
eye  and  its  contents  entertaining  and  in- 
structive. And  it  matters  not  what  topic 
is  dealt  with  there  need  be  not  the  slightest 
fear  of  any  proprieties  being  transgressed, 
for  it  must  be  remembered  that  this  maga- 
zine is  sponsored  by  your  family  physician. 

Another  attractive  feature  of  Hygeia  is 
its  advertising  pages.  Every  advertisement 
is  given  the  closest  scrutiny  (both  as  to  the 
reliability  of  the  firm  and  the  truthfulness 


of  the  claims)  by  the  advertising  manage- 
ment of  Hygeia  before  it  is  allowed  to  ap- 
pear in  the  magazine.  If  it  is  advertised  in 
Hygeia  it  is  dependable. 

Hygeia  is  issued  monthly  and  the  sub- 
scription price  is  $3.00  per  year,  payable  in 
advance.  As  a business  proposition,  the 
magazine  has  not  as  yet  been  a profitable 
enterprise.  The  deficit  is  being  borne  by 
the  American  Medical  Association  as  a part 
of  the  moneys  expended  by  that  organiza- 
tion to  give  the  people  better  doctors,  bet- 
ter health  and  longer  life.  The  Woman’s 
Auxiliaries  are  not  interested  even  to  the 
slightest  degree  in  a financial  way.  They 
are  giving  their  services  freely  and  gladly 
with  only  the  hope  of  being  in  some  meas- 
ure helpful  in  aiding  their  husbands  to 
continue  the  traditions  of  their  profession 
in  the  alleviation  of  suffering  and  disease, 
and  the  prolongation  of  life. 

Those  desiring  to  subscribe  to  Hygeia 
(spelled  H-Y-G-E-I-A)  may  send  $3.00  to 
Mrs.  Rogers  Herbert  (R-O-G-E-R-S  H-E-R- 
B-E-R-T),  Chairman  of  the  Committee  on 
Hygeia  of  the  Woman’s  Auxiliary  of  the 
Davidson  County  Medical  Society,  or  to  this 
station,  WSM,  The  National  Life  and  Ac- 
cident Insurance  Company,  Nashville,  Tenn. 
Your  remittance  will  be  promptly  acknowl- 
edged and  the  forthcoming  issue  of  the  mag- 
azine mailed  you. 

Read  Hygeia  regularly  for  better  health 
and  longer  life. 
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Dr.  W.  E.  Harwell,  aged  fifty-two 
years,  died.  May  19,  of  apoplexy  at  his  home 
at  Frankewing.  Dr.  Harwell  graduated 
from  Vanderbilt  Medical  School  in  1901. 


Dr.  Vernon  C.  Lane,  thirty-nine,  of 
Knoxville,  died  May  26.  Dr.  Lane  gradu- 
ated from  the  medical  department  of  Lin- 
coln Memorial  University,  Knoxville,  in 
1908,  and  was  licensed  to  practice  in  the 
same  year. 
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DR.  W.  W.  GRAHAM 

Dr.  W.  W.  Graham  died  at  his  home  at 
Arno,  in  Williamson  County,  on  May  23, 
1928,  of  pneumonia  following  influenza. 

He  was  born  October  5,  1868,  took  his 
medical  degree  at  Vanderbilt  in  1898,  was 
a charter  member  of  the  Williamson  Coun- 
ty Medical  Society;  was  a member  of  the 
Middle  Tennessee  Medical  Association,  as 
well  as  the  State  Association. 

Dr.  Graham  was  held  in  the  highest  es- 
teem by  his  medical  associates,  and  was 
most  dearly  beloved  by  every  man,  woman 
and  child  of  his  community,  where  he  did 
a most  extensive  practice,  never  sparing 
himself  when  duty  called. 

— K.  S.  Howlett,  M.D. 
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REGULAR  MEETINGS  OF  COUNTY 
SOCIETIES 

Anderson  County — First  Monday  of  each 
month  at  2 p.m.  in  Clinton,  Tenn. 

Bedford  County — Third  Thursday  of 
each  month  at  2 p.m.,  Shelbyville,  in  Dr. 
Ray’s  office. 

Blount  County — Every  Thursday,  8 p.m.. 
First  National  Bank  Building,  Maryville. 

Bradley  County— First  and  third  Thurs- 
days of  each  month,  7 p.m.,  at  the  court- 
house, office  of  county  health  officer. 

Carroll-Weakley-Benton-Henry  Counties 
— Every  second  Tuesday  at  McKenzie. 

Coffee  County — First  Thursday  of  each 
month. 

Davidson  County — Every  Tuesday,  8 
p.m..  Doctors’  Building,  Nashville. 

Dyer-Crockett-Lake-Obion  Counties  — 
First  Thursday  of  each  month. 

Fayette-Hardeman — First  Thursday  in 
each  month. 

Franklin  County — Last  Friday  in  each 
month  at  Winchester. 

Greene  County — -First  Monday  of  each 
month,  11  a.m..  First  National  Bank  Build- 
ing, Greeneville. 


Hamilton  County — Each  Thursday,  8 
p.m..  Manufacturers’  Association,  815 
Broad  Street,  Chattanooga. 

Hardeman  County — First  Tuesday  in 
January,  April,  July  and  October,  Bolivar. 

H a r d i n-Lawrence-Lewis-Perry- Wayne 
Counties — Last  Tuesday  of  each  month. 

Haywood  County — Last  Tuesday  of  each 
month.  Brownsville,  7 p.m. 

Jackson  County — First  Friday  of  each 
month  at  the  courthouse,  Gainesboro. 

Knox  County— Every  Tuesday,  8 p.m.,  at 
Society  Hall  Medical  Building,  Knoxville. 

Lauderdale-T  i p t o n Counties— Second 
Thursday  of  each  month. 

Marshall  County— Every  fourth  Thurs- 
day; Lewisburg. 

McMinn  County — Every  second  Thurs- 
day, 2 p.m.,  in  Athens. 

Macon-Clay- Jackson  — First  Wednesday 
of  each  month. 

Madison  County — First  and  third  Tues- 
day, 8 p.m.,  at  Y.  M.  C.  A.  Building,  Jack- 
son. 

Roane  County— First  and  third  Tuesday, 
1 p.m.,  at  the  Red  Cross  Rooms,  Harriman. 

Robertson  County — Third  Tuesdays  of 
each  month. 

Sevier  County — First  Monday  of  each 
month,  7 :30  p.m..  Central  Hotel,  Sevierville. 

Shelby  County — First  and  third  Tuesdays 
Medical  Arts  Building,  Memphis. 

Warren  County — First  Wednesday  of 
each  month,  1 :30  p.m..  First  Trust  Co.,  Mc- 
Minnville. 

Washington  County— Second  Thursday 
of  each  month,  at  noon.  Hotel  John  Sevier, 
Johnson  City. 

Williamson  County— Second  Tuesday  of 
each  month. 

Wilson  County — First  Wednesday  of  each 
month,  10 :30  a.m.,  at  Lebanon. 


The  Five-County  Medical  Society — The 
Hardin-Lawrence-Lewis-Perry  and  Wayne 
Counties  Medical  Society  continues  to  work 
overtime  in  supplying  its  members  with  in- 
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teresting  programs.  The  combining  of  sev- 
eral counties  into  one  society  has  worked 
exceedingly  well  in  this  case,  and  we  are 
sure  that  other  county  societies  would  profit 
by  combining  with  their  neighbors. 

Here  are  the  papers  read  at  the  Waynes- 
boro meeting  held  May  29; 

“Typhoid  Fever  Prevention” — Dr.  E.  M. 
Culp,  Clifton,  discussed  by  Dr.  0.  H.  Wil- 
liams, Savannah. 

“Importance  of  Full  Time  Health  Work 
in  Tennessee” — Dr.  W.  K.  Sharp,  Nashville, 
discussed  by  Dr.  H.  C.  Boyd,  Waynesboro. 

“Cancer  of  Colon  and  Rectum  Diagnosis 
and  Treatment” — Dr.  W.  D.  Haggard, 
Nashville,  discussed  by  Dr.  G.  C.  William- 
son, Columbia. 

“Early  Diagnosis  and  Management  of 
Prostatic  Disease” — by  Dr.  Paul  Faucett, 
Columbia,  discussed  by  Dr.  T.  J.  Stockard, 
Lawrenceburg. 

“Dentistry  as  a Medical  Specialty” — Dr. 
J.  J.  Reavis,  Lawrenceburg,  discussed  by 
Dr.  J.  W.  Danley,  Lawrenceburg. 

“Inebriety  and  Treatment” — Dr.  Noah 
Danley,  St.  Joseph,  discussed  by  Dr.  C.  C. 
Hardison,  Iron  City. 


Roane  County — The  Roane  County  Medi- 
cal Society  met  in  the  City  Hall,  May  22. 
Those  attending  from  Rockwood  were  Drs. 
J.  M.  Clack,  T.  T.  Bowman  and  G.  E.  Wil- 
son; from  Kingston,  Drs.  J.  C.  Fly  and 
G.  P.  Zirkle;  from  Oliver  Springs,  Drs.  J.  J. 
Waller  and  A.  K.  Shelton ; from  Harriman, 
Drs.  J.  B.  Cross,  F.  A.  Neergaard  and 
W.  W.  Hill. 

Dr.  Capps,  of  Knoxville,  was  an  invited 
guest,  and  read  an  interesting  paper  on 
“Tubercular  Laryngitis.”  Dr.  Waller  made 
a talk  on  “The  Diseases  We  Know  Little 
About,  including  Pellagra  and  Cancer.”  In- 
teresting clinics  were  presented  and  it  was 
reported  to  have  been  a very  profitable 
meeting  altogether. 


Sullivan  and  Johnson  County — At  a meet- 
ing of  the  Sullivan- Johnson  Society,  on  May 
4,  Dr.  W.  K.  Vance,  veteran  physician  of 
Bristol,  read  a history  of  the  medical  pro- 


fession in  Sullivan  County.  A large  and 
appreciative  audience  heard  the  paper, 
which  was,  upon  motion,  made  a permanent 
record  for  the  society. 

Drs.  Reed,  of  Kingsport,  and  Stout,  of 
Bristol,  reported  the  state  meeting  at  Nash- 
ville. 

A committee  of  five  was  appointed  to  ad- 
vise and  confer  when  necessary  with  the 
newly-organized  Sullivan  County  Health 
Unit. 


Knox  County — Dr.  Howard  A.  Kelly,  of 
Baltimore,  gave  a splendid  address  on  “The 
History  and  Progress  of  Surgery,”  May  15, 
at  a dinner  given  by  the  Knox  County  Med- 
ical Society  at  Whittle  Springs. 

Other  papers  during  the  month  were  en- 
titled “Caesarean  Section,”  by  Dr.  William 
A.  Boies,  with  Dr.  E.  G.  Wood  opening  dis- 
cussion. 

“Vitamins  and  Their  Relation  to  Thera- 
peutics,” by  Dr.  Joe  T.  Smith.  Dr.  Wil- 
liam R.  Cross  opened  discussion. 

“Acute  Respiratory  Infections,”  by  Dr. 
A.  L.  Rule,  and  Dr.  R.  M.  Young  to  open 
the  discussion. 


Dyer  County — On  May  4,  Dr.  James  F, 
Cooper,  Medical  Director  of  the  Clinical  Re- 
search Department,  American  Birth  Con- 
trol League,  of  New  York  City,  was  the 
speaker  before  the  regular  session  of  the 
Dyer  County  Medical  Society. 


Robertson  County — Robertson  County 
Medical  Society  met.  May  15,  in  the  Bache- 
lor Club  rooms  in  the  Bell  Building.  A 
number  of  important  matters  were  dis- 
cussed and  talks  were  made  by  several  doc- 
tors who  were  visitors.  All  of  the  Robert- 
son County  physicians  were  present  at  the 
meeting. 


Obion  County — Good  reports  come  from 
Union  City  about  the  meeting  of  the  Obion 
County  Medical  Society,  held  May  28.  Six- 
teen of  the  nineteen  members  were  present, 
and  two  visitors,  Drs.  Lipscomb,  of  Mem- 
phis, and  Moore,  of  Tiptonville,  in  addition 
to  the  two  visitors  who  were  on  the  pro- 
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gram.  The  program  given  was  instructive 
and  interesting.  The  titles  of  the  papers 
were:  “The  Diarrhea  of  Acute  Intestinal 
Indigestion”  “Treatment  of  Fracture  of 
Femur,”  “The  Use  of  Mechanical  and  Physi- 
cal Agents  in  Treating  Skin.” 


Davidson  County — In  addition  to  many 
interesting  case  reports,  the  Nashville  Acad- 
emy of  Medicine  and  Davidson  County  Med- 
ical Society  heard  the  following  papers  in 
May: 

“Massive  Collapse  of  the  Lung” — Dr. 
I.  A.  Bigger;  discussed  by  Dr.  S.  T.  Ross. 

“The  Displaced  Uterus” — Dr.  J.  F.  Gal- 
lagher; discussed  by  Dr.  W.  C.  Dixon. 

“Lipiodol  in  Chest  Diagnosis” — Dr.  H.  E. 
Johnson;  discussed  by  Dr.  C.  C.  McClure. 

“The  Spleen”— Dr.  F,  B.  Dunklin;  dis- 
cussed by  Dr.  0.  N.  Bryan. 
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The  Knox  County  Medical  Society  has 
expelled  Dr.  J.  Victor  Henderson  from  its 
membership  and  Dr.  B.  V.  Howard  has 
been  suspended. 


Dr.  G.  D.  Lequire  has  been  elected  chief 
of  staff  for  the  Mountain  Sanitarium,  the 
new  tuberculosis  hospital  for  children  at 
Maryville. 


Dr.  Earle  C.  Ford,  of  Devonia,  has 
opened  offices  in  Knoxville  and  his  practice 
will  be  limited  to  Proctology. 


Dr.  Percy  W.  Toombs,  of  Memphis,  was 
on  the  program  of  the  Surgical  Section  of 
the  Illinois  State  Medical  Association  at  the 
Annual  Meeting  last  month.  Dr.  Toombs’ 
subject  was  “Abuse  of  the  Caesarean  Sec- 
tion.” 


Dr.  J.  J.  Durrett,  formerly  of  the  City 
Board  of  Health  of  Memphis,  has  been  ap- 
pointed chief  of  the  drug  control  division  of 
the  Department  of  Agriculture.  He  will 
have  headquarters  in  Washington,  D.  C. 


Recent  newspaper  reports  inform  us  that 
Dr.  J.  Walter  McMahan  has  resigned  on 
account  of  ill  health.  Dr.  McMahan  has 
been  medical  director  of  the  Aluminum 
Company  of  America  for  eleven  years.  He 
is  a past  president  of  the  East  Tennessee 
Medical  Association  and  has  held  other  of- 
fices of  trust  in  organized  medicine.  We 
join  his  many  friends  in  hoping  that  he 
may  soon  recover  completely. 


Dr.  David  Salmon  has  located  in  Knox- 
ville. He  will  have  an  office  with  his  uncle, 
Dr.  V.  D.  Holloway. 


Dr.  Henry  K.  Cunningham  is  doing  some 
special  work  in  the  Eastern  Hospital,  pre- 
paratory to  opening  an  office  in  Knoxville, 
limiting  his  practice  to  ear,  eye,  nose  and 
throat. 


The  new  contagious  hospital,  a unit  of 
the  Knoxville  General  Hospital,  has  been 
completed  and  is  ready  to  receive  patients. 


Good  Advice  from  Knox  County 
The  following  paragraph  is  quoted  from 
one  of  the  weekly  notices  sent  by  Dr.  Jesse 
C.  Hill  to  all  the  members  of  the  Knox 
County  Medical  Society:  “Be  sure  to  read 
your  state  medical  journal  and  remember 
those  who  advertise  in  it.” 


An  Error 

The  Editor  is  glad  to  make  an  apology 
for  an  error  in  the  May  issue  of  the  Jour- 
nal. It  is  found  on  page  13  in  the  last  four 
lines  of  the  discussion  of  Dr.  Manier’s  pa- 
per by  Dr.  Stewart  Roberts,  of  Atlanta. 
This  discussion  was  run  just  as  the  reporter 
gave  it.  The  corrections  by  Dr.  Roberts  did 
not  reach  the  office  in  time  to  be  included 
in  this  issue.  The  last  four  lines  should 
read  as  follows : “We  should  read  that  great 
monograph  of  Canby  Robinson’s  on  Digi- 
talis. He  is  the  greatest  authority  on  digi- 
talis and  is  here  with  us  today.” 
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American  Association  for  the  Study  of 
Goiter 

With  the  multiplicity  of  medical  societies 
and  their  increasing  activities,  it  is  ex- 
tremely interesting  to  note  the  establish- 
ment of  an  Association  for  the  Study  of 
Goiter.  The  program  of  the  next  meeting, 
which  will  be  held  in  Denver,  Colo.,  June 
18-20,  shows  a number  of  the  most  distin- 
guished clinicians,  endocrinologists,  sur- 
geons and  internists  who  are  attacking  this 
problem  from  various  viewpoints  and  solv- 
ing it  surgically  in  a most  successful  man- 
ner. Many  of  the  large  clinics  and  men 
who  are  especially  interested  in  this  im- 
portant disease  and  its  ramifications  are 
listed  on  the  program. 

A special  Journal  of  Endocrinology  pub- 
lishes the  transactions  of  this  association, 
together  with  all  the  literature  in  condensed 
form  on  this  important  subject.  It  is  one 
of  the  most  welcome  exchange  journals  that 
come  to  this  office  and  is  also  on  file  at  Van- 
derbilt Library  and  many  private  libraries. 
The  whole  subject  of  the  endocrine  system 
is  being  investigated  with  a great  deal  of 
interest  and  gratifying  scientific  and  prac- 
tical results.  It  is  in  pleasing  contrast  to 
certain  would-be  pseudo-scientific  labora- 
tories, so-called,  that  advertise  extensively 
and  undertake  to  treat  the  most  delicate 
disease  processes  by  pseudo-scientific  means 
that  are  not  yet  approved  by  the  type  of 
men  on  the  appended  program. 


ANNUAL  MEETING  TENNESSEE 
ASSOCIATION  OF  RAILROAD 
SURGEONS 

The  Railway  Surgical  Section  of  the  Ten- 
nessee Medical  Association  met  in  Room 
301,  Hotel  Andrew  Jackson,  at  10  A.M., 
April  10,  1928.  Minutes  of  previous  meet- 
ing were  read  by  the  Secretary  and  adopted, 
and  without  preliminaries  the  Chairman, 
Dr.  H.  B.  Everett,  of  Memphis,  took  the 
floor  and  read  an  excellent  paper  on  the 
subject  “Importance  of  Periodic  Physical 
Examination  of  Railway  Employes,” 

’'The  record  of  the  proceedings  of  this  section 
was  not  received  in  time  to  be  published  in  the 
April  Journal. 


which  paper  was  well  received  and  elicited 
an  extensive  discussion.  Dr.  Duncan  Eve, 
Jr.,  was  called  to  the  chair  and  presided 
during  the  reading  and  discussion  of  this 
paper. 

Dr.  C.  D.  Robbins  was  then  called  to  the 
floor  and  read  a very  scientific  paper  on 
the  subject  of  “Shock.”  Dr.  Edward  T. 
Newell  was  next  called  and  presented  a pa- 
per on  the  subject  “Skeletal  Traction”  and 
demonstrated  the  apparatus  for  applying 
same,  which  discussion  was  closed  by  Dr. 
Duncan  Eve,  Jr.  Dr.  Arthur  Porter,  Mem- 
phis, was  then  called  and  read  an  excellent 
paper  on  “Gas  Gangrene.”  This  paper  was 
well  received  and  well  discussed.  Dr.  J.  M. 
Clack,  of  Rockwood,  was  then  called  and 
read  a very  practical  paper  on  “First  Aid 
to  the  Injured,”  which  was  discussed  by  sev- 
eral of  the  members.  Dr.  R.  H.  Newman, 
of  Knoxville,  was  next  called  and  delivered 
an  address  on  “Eye  Injuries,”  which  was 
well  received  and  brought  a splendid  dis- 
cussion. 

After  this  program  was  finished,  the 
Chairman  declared  election  of  officers  in 
order,  result  of  which  was;  Dr.  Duncan 
Eve,  Jr.,  Nashville,  Chairman;  Dr.  Britt 
Burns,  Memphis,  Vice-Chairman;  Dr.  A.  F. 
Richards,  Sparta,  Secretary;  Dr.  Edward 
T.  Newell,  Chattanooga,  Delegate  to  Rail- 
way Surgeons  Association,  and  Dr.  Hilliard 
Wood,  Bell  Buckle,  Alternate  Delegate. 

There  were  about  forty  members  pres- 
ent. The  papers  were  good  and  the  dis- 
cussions lively.  There  appearing  no  fur- 
ther business,  the  meeting  adjourned  in 
regular  order. 

H.  B.  Everett,  Chairman. 

A.  F.  Richards,  Secretary. 


GLEANINGS 


“PERIODIC  HEALTH  EXAMINATION”* 
(Article  I) 

Because  of  the  growing  interest  in  the 
periodic  health  examination  movement,  the 
Bureau  of  Publicity  of  the  Indiana  State 

*This  article  'was  prepared  by  the  Bureau  of 
Publicity  of  the  Indiana  State  Medical  Association. 
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Medical  Association  has  prepared  a series 
of  four  bulletins  dealing  with  the  definition, 
history,  object,  necessity,  methods,  difficul- 
ties, results  and  the  growing  success  of  the 
movement. 

This  first  article  explains  what  the 
periodic  health  examination  movement  is 
and  tells  something  about  the  history  of  the 
periodic  health  examination  movement  and 
the  attitude  of  the  medical  profession  in 
regard  to  it: 

Periodic  physical  examinations  of  all 
persons  have  been  recommended  by  pro- 
gressive physicians  for  many  years.  The 
original  suggestion  seems  to  have  been 
made  more  than  a half  century  ago,  but 
only  recently  has  the  movement  received 
the  impetus  which  promises  to  make  it  a 
real  and  important  factor  in  the  develop- 
ment of  the  nation.  Periodic  health  exami- 
nations for  life  insurance  companies  were 
suggested  about  1870  by  a Dr.  Dobell  in 
England,  and  Dr.  Bares,  a French  hygien- 
ist, urged  them  twenty  years  ago.  In  1909 
Dr.  Burnside  Foster  submitted  to  the  As- 
sociation of  Life  Insurance  Medical  Di- 
rectors a definite  plan  of  life  conservation 
which  included  a recommendation  for  peri- 
odic physical  examinations  every  five  years. 
The  American  Medical  Association,  repre- 
senting the  organized  profession,  went  on 
record  in  1922  and  again  in  1923  as  favor- 
ing periodic  medical  examinations  of  the 
apparently  healthy. 

Importance  of  prenatal  examinations,  ex- 
amination of  infants  and  school  children 
has  long  been  admitted.  The  benefits  of 
army  and  insurance  examinations  have 
long  been  known.  The  time  has  come  to 
pay  some  attention  to  the  average  indi- 
vidual who  does  not  feel  quite  up  to  snuff 
but  considers  himself  generally  well,  and 
for  that  reason  physical  health  examina- 
tions are  being  urged  for  the  average  man. 
The  army  draft  during  the  World  War  is 
the  only  real  national  physical  examination 
which  this  country  ever  has  had  and  by 
applying  the  basic  principles  used  in  the 
army  examination,  physicians  claim  that 
anyone  can  be  helped  by  wise,  scientific  ad- 
vice to  reach  his  normal  expectancy  of  life. 


A health  examination  is  a thorough  physi- 
cal and  mental  appraisal  of  the  individual 
by  a competent  doctor  of  medicine  to  ascer- 
tain physical  and  mental  impairments  and 
faulty  habits  with  a view  to  their  correc- 
tion. It  is  a survey — an  audit  of  one’s  physi- 
cal assets  and  liabilities.  Nowadays  we 
find  people  coming  to  physicians  in  increas- 
ing numbers  to  have  an  estimate  of  their 
state  of  health  and  for  specific  advice  to 
avoid  the  disabilities  of  advancing  years. 

The  importance  of  periodic  health  ex- 
aminations has  not  been  fully  grasped  even 
by  some  members  of  the  medical  profession. 
Occasionally,  a physician  when  called  upon 
to  make  a periodic  health  examination  is 
busy  and  inclined  to  tell  the  patient  he  is 
all  right  and  has  nothing  to  prescribe  for 
him,  whereas  the  patient  called  for  a per- 
sonal check-up  on  his  condition  as  a mat- 
ter of  bodily  bookkeeping  and  not  because 
of  illness. 

Doctors  are  busy  men  and  universally 
prefer  to  examine  patients  who  have  some 
known  actual  ailment.  In  order  to  over- 
come this,  the  American  Medical  Associa- 
tion has  issued  a manual  prepared  by  lead- 
ing physicians  giving  in  detail  an  up-to-date 
method  of  physical  examination.  It  also 
has  prepared  standard  forms  for  the  use 
of  physicians.  The  health  examination 
aims  to  omit  no  details  and  for  the  purpose 
of  uniform  and  complete  examinations, 
these  forms  are  available  for  all  physi- 
cians. The  scheme  makes  the  intelligent 
family  doctor  an  adviser  in  health  as  well 
as  a physician  in  illness. — Journal  Indiana 
State  Medical  Association. 


WHAT  IS  ONE  MAN’S  MEAT  IS  AN- 
OTHER MAN’S— SALVATION 
A commentary  on  the  intelligence  of 
many  who  pride  themselves  upon  keeping 
informed  about  new  medical  discoveries  is 
found  in  the  increase  in  the  general  de- 
mand for  liver.  Authorities  have  an- 
nounced that  while  liver  has  great  value 
in  the  treatment  of  peimicious  anemia,  it 
has  no  particular  value  for  the  diet  of  a 
healthy  person.  Yet  such  is  the  enthusiasm 
for  new  dietary  suggestions  that  liver  is 
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now  a fad,  and  those  who  really  need  it 
must  pay  extra  price  because  of  its  scar- 
city.— Medical  Progress,  March,  1928. 


EXPERT  TESTIMONY 

Even  members  of  the  medical  profession 
are  beginning  to  be  decidedly  skeptical  of 
the  value  of  the  testimony  of  alienists  in 
criminal  trials.  Evidence  of  this  revolt 
against  the  alienists  is  contained  in  a reso- 
lution recently  adopted  by  the  Jackson 
County  Medical  Society,  an  organization 
composed  largely  of  Kansas  City,  Mo., 
physicians.  The  society  not  ony  doubts  the 
value  of  evidence  of  this  character  but  it 
has  announced  that  it  will  take  drastic  ac- 
tion against  its  members  who  lend  their 
services  in  aid  of  murderers  in  efforts  to 
prove  their  insanity  pleas. 

For  some  time  the  general  public  has 
been  rather  dubious  of  the  value  of  expert 
evidence  in  trials  where  the  slayer  inter- 
poses a plea  of  insanity  or  mental  irrespon- 
sibility. It  is  a common  practice  for  these 
experts  with  equal  opportunities  for  know- 
ing the  facts  and  appraising  the  mental  at- 
titude of  the  defendant  to  appear  as  oppos- 
ing witnesses  and  be  equally  positive  in  their 
statements.  This  contradictory  evidence 
frequently  confuses  the  jury  and  makes  for 
the  miscarriage  of  justice.  There  have  been 
times  when  evidence  of  this  character  ac- 
tually brought  discredit  upon  a great  pro- 
fession. It  is  this  situation  that  has 
aroused  the  Kansas  City  physicians. 

Of  course,  mere  denunciation  of  the  alien- 
ists would  get  us  nowhere.  There  are 
times  and  cases  where  it  is  absolutely  neces- 
sary in  the  administration  of  justice  to 
know  the  mental  state  of  a defendant. 
Competent  advisors  must  pass  upon  so  im- 
portant an  issue.  To  meet  this  situation 
the  Jackson  County  Society  makes  this  sane 
and  sensible  suggestion: 

“That  when  a plea  of  insanity  is  offered 
in  a criminal  case,  the  defendant  should  be 
taken  before  a commission  of  three  compe- 
tent alienists,  this  commission  to  be  a per- 
manent one  authorized  by  law  or  appointed 
by  a trial  judge  for  the  purpose  of  making 


an  examination  and  paid  by  the  state.  Their 
report  should  be  made  to  the  state,  and  if 
demand  is  made  by  either  attorney  the  re- 
port should  be  made  in  the  presence  of  the 
jury  hearing  the  case.  If  the  jury  is  pres- 
ent at  the  time  the  report  is  made  the  com- 
mission should  be  questioned  only  by  the 
trial  judge  and  not  by  either  of  the  attor- 
neys.” 

Some  method  like  this  must  be  adopted 
for  determining  the  sanity  of  criminals  or 
our  whole  system  of  administering  justice 
is  going  to  be  discredited.  There  has  never 
been  a more  flagrant  or  outrageous  mis- 
carriage of  justice  than  in  the  case  of  the 
notorious  Remus. — Nashville  Tennessean. 


THE  WAR  ON  CANCER 

Dr.  William  S.  Bainbridge,  of  New  York, 
in  a paper  read  before  a gathering  of  physi- 
cians and  surgeons  in  Detroit,  called  at- 
tention to  what  he  described  as  excessive 
fear  of  cancer  on  the  part  of  the  public. 
Besides  being  an  acknowledged  authority 
in  this  field,  the  doctor  has  been  an  inde- 
fatigable worker  in  anti-cancer  educational 
campaigns,  and  he  knows  whereof  he 
speaks  when  he  says  that  undue  dread  of 
the  disease  may  do  more  harm  than  good. 

The  ravages  caused  by  cancer  furnish 
medical  science  with  one  of  its  gravest  prob- 
lems. Beyond  the  knowledge  that  in  a 
striking  proportion  of  cases  early  detection 
and  surgery  result  in  cure,  human  ingenu- 
ity has  met  with  little  more  than  bafflement 
in  its  efforts  to  discover  a remedy.  For 
this  reason  responsible  medical  men  can 
only  deplore  all  attempts  tending  to  mini- 
mize the  seriousness  of  the  disease  to  the 
popular  mind. 

At  the  same  time,  statistical  surveys  cov- 
ering a number  of  years  indicate  that  the 
educational  crusade  against  cancer  mortal- 
ity has  made  some  gains.  Progress  has 
been  slight,  it  is  true,  but  panic  is  unjusti- 
fied; the  need  is  for  continued  alertness. 
Annual  cancer  weeks  and  other  educational 
methods  designed  to  rouse  popular  interest 
in  the  prevention  and  treatment  of  the  dis- 
ease have  been  beneficent  factors.  If  they 
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have  unavoidably  incited  fear  in  some  in- 
dividuals, they  have  caused  others  among 
the  afflicted  to  seek  prompt  diagnosis  by 
qualified  physicians.  Enlightenment  is  bet- 
ter when  a disease  must  be  fought  than 
would  be  ignorance  and  apathy. — Hough- 
ton, Mich.,  Mining  Gazette. 


BOOKS  RECEIVED 

Pelouze’s  Gonococcal  Urethritis. 

Folklore  of  the  Teeth,  by  Leo  Kanner. 

The  Glands  Regulating  Personality , by 
Louis  Berman,  M.D. 


BOOK  REVIEWS 


PHYSICAL  DIAGNOSIS.  By  Charles  Phillips 

Emerson,  M.D.  Printed  by  J.  B.  Lippincott  Co. 

Medical  diagnosis  is  always  of  first  importance. 
For  a definite  conclusion  one  must  have  a clear 
knowledge  of  physical  examination,  and  physical 
diagnosis.  Dr.  Emerson’s  physical  diagnosis  has 
points  of  interest  in  particular  that  I wish  to 
point  out. 

The  index  is  very  extensive,  precise,  and  easily 
comprehended. 

The  form  that  is  used  to  approach  this  subject. 


together  with  the  bold  headings,  is  such  that 
makes  interesting  reading,  and  is  practically  al- 
ways to  the  point. 

The  demonstrations  that  are  made  by  illustra- 
tions are  very  unique,  and  deserve  praise.  The 
cuts  are  of  prime  interest,  and  rare  indeed. 

In  general  the  book  is  interesting,  easily  com- 
prehended, and  an  excellent  reference  book. 

— Dewey  Foster,  M.D. 


PRACTICE  OF  MEDICINE.  A Manual  for  stu- 
dents and  practitioners.  By  Hughes  Dayton, 
M.D.  Fifth  Edition.  12  Mo.  340  Pages.  Lea 
& Febiger — $2.25,  cloth. 

The  value  of  this  book  is  in  the  brief,  clear- 
cut  descriptions  it  contains.  However,  its  physical 
limitations  cause  many  subjects  to  be  omitted  or 
treated  so  as  to  be  of  little  value  to  the  general 
practitioner.  For  example,  two  diseases,  Vincent’s 
and  Tularemia,  though  omitted,  are  attracting 
some  attention  at  present.  The  author  still  advo- 
cates the  scratch  method  of  vaccination  for  small 
pox,  and  does  not  mention  the  multiple  pressure 
method.  Then  relapsing  fever  might  well  be 
omitted  because  of  its  rarity,  but  if  included,  it  is 
an  error  to  say  that  the  spirillum  of  Obermeier 
is  found  in  the  blood  only  during  the  paroxysms.  A 
careful  study  of  the  blood  between  the  paroxysms 
will,  in  most  if  not  all  cases,  reveal  the  presence 
of  the  spirillum. 


— W.  M.  Hardy,  M.D. 
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CLINICAL  PATHOLOGY 

By  R.  H.  Monger,  M.D. 

Medical  Building,  Knoxville 


Use  of  Alcohol  as  Standard  Gastric  Test  meal, — 

G.  Cheney — Cal.  & Western  Medicine,  April, 

1928. 

The  author  used  alcohol  as  a standard  gastric 
test  meal  similar  to  that  of  any  other  test  meal. 
Early  in  the  morning,  after  twelve  hours  fasting, 
a Rehfuss  tube  is  passed  and  all  the  stomach  con- 
tents are  removed.  The  meal  consisting  of  700 
cc.  of  7 per  cent  alcohol  is  injected  into  the 
stomach  through  the  tube  and  samples  are  with- 
drawn at  30  minute  intervals  up  to  one  and  one 
one-half  hours  after  the  meal.  The  advantages 
are,  there  is  no  stoppage  of  the  tube  by  bits  of 
food,  the  specimens  are  clear,  and  small  amounts 
of  bile,  blood,  or  mucus  are  easily  recognized. 
The  microscopic  examination  of  the  sediment  and 
the  tests  for  blood  and  lactic  acid  are  readily  car- 
ried out,  and  it  is  not  necessary  to  filter  the  con- 
tents to  read  the  acid  determinations  with  Top- 
fers  reagent  and  with  phenolphthalein.  The  au- 
thor made  a comparison  of  the  gastric  acidity 
in  response  to  oatmeal  gruel  in  1,080  cases  and 
to  alcohol  in  150  cases.  In  the  oatmeal  group, 
achlorhydria  was  present  159  times,  or  14.7  per 
cent,  in  the  alcohol  group,  thirty-five  times  or  23 
per  cent.  Hsrpochlorhydria  was  present  86  times, 
or  10  per  cent  in  the  alcohol  group.  Cheney’s 
routine  fractional  gastric  test  meal  now  consists 
of  50  cc.  of  7 per  cent  alcohol,  with  removal 
of  samples  at  the  end  of  fifteen,  thirty,  forty-five, 
and  sixty  minutes.  Fasting  contents  are  removed 
before  the  meal. 


Fusospirochetal  Diseases  of  the  Lungs.  Its  Bac- 
teriology, Pathology  and  Experimental  Repro- 
duction. Smith — Am.  Rev.  Tuber,  1927—584. 

The  author  reports  the  results  from  a study  of 
30  new  cases,  with  a review  of  the  results  ob- 
tained by  other  workers  in  a series  of  118  cases. 
His  conclusions  are  that  a number  of  pulmonary 
conditions,  pulmonary  gangrene,  pulmonary  ab- 
cess,  certain  types  of  unresolved  pneumonias, 
bloody  bronchitis,  putrid  bronchitis  and  primary 
bronchiectasis,  which  were  formerly  regarded  as 
distinct  entities,  are  in  reality  different  manifes- 
tations of  the  same  infection.  The  organisms 
found  in  the  gums  of  patients  suffering  with  these 
infections,  in  washed  sputum,  and  in  diseased  pul- 
monary tissue  at  necropsy  are  spirochetes,  fusi- 
form bacilli,  cocci,  and  vibrios.  Pathologic  ex- 
amination of  lung  abscess  have  demonstrated  these 
organisms  penetrating  normal  tissue,  and  leads 
the  author  to  believe  they  are  primarily  the  cause 
of  the  abscess,  rather  than  secondary  invaders. 


Material  scraped  from  the  alveolar  border  of  teeth 
in  cases  of  moderately  severe  pyorrhea  was  in- 
troduced into  the  trachea  of  anesthetized  mice, 
guinea  pigs,  and  rabbits  and  a variety  of  pul- 
monary infections  resulted,  which  resembled  very 
closely  the  acute  and  chronic  manifestations  of 
the  fusospirochetal  disease  in  man. 


DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Building,  Nashville 


Treatment  of  Creeping  Eruption  (Larva  Migrans). 

J.  Lee  Kirby-Smith,  in  the  Medical  Journal  and 
Record,  for  March  21,  1928,  points  out  that  creep- 
ing eruption  caused  by  fly  larvae  (dermamyiasis) 
is  relatively  uncommon  in  the  United  States,  but 
that  in  wet,  sandy  places  in  our  Southern  states, 
a creeping  eruption  caused  by  microscopic  larvae 
of  nematode  worms  is  not  uncommon.  For  this 
type  of  case  he  recommends  freezing  by  means  of 
the  ethel  chlorid  spray.  Freezing  must  be  thor- 
ough, must  be  maintained  for  two  minutes,  and 
must  be  directed  principally  at  the  advancing  or 
distal  end  of  the  eruption.  A blister  should  result; 
the  blister  being  drained,  the  base  painted  with 
mercurochrome  and  protected  by  a dressing.  Car- 
bon dioxid  snow  is  more  painful  and  no  more 
successful. 


Alopecia  Areata  and  Emotional  Stress.  Case  Re- 
port by  William  Allen  Pusey,  M.D.,  Chicago. 

Archives  of  Dermatology  and  Syphiology,  May, 

1928. 

I have  been  consulted  by  a young  man  with 
alopecia  areata  who  gave  the  most  direct  history 
of  association  of  alopecia  areata  and  emotional 
stress  I have  ever  encountered.  The  patient  was, 
apparently,  a well  balanced  young  man,  a rail- 
road baggageman.  About  eight  weeks  ago  he  was 
on  a fast  mail  train  between  Chicago  and  Mil- 
waukee which  struck  a bus  loaded  with  young 
school  children  and  killed  between  thirty-five  and 
forty  of  them.  This  man  was  standing  in  the  bag- 
gage car,  saw  the  bus  coming  down  hill  to  a 
crossing  that  the  train  going  seventy  miles  an 
hour  was  to  pass  and  saw  the  bus  go  on  to  the 
track,  and  the  train  pick  up  and  carry  it  a quarter 
of  a mile  until  it  could  stop.  His  expression  was 
that  to  see  the  thing  happen  and  then  to  go  and 
see  forty  or  fifty  dead  children  in  a pile  was  too 
much  for  him.  He  did  not  give  evidence  of 
exaggerating  his  shock,  but  the  shock  unnerved 
him  so  completely  that  he  had  not,  until  the  day 
he  consulted  me,  gone  back  to  his  occupation. 
About  ten  days  or  two  weeks  after  the  exper- 
ience he  discovered  his  hair  coming  out  in  patches 
and  when  I saw  him  he  had  several  large  patches 
of  alopecia  areata.  He  had  never  had  alopecia 
areata  before. 
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The  case  is  recited,  not  as  proving  anything, 
but  as  showing  at  least,  in  this  case,  apparently 
a definite  relationship  between  mental  shock  and 
alopecia  areata. 


GASTRO-ENTEROLOGY  AND 
PROCTOLOGY 

By  Edward  Guy  Campbell,  M.D. 

1109  First  Natl.  Bank  Bldg.,  Memphis 


Primary  Adenocarcinoma  of  the  Duodenum.  Re- 
port of  Twelve  Proved  Cases.  Summary  of 

Literature.  Jno.  W.  Dewis  and  Geo.  W.  Morse. 

The  New  England  Journal  of  Medicine,  April 

12,  1928. 

Ten  per  cent  of  all  cancers  appear  in  the  large 
and  small  bowel;  thirty  per  cent  occur  in  the 
stomach.  No  evidence  has  been  found  to  explain 
the  frequency  of  cancer  in  the  stomach  and  its 
rarity  in  the  small  intestine.  Cancer  frequently 
attacks,  but  rarely  breaks  through  the  pyloric  and 
ileocecal  gates.  The  frequency  with  which  intes- 
tinal cancers  involve  the  small  intestine  varies 
with  different  authors  from  .3  per  cent  to  3 per 
cent.  The  location  and  incidence  of  cases  reported 
here  are  as  follows: 

5 in  the  first  portion;  5 in  the  second  portion, 
and  2 in  the  third  portion. 

Duodenal  cancers  have  been  found  more  fre- 
quently in  men  than  in  women.  A small  per- 
centage have  appeared  in  people  under  forty  years 
of  age;  the  majority  have  occurred  between  the 
ages  of  50  and  60. 

The  authors  present  their  case  with  operative 
disclosures  on  2 occasions,  and  the  pathological 
description  of  the  cancerous  portion  excised  from 
the  duodenum.  Twelve  other  cases  are  reported 
from  the  hospital  records. 

The  author’s  opinion  on  the  subject  of  duodenal 
carcinoma  may  be  stated  briefly  as  follows: 

Cancers  of  the  duodenum  probably  develop  in- 
dependently, and  little  evidence  is  found  that 
they  ever  arise  in  pre-existing  benign  duodenal 
ulcers.  Obstructive  symptoms  are  more  rapid  in 
onset  than  those  of  pyloric  cancer.  Abrupt  ap- 
pearance of  gastric  stasis,  and  the  absence  of  free 
HCl.  in  the  stomach  strongly  suggests  cancer  of 
the  duodenum.  Bile  may  be  found  in  the  gastric 
contents  when  the  obstruction  is  below  the  Am- 
pulla of  Vater.  The  stools  usually  contain  blood. 
Perforations  may  be  the  first  symptom  observed, 
and  when  it  occurs  in  a patient  around  60  years 
of  age,  and  especially  where  chronic  symptoms  of 
indigestion  are  absent,  cancer  should  always  be 
suspected.  Metastasis  occurred  in  25  per  cent 
of  the  cases  reported.  X-rays  may  aid  in  the  diag- 
nosis, particularly  in  the  absence  of  obstruction. 
Syphilitic  ulceration  frequently  resembles  cancer, 
and  at  times  is  difficult  to  differentiate. 


The  Influence  of  Alkalis  on  the  Secretion  and 
Composition  of  Gastric  Juice.  The  Effect  of 
Sodium  Bicarbonate  on  the  Gastric  Response 
to  Histamine.  T.  E.  Boyd.  Archives  of  Inter- 
nal Medicine.  February,  1928. 

Various  writers  including  the  author  have  stated 
that  the  antacid  effect  of  sodium  bicarbonate  de- 
pends, not  only  on  the  direct  neutralization  of 
hydrochloric  acid,  but  also  in  a reduction  of  the 
amount  of  acid  secreted.  The  minimum  amount 
of  bicarbonate  which  could  be  depended  on  to 
produce  this  effect  was  about  1 gram  per  kilogram 
of  body  weight,  as  the  total  daily  dose.  With  the 
smaller  dose  of  bicarbonate,  within  the  limits  of 
antacid  medication,  the  secretory  response  to  a 
meal  was  slightly  greater  than  that  found  in  the 
control  experiments.  The  average  daily  amount 
of  bicarbonate  required  to  reduce  the  secretion 
in  an  adult  would  be  from  50  to  75  grams. 

In  the  present  investigation  the  author  used  two 
Pavlov  pouch  dogs.  Single  doses  of  bicarbonate 
were  used  and  instead  of  food  as  a gastric  stimu- 
lant, a standard  dose  of  histamine  was  injected 
subcutaneously. 

The  result  of  this  investigation  may  be  summed 
up  as  follows:  Sodium  bicarbonate  given  in  2.5 
per  cent  concentration  in  amounts  up  to  one 
gram  per  kilogram  of  body  weight  does  not  effect 
the  gastric  response  to  a subsequent  stimulation 
by  histamine.  The  same  amount  of  sodium  bi- 
carbonate given  in  5 per  cent  concentration  re- 
duces the  secretion  caused  by  histamine.  It  is 
believed  that  this  effect  is  due  mainly  to  dehydra- 
tion. Massive  doses,  (2  or  more  grams  per  kilo- 
gram of  body  weight)  reduce  the  response  to 
histamine,  regardless  of  water  allowance.  The 
application  of  solutions  of  sodium  bicarbonate,  2.5 
and  5 per  cent,  to  the  gastric  mucosa  for  one  hour 
periods  does  not  effect  the  response  of  the  mucosa 
so  treated  to  subsequent  stimulation  by  histamine. 


INTERNAL  MEDICINE 

By  R.  B.  Wood.  M.D. 

Medical  Building,  Knoxville 


Treatment  of  Pernicious  Anemia  with  Liver  Ex- 
tract. By  Minot,  Cohn,  Murphy  and  Lawson  in 
Amer.  Jr.  of  the  Medical  Sciences. 

Observations  given  are  derived  from  the  treat- 
ment of  over  160  cases.  The  chief  facts  noted 
were  the  rapid  blood  regeneration  following  uses 
of  Liver  and  certain  Liver  Extracts  and  the  check- 
ing and  cessation  of  certain  symptoms  of  the  dis- 
ease not  related  to  the  blood  forming  organs. 

It  was  also  noted  that  both  the  percentage  and 
the  absolute  numbers  of  reticulocytes  in  the 
peripheral  blood  are  related  to  the  level  of  the  red 
blood  cells  at  the  time  treatment  is  begun.  Up 
to  the  peak  of  the  reticulocyte  rise  the  increase  in 
the  concentration  of  the  total  red  blood  corpus- 
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cles  may  be  ascribed  almost  entirely  to  the  pro- 
duction of  reticulocytes.  When  the  red  blood  cells 
are  under  2.8  mil.  per  cu.  mm. 

In  cases  with  over  3 mil.  red  blood  cells  per 
cu.  mm.  or  in  cases  which  have  received  daily 
maximal  amounts  of  potent  extract  for  over 
twelve  days,  the  increase  in  the  total  concentra- 
tion of  red  blood  cells  is  dependent  chiefly  on  the 
liberation  from  the  bone  marrow  of  mature  cor- 
puscles. 

In  pernicious  anemia  with  less  than  3 million 
red  blood  cells  per  cu.  mm.,  the  absence  of  a 
reticulocyte  response  renders  it  exceedingly  prob- 
able that  an  impotent  extract  has  been  employed. 
On  the  other  hand,  if  the  extract  given  is  known 
to  be  potent  and  no  distinct  reticulocyte  increase 
follows,  it  is  improbable  that  the  patient  has  per- 
nicious anemia,  provided  his  cells  are  below  3 
mil.  per  cu.  mm. 

The  number  of  reticulocyte  that  appears  in 
the  blood  at  the  peak  of  their  rise  is  roughly 
proportional  to  the  amount  of  active  principle 
ingested  daily  provided  submaximal  amounts  of 
active  principle  are  fed  daily  to  patients  with 
less  than  2.5  mil.  per  cu.  mm.  When  large 
amounts  are  given  the  reticulocytes  are  apt  to 
appear  sooner  and  vary  more  in  concentration, 
in  different  cases  with  the  same  erythrocyte  level. 
Standardized  extract  from  500-600  gm.  liver  is 
apparently  sufficient  to  produce  a maximum 
response  of  young  blood  cells  in  essentially  all 
cases. 

There  is  a direct  relationship  between  the  rate 
at  which  the  red  blood  corpuscles  increase  and 
the  amount  of  potent  material  fed  up  to  a maxi- 
mum. On  the  average  when  liver  extract  derived 
from  500-600  gm.  of  liver  has  been  fed  daily  to 
patients  with  less  than  2 million  red  blood  cells 
per  cu.  mm.  it  has  increased  the  concentration  of 
these  cells  about  2.5  million  per  cu.  mm.  in  30 
days.  After  two  months  of  adequate  therapy  a 
count  around  5 million  is  expected. 

The  return  to  normal  of  red  blood  corpuscles 
usually  proceeds  more  rapidly  than  that  of  hemo- 
globin; the  latter  increases  more  slowly  in  cases 
treated  with  liver  and  a diet  poor  in  sources  of 
iron. 

A continued  ingestion  of  some  source  of  the 
active  principle  effective  in  pernicious  anemia  is 
necessary  to  prevent  relapse  in  this  disease. 


NEUROLOGY  AND  PSYCHIATRY 

By  H.  J.  Hayes,  M.D. 

899  Madison  Ave.,  Mcmp,his 


Blood  Chemical  Changes  in  The  Toxic  Psychoses. 

By  Howard  D.  McIntyre,  M.D.  Cincinnati,  Ohio. 

1.  Blood  chemical  examinations  are  of  great 
value  in  the  study  of  the  early  stages  of  mental 
disease  especially  those  psychoses  showing  any 
symptoms  of  hallucinatory  confusion.  They  as- 


sist in  the  differential  diagnosis  of  the  toxic  psy- 
choses especially  of  those  on  a uremic  basis.  They 
also  aid  in  demonstrating  the  role  of  toxic  factors 
in  precipitating  psychotic  attacks  in  the  major 
psychoses. 

2.  Evidence  is  presented  to  show  that  manic- 
depressive,  schizoid  and  confusional  reactions  may 
in  their  early  stages  be  accompanied  by  signs  of 
toxemia,  viz.,  leukocytosis,  acidosis,  fever  and 
nitrogen  retention. 

3.  Treatment  directed  toward  the  elimination 
of  the  toxemia  is  frequently  effective  in  bringing 
about  a mental  recovery. 

4.  The  toxins,  acid  or  otheinvise,  so  affect  the 
hydrated  colloids  of  the  nerve  cells  as  to  bring 
about  a cracking  of  the  emulsion  of  which  the 
nerve  cell  is  composed.  Treatment  to  be  effective 
must  take  place  before  this  irreversible  cracking 
point  is  reached. 


The  Acute  Psychiatric  Type  of  Epidemic  Encephal- 
itis. By  Irving  J.  Sands,  M.D. 

Sands  summarizes  as  follows:  Epidemic  en- 
cephalitis is  an  infectious  disease  of  as  yet  un- 
known etiology,  but  of  a well-established  path- 
ology. The  cerebro-spinal  nervous  system,  es- 
pecially the  brain,  bears  the  brunt  of  the  infection. 
The  anatomical  picture  is  characterized  by 
marked  congestion  and  edema,  infiltration  of  the 
Virchow-Robin  lymph  spaces  by  lymphocytes  and 
plasma  cells;  distension  and  occasional  rupture  of 
vessels  resulting  in  hemorrhage;  moderate 
cloudy  swelling  of  the  ganglion  cells  with  chroma- 
tolysis, satillitosis  and  occasionally  neuronon- 
phagy;  and  moderate  neuroglia  reaction.  The 
pathological  process  is  a changing  and  progres- 
sive one.  The  mental  picture  results  from  the 
action  of  the  encephalitic  virus  and  inflammatory 
exudates  upon  the  nerve  tissue.  The  clinical  re- 
action, therefore,  may  be  that  of  an  acute  organic 
psychosis  in  which  there  is  a constant  changing 
of  symptoms.  Occasionally  the  toxemia  may 
bring  to  the  surface  deeply  rooted  mental  con- 
flicts, adding  a psychogenic  coloring  to  the  pre- 
senting symptoms.  The  encephalitic  virus  may 
first  attack  those  parts  of  the  brain  that  control 
the  highest  psychic  processes  (frontal  lobes)  and 
may  produce  a psychosis  as  the  earliest  clinical 
manifestation.  The  early  recognition  of  these 
cases  are  of  tremendous  medical  and  sociological 
importance. 

1.  Epidemic  encephalitis  may  first  manifest  it- 
self in  an  acute  psychotic  reaction. 

2.  The  psychosis  is  that  of  an  acute  organic 
psychosis.  This  may  be  either  a delirium  or  of  an 
occupational  nature,  or  of  episodic  outbreaks  of 
silly  excitement,  impulsive  acts,  delusional  or  be- 
wildered states,  confusion  and  marked  fear. 

3.  The  subsequent  appearance  of  neurological 
symptoms  help  to  arrive  at  the  correct  diagnosis. 
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PEDIATRICS 

By  John  M.  Lee,  M.D. 
Doctors  Bailding,  Nashville 


Tuberculosis  in  Infancy  and  Childhood.  A.  A. 

Shapero,  M.D.,  Archives  of  Pediatrics,  May, 

1928. 

Tuberculosis  is  usually  due  to  human  tubercle 
bacillus  and  most  often  gains  entrance  by  inhala- 
tion. Heredity  plays  no  part  in  perpetuating  the 
disease.  Bovine  infection  is  responsible  for  25 
per  cent  of  cases  and  is  found  oftener  before  five 
years  of  age  than  after  that  time.  Contact  with 
tuberculosis  patients  is  the  most  important  factor 
in  the  spread  of  this  disease.  Milk  plays  a minor 
role.  The  earlier  in  life  the  contact,  the  more 
likely  the  infection  developes;  the  earlier  the  in- 
fection occurs  the  greater  are  the  chances  for 
disease  production,  and  the  earlier  the  disease 
developes,  the  graver  the  prognosis. 

A positive  tuberculin  reaction  in  the  older  child 
does  not  mean  disease  but  denotes  past  infection. 
A positive  reaction  is  obtained  in  80  to  90  per 
cent  of  all  children  under  15  years.  Under  two 
years  a positive  reaction  signifies  disease.  The 
child  mortality  under  12  is  directly  due  to  tuber- 
culosis in  15  to  30  per  cent.  The  mortality  from 
pulmonary  tuberculosis  has  diminished  more  than 
that  from  meningeal  and  miliary  forms.  The 
prognosis  is  better  than  it  formerly  was.  The 
symptoms  of  tuberculosis  are  as  a rule  disturb- 
ances of  nutrition  and  general  well  being.  The 
X-Ray  is  of  great  assistance  in  diagnosing  this 
condition. 

Heliotherapy  and  tuberculin  are  beneficial  in 
selected  cases  when  used  properly.  The  preven- 
tion of  tuberculosis  in  infancy  and  childhood  de- 
pend on  avoidance  of  the  contacts  under  the  age  of 
two,  supervision  of  the  milk  supply,  avoidance  of 
measles  and  pertussis  in  infancy  and  the  correc- 
tion of  defects  as  posture,  carious  teeth,  and  dis- 
eased tonsils.  The  most  favorable  time  of  ex- 
posure is  between  three  and  puberty  since  the 
lymph  glands  function  best  at  that  time. 


ORTHOPEDIC  SURGERY 

By  Robert  Patterson,  M.D. 

Acuff  Bailding,  Knoxville 


End  Results  in  Transference  of  the  Crest  of  the 
Ilium  for  Flexion  Contracture  of  the  Hip.  Jas. 
S.  Speed,  Jour.  Bone  & Joint  Surgery,  April, 
1928. 

This  report  is  based  on  the  study  of  a series  of 
one  hundred  cases  of  fiexion  contracture  of  the 
hip  operated  upon  during  the  last  six  years,  by 
the  author  or  his  colleague,  Willis  C.  Campbell. 

This  report  deals'  with  contractures  of  the 
soft  parts  alone.  Other  operations  he  states  were 
found  to  be  inadequate  for  flexion  abduction  con- 


tractures that  had  progressed  beyond  forty-five 
degrees,  especially  of  long  standing  cases.  When 
hip  contractures  exceed  forty-five  degrees  the 
limb  becomes  practically  useless  for  weight  bear- 
ing and  walking  is  impossible  if  both  are  affected, 
hence  the  quadruped  gait.  He  points  out  that 
only  those  muscles  which  have  some  living  fibre 
in  them  develop  contractures  and  it  is  found  that 
the  flexors  and  abductors  are  usually  less  involved 
than  their  opponents,  the  extensors  and  abductors. 

In  the  extreme  abducted  position  many  flexed 
thighs  can  be  fully  extended.  Fifst,  abduction 
shortens  the  distance  between  pelvis  and  the  knee 
and  thus  relaxes  the  flexors.  Second,  the  abduc- 
tion also  for  some  reason  relaxes  the  gluteus 
medius  and  allows  the  hip  to  be  extended.  In  ad- 
dition to  the  muscles,  the  anterior  portion  of  joint 
capsule,  especially  the  ligament  of  Biglow,  often 
has  to  be  divided. 

The  Smith  Peterson  incision  is  used,  the  fascia 
is  incised  along  the  crest  of  the  ilium,  the  anterior 
superior  iliac  spine  is  chiseled  off,  the  outer  one- 
fourth  of  crest  is  detached  with  the  gluteal  mus- 
cles and  the  whole  is  elevated  from  lateral  surface 
of  the  ilium  down  to  the  joint.  With  a sharp  osteo- 
tome, an  area  three  inches  long  just  above  and 
parallel  to  the  acetabulum  is  roughened  to  form 
the  new  attachment  for  the  gluteal  muscles.  Af- 
ter stripping  the  iliacus  from  the  inner  surface 
of  the  ilium  and  freeing  the  origin  of  the  rectus 
femoris,  the  leg  is  brought  down  into  an  extended 
position.  The  protruding  portion  of  the  iliac  crest 
is  removed  and  the  wound  is  closed.  A cast  is 
applied  from  axilla  to  toes  and  allowed  to  remain 
on  eight  weeks. 

There  is  too  much  material  present  to  abstract 
it  all  but  this  report  is  convincing  as  to  the  effec- 
tiveness of  the  procedure. 


OTOLOGY,  LARYNGOLOGY, 
RHINOLOGY 

By  W.  G.  Kennon.  M.D. 

Doctors  Building,  Nashville 


Acute  Osteomyelitis  of  the  Superior  Maxilla  in 
Young  Infants.  Murray  H.  Bass,  M.D.  Amer- 
ican Journal  of  Diseases  of  Children. 

Two  cases  are  reported  which  he  terms  acute 
osteomyelitis  of  the  superior  maxilla  in  young  in- 
fants. The  condition  is  characterized  by  fever, 
prostration,  swelling  and  redness  about  one  eye, 
a unilateral  purulent  nasal  discharge,  swelling  and 
softening  of  the  alveolar  border  of  the  maxilla  on 
the  affected  side,  abscess  formation  in  the  hard 
palate,  the  alveolar  border  and  the  face  between 
the  eye  and  the  nose,  and  the  frequent  discharge 
of  sequestra  and  teeth  from  the  resulting  fistulae. 

He  has  found  reports  of  twenty-three  similar 
cases  in  the  literature.  The  clinical  picture  is  well 
defined  but  there  is  some  confusion  as  to  the 
pathogenesis.  Many  of  the  cases  have  been 
described  as  infections  of  the  antrum  of  High- 
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more,  others  as  osteomyelitis,  and  others  as 
phlegmous  of  the  orbit. 

Onodis’  work  has  shown  that  the  maxillary  sinus 
is  present  in  infants,  but  is  very  small.  The  au- 
thor feels  that  these  reported  cases  more  closely 
resemble  an  inflammation  of  the  superior  maxilla 
itself  than  they  do  an  infection  of  the  antrum. 

A probe  passed  through  one  of  the  alveolar 
abscesses  enters  a large  cavity  which  is  probably  a 
dental  sac  and  not  the  maxillary  antrum  as  it  is 
too  large  for  the  latter. 

Gangrenous  processes  starting  in  tooth  buds  of 
the  new  born  in  cases  of  sepsis  or  erysipelas  have 
been  described  by  various  authors  and  constitute 
one  possible  etiologic  factor.  Other  factors  in 
reported  cases  appear  to  have  been  injury  at  birth, 
either  from  forceps  or  diflficult  labor,  or  infection 
in  the  mother. 

Both  the  cases  reported  by  the  author  showed 
staphylococcus  aureus  in  the  pus,  and  one  showed 
the  same  organism  in  the  blood.  This  latter  find- 
ing is  in  favor  of  the  osteomyelitic  theory  as 
positive  blood  cultures  are  often  found  in  acute 
suppuration  of  the  bones. 

The  prognosis  is  not  unfavorable,  recovery  re- 
sulting in  18  of  the  23  reported  cases.  The  dis- 
charge of  teeth  leaves  a child  without  teeth  over 
the  affected  area.  The  treatment  consists  in  keep- 
ing the  fistulae  open  and  removing  sequestra  as 
they  appear.  Localized  abscesses  should  be 
opened  and  the  resulting  sinuses  should  be  kept 
patent.  Facial  incisions  in  small  infants  heal 
with  very  little  scar. 


SURGERY  — - GENERAL  AND 
ABDOMINAL 

By  John  L.  Dies,  M.D. 

1213  Exchange  Building,  Memphis 


Results  of  Splenectomy  for  Purpura.  Allen  W. 

Spencer,  British  Journal  of  Surgery.  January, 

1928 — Vol.  XV — No.  59,  pp.  466  to  499. 

The  histological  changes  in  the  spleen  in  pur- 
pura hemorrhagica  are  those  of  a general  hyper- 
plasia of  the  endothelial  phagocyles. 

The  prolongation  of  the  bleeding  time  is  asso- 
ciated generally  with  diminution  of  the  platelet 
count,  the  coagulation  time  being  normal.  The 
prolongation  of  the  bleeding  time  in  purpura 
hemorrhagica  is  probably  due  more  to  defective 
quality  of  the  platelets  than  to  diminished  num- 
bers. 

The  transfusion  of  citrated  blood  in  purpura 
hemorrhagica  is  followed  in  some  cases  by  a tem- 
porary fall  in  bleeding  time  to  normal  and  a 
temporary  rise  in  the  platelet  count. 

Purpura  hemorrhagica  may  be  divided  into 
acute  and  chronic  cases;  splenectomy  is  beneficial 
in  80.9  per  cent  of  the  chronic  and  in  16.6  per 
cent  of  the  acute. 


In  most  cases  in  which  splenectomy  is  success- 
ful, there  is  a decrease  in  the  bleeding  time  to 
normal  and  an  increase  in  the  platelet  count  to 
normal  or  above  normal.  When  the  increase  is 
above  normal,  the  count  falls  subsequently  to  nor- 
mal. The  normal  number  may  be  maintained, 
or  there  may  be  a gradual  fall  to  throulocytopenia. 
In  some  cases,  there  is  no  rise  in  the  platelet 
count  nor  diminution  in  the  bleeding  time. 

The  immediate  effect  of  splenectomy  on  the 
blood  picture  is  an  increase  of  erythrocjrtes  and  a 
leucocytosis  with  a normal  proportion,  of  cells. 
The  leucocyte  count  falls  gradually. 

It  is  suggested  that  purpura  hemorrhagica  is  a 
disease  of  the  whole  of  the  reticule  endothelial 
system  and  that  three  types  exist,  depending  on 
the  extent  of  involvement  of  the  system.  The 
effect  of  splenectomy  in  a given  case  depends 
on  the  type  to  which  the  case  belongs. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S. 
Medical  Building,  Knoxville 


“Inlying  Ureteral  Catheter  In  Treatment  of 

Pyelonephritis  and  Other  Renal  Condition.” 

Eisendrath,  Daniel  N.  (Journal  A.  M.  A.,  May, 

1927.) 

Eisendrath  urges  the  more  widespread  use  of 
the  inlying  ureteral  catheter  and  includes  in  its 
field  of  application  the  following  conditions:  1, 
Treatment  of  acute  and  chronic  pyelonephritis, 
2,  The  relief  of  anuria  of  the  obstructive  type,  3, 
Relief  of  colicky  painfin  renal  or  ureteral  calculi, 
or  kinking  of  ureter  in  “dropped”  kidney.  4.  The 
sidetracking  of  urine  in  repair  of  vesico-vaginal 
fistula.  5.  Splinting  of  ureteral  injury  incident 
to  hysterectomy. 

His  technique  is  as  follows:  A small  (SF) 
opaque  ureteral  catheter,  using  only  one  on  a side. 
May  be  used  unilaterally,  or  bilaterally,  according 
to  infection,  and  has  no  limit  to  length  of  time  left 
in  situ.  Temperature  is  allowed  to  become  normal 
and  urine  clear  for  5 days  before  removal  in 
infections.  Tendency  for  expulsion  of  catheter 
is  avoided  by  inlying  urethral  catheter  keeping 
bladder  drained. 

In  cases  where  fever  persists  in  spite  of  use 
of  inlying  ureteral  catheter,  in  both  acute  and 
subacute  cases  of  pyelonephritis,  he  considers, 
either  perirenal  or  marked  parenchymal  involve- 
ment, and  accordingly  considers  operative  inter- 
vention, lavage  of  pelvis  may  be  done  daily  while 
catheters  are  in  place,  but  he  thinks  this  unneces- 
sary. He  claims  the  results  obtained  by  this 
method  in  a series  of  cases,  including  all  the  above 
mentioned  types,  have  been  most  gratifying.  Also 
he  reports  three  cases  in  his  paper  as  examples  of 
rapid  results  obtained. 

— Tom  R.  Barry,  M.D.,  F.  A.  C.  S.  & F.  K.  Garvey, 

M.D. 
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“Roentenographic  Evidence  of  Perinephritic  Ab- 
cess.”  Beer,  Edwin,  (Journal  A.  M.  A.,  Vol. 
90,  No.  17,  April  28,  1928). 

Infections  around  the  kidney  may  sometimes  be 
most  difficult  to  diagnose.  The  urinary  findings 
in  these  cases  are  usually  negative.  The  author 
states  that  there  are  two  Roentgenographic  signs 
that  are  of  much  value  in  clearing  up  the  obscure 
cases.  First,  the  obscuration  of  the  lateral  edge 
of  the  psoas  muscle  on  the  involved  side.  The 
second  sign  is  the  curving  of  the  spine  away  from 
the  affected  side,  probably  due  to  contraction  of 
muscles  near  the  suppuration. 

Obstruction  of  the  psoas  outline  may  be  pro- 
duced by  a kidney  tumor,  or  a large  retroperi- 
toneal growth,  but  there  is  no  tendency  of  the 
spine  to  arch  to  the  opposite  side. 

He  submits  two  films,  which  he  considers  char- 
acteristic. 


ROENTGENOLOGY 

By  C.  M.  Hamilton,  M.D. 
Doctors  Building.  Nashville 


Roentgen  Ray  and  Radium  Treatment  of  Plantar 
Warts.  By  Henry  H.  Hazen,  M.D.,  American 
Journal  of  Roentgeneology  and  Radium  Therapy 
for  May,  1928. 

The  prevalence  of  plantar  warts  and  the  pain 
caused  by  them  are  reasons  for  welcome  of  an  easy 
certain  method  of  removal.  Excision,  cautery, 
endothermy,  roentgen  rays,  radium,  and  applica- 
tion of  various  acids  have  been  advocated. 

Excision  is  painful  and  frequently  unsuccessful. 
Caustics  are  painful  and  uncertain.  Cautery  and 
endothery  are  painful  and  the  wound  is  slow  to 
heal.  All  these  methods  produce  painful  scars. 
Radiation  does  not  cause  pain  and  does  not  leave 
scars. 

In  this  series,  fifty  cases  were  males  and  one 
hundred  seven  females.  It  is  more  prevalent  in 
private  than  in  clinical  practice.  The  negro  race 
is  practically  immune  to  this  condition.  The  fol- 
lowing table  shows  the  prevalence  of  this  condition 
in  young  females. 


Table  I 


Years 

Male 

Female 

Total 

10-19  

27 

45 

20-29  

32 

46 

30-39  

18 

23 

40-49  

8 

13 

Over  50  

4 

7 

11 

46 

92 

138 

In  about  40  per  cent  of  the  cases  the  lesions  are 
multiple.  As  many  as  seventy-five  have  been 


found  in  one  patient.  The  following  table  gives 
the  distribution  of  the  warts. 

Table  II 


Ball  of  toes  15 

Ball  of  feet 112 

Sole  beneath  arch  8 

Side  of  feet 20 

Heel  28 


The  duration  before  treatment  varied  from  one 
month  to  twenty  years.  The  average  is  about 
three  months.  Approximately  two-thirds  of  the 
patients  have  been  treated  by  chiropodists.  Ap- 
plication of  silver  nitrate  after  paring  the  warts 
is  usually  the  procedure. 

The  pain  from  plantar  warts  varies  from  slight 
inconvenience  to  total  disability.  Foot  strains  may 
be  incurred  from  walking  incorrectly. 

The  cause  of  plantar  warts  is  unknown.  On 
the  other  hand  it  is  known  that  some  infectious 
agent  produces  them  and  that  they  are  autoinocu- 
lable.  Bath  tubs  and  mats  seem  to  be  factors  in 
transmitting  this  condition. 

Twenty  cases  disappeared  before  final  results 
could  be  ascertained.  Final  results  are  known 
on  forty-six  males  and  ninety-one  females.  The 
average  number  of  treatments  was  three.  In  90 
per  cent  of  the  cases  relief  from  pain  was  obtained 
in  from  four  to  six  days. 

The  foot  is  held  firmly  with  sand  bags.  It  is 
placed  at  the  edge  of  the  table  with  the  sole  in  a 
vertical  position.  The  foot  is  protected  with  lead 
foil.  An  opening  is  made  just  the  size  of  the 
wart.  The  technique  for  solitary  warts;  spark 
gap,  7%  inches,  milliamperage  4,  time  4 minutes, 
focal  skin  distance  10  inches.  Filter  is  not  used, 
except  in  deep  warts  imbedded  in  callouses.  The 
treatment  is  repeated  every  three  weeks  unless  a 
reaction  has  been  produced.  If  a group  of  warts 
are  present,  the  time  is  reduced  to  two  minutes. 

The  technique  for  using  radium  is  20  mg.  in 
needles  for  1 to  1 % hours.  In  a few  cases.  X-ray 
and  radium  have  been  used  alternately. 

The  results  from  small  doses  have  been  uniform- 
ly successful.  In  two  cases  in  which  an  X-ray 
therapy  failed,  good  results  were  obtained  by  ra- 
dium. Radium  failed  to  relieve  one  case  out  of 
sixteen.  There  were  eight  failures  from  X-ray 
therapy  in  120  cases.  From  a combination  of 
radium  and  X-ray  therapy  there  were  only  five 
failures  in  137  cases. 

The  first  article  on  radium  therapy  for  plantar 
warts  was  published  by  Wickham  and  Degrais  in 
1912.  In  1903  Zeisler  reported  a case  in  whom 
forty  warts  were  removed  by  X-rays.  Hazen  and 
Eichenlaub  reported  sixteen  cases  in  1920.  McKee 
refers  to  thirty  cases  of  which  twenty  were  cured. 
The  literature  is  very  meager  on  this  subject. 
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FIBROID  TUMORS  COMPLICATING  PREGNANCY=^ 


L.  L.  Sheddan,  M.D.,  Knoxville 


PRIOR  to  1900  the  discovery  of  fibroid 
tumors  complicating  pregnancy  was 
considered  a just  cause  for  interfer- 
ence, and  oftentimes  hasty  and  disastrous 
procedures  were  adopted.  If  abortion  did 
not  promptly  occur  spontaneously  it  was 
induced  or  a hasty  hysterectomy  was  per- 
formed. However,  as  the  science  of  obstet- 
rics develops,  more  conservative  methods 
are  deemed  advisable. 

That  fibroid  tumors  are  not  always  in- 
compatible with  normal  pregnancy  and  de- 
livery there  can  be  no  doubt.  However, 
when  it  comes  to  the  management  of  a case 
of  pregnancy  in  a woman  who  is  known 
to  have  fibroids  it  becomes  a very  serious 
matter. 

These  tumors  may  originate  in  any  por- 
tion of  the  uterus,  fundus,  body  or  neck. 
They  may  be  submucous,  subperitoneal  or 
interstitial,  single  or  multiple.  The  pe- 
culiar anatomical  position  occupied  by  these 
neoplasms  very  materially  influences  the 
prognosis  in  any  given  case. 

The  harmful  effects  may  be  either  local 
or  constitutional.  Local  when,  because  of 
the  peculiar  location  of  the  growth,  and  con- 
stitutional when  degenerative  changes  take 
place  or  when  from  pressure  upon  other 


viscera  such  as  the  ureter,  intestines  or 
nerve  trunks  grave  consequences  result. 

One  uterus  may  harbor  fibroids  of  almost 
any  size  and  number  and  still  retain  the 
product  of  conception  through  a full  term 
of  gestation  and  be  delivered  of  a perfectly 
normal  child  without  any  especial  difficulty 
or  complication.  While  another  with  a 
small  submucous  fibroid  will  abort  early  in 
the  pregnancy.  Another  may  have  only  a 
small  tumor  situated  low  in  the  pelvis  and 
go  on  to  full  term  without  being  cognizant 
of  any  growth  until  active  labor  begins 
when  it  will  be  discovered  that  a mechanical 
obstacle  prevents  delivery  from  below. 

The  pathogenesis  of  fibroid  tumors  is  ob- 
scure. It  is  an  established  fact  that  a large 
percentage  of  women  who  have  fibroids  are 
sterile.  Whether  the  sterility  is  the  cause 
or  the  result  of  the  fibroids  is  a debatable 
subject.  It  is  my  opinion  that  the  sterility 
is  at  least  a predisposing  cause.  Whether 
or  not  certain  uteri  have  fibroid  rests,  or 
centers,  scattered  throughout  the  mural 
structures  I do  not  know,  but  it  is  my  be- 
lief that  they  have  and  that  in  the  parous 
woman  the  evolutionary  and  involutionary 
changes  which  take  place  as  a result  of 
pregnancy  prevents  the  development  of 
these  rests  into  actively  developing  neo- 
plasms. The  uterus  which  has  not  had 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  11,  1928. 
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this  cessation  from  ovulation  and  mentsru- 
ation  which  occurs  during  the  process  of 
gestation  has  never  fulfilled  the  function  for 
which  it  was  intended,  and  it  endeavors  to 
develop  these  tumors  as  a compensitory 
process.  We  see  these  tumors  so  much  more 
frequently  in  the  spinsters  and  sterile 
women  and  those  who  probably  have  borne 
one  child  early  in  life  but  either  from 
choice,  or  disease,  fails  to  conceive  again, 
that  we  are  constrained  to  believe  that 
sterility  does  play  an  important  part  in 
their  development. 

Again  we  see  fibroids  frequently  compli- 
cated with  diseased  tubes.  Some  have 
argued  that  because  of  this  fact,  pelvic 
infections  predisposes  to  their  development. 
This  may  be,  in  a measure,  true  but  we  find 
these  cases  also  to  be  sterile  and  the  sterility 
is  most  likely  caused  by  the  pelvic  infection 
and  the  tumors  caused  by  the  sterility. 

The  effect  of  pregnancy  upon  these  neo- 
plasms is  rather  marked.  The  pregnancy 
with  the  greatly  increased  vascularity  of 
the  parts  stimulates  them  to  rapid  growth. 
They  are  also  much  more  prone  to  take  on 
degenerative  changes  especially  red  degen- 
eration. There  is  also  a tendency  for  the 
subperitoneal  pedunculated  tumors  to  be- 
come twisted  upon  their  pedicles  or  to  be 
further  squeezed  out  of  the  uterine  wall 
thus  having  their  blood  supply  cut  off  to 
such  an  extent  that  gangrene  and  other  de- 
generative processes  occur. 

The  fibroid  has  a tendency  to  grow  in  the 
direction  of  least  resistance.  An  intra- 
mural tumor  may  either  become  submucous 
or  subperitoneal.  If  the  tumor  is  sub- 
mucous, pregnancy  is  much  less  likely  to 
occur  because  of  the  disturbed  condition 
of  the  endometrium.  And  if  conception 
does  take  place  abortion  or  a low  implanta- 
tion of  the  placenta  will  be  the  result  so 
that  there  is  very  little  prospect  for  a preg- 
nancy going  to  full  term  where  the  fibroid 
is  submucous  in  location. 

The  subperitoneal  tumors  cause  less  dis- 
turbance. The  troubles  caused  by  this  va- 
riety are  pressure  and  obstruction.  Pedun- 
culated tumors  as  well  as  those  arising  from 
the  lower  uterine  segment  are  the  ones 
which  prevent  delivery  from  below. 


Fibroids  situated  intramurally  are  not  so 
prone  to  cause  trouble,  either  by  produc- 
ing a premature  emptying  of  the  uterus  or 
by  obstruction  to  delivery.  They  are,  how- 
ever, the  ones  which  make  the  most  rapid 
growth  during  gestation  and  may,  because 
of  their  size,  cause  such  inconvenience  that 
interference  must  be  practiced. 

Just  what  are  the  complications  which 
may  be  expected  when  a fibroid  uterus  be- 
comes pregnant? 

First — Abortion.  The  authorities,  viz.: 
Polak,  Pierson,  Pinard  and  Scipiades  give 
it  as  from  15  to  50  per  cent.  It  is  very  easily 
understood  why  this  should  be.  The  dis- 
turbance of  the  circulation  and  distortion 
of  the  uterine  cavity  by  the  sub-mucous 
tumors  readily  accounts  for  the  frequency 
of  abortion. 

Second — Malposition.  All  observers  agree 
that  malpositions  both  of  foetus  and  pla- 
centa are  of  frequent  occurrence  in  preg- 
nancies complicated  with  fibroids. 

Lynch  in  his  review  of  the  subject  by  a 
study  of  the  material  at  the  University  of 
California  found  an  incidence  of  59  per 
cent  vertex;  breech  22  per  cent,  trans- 
verse 18  per  cent. 

This  observation  agrees  with  practically 
all  other  observations.  So  that  in  a large 
percentage  of  these  pregnancies  we  are 
forced  to  resort  to  some  obstetrical  inter- 
ference. 

Third.  Another  complication  is  post- 
partum bleeding.  Because  of  their  mechani- 
cal interference,  the  uterine  musculature 
cannot  contract  properly,  hence  postpartum 
bleeding  is  prone  to  be  a very  troublesome 
complication. 

Fourth.  The  next  complication  is  that 
of  sepsis.  The  fibroid,  no  matter  where  lo- 
cated, is  prone  to  have  its  circulation  so 
materially  interferred  with  that  gangrene 
and  infection  are  prone  to  take  place.  As 
the  process  of  involution  progresses  these 
submucous  and  subperitoneal  tumors  are 
squeezed  out  more  and  more  until  their  cir- 
culation is  very  materially  lessened  or  cut 
off  entirely  so  that  rapid  degenerative 
changes  with  infection  takes  place  with  sep- 
tic disease  supervening.  Even  the  intra- 
mural tumors  may  take  on  this  gangrenous 
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or  degenerative  change  so  that  septic  infec- 
tion and  sarpremia  are  real  dangers  in  these 
unfortunate  cases. 

Fifth.  Another  complication  frequently 
met  with  is  degenerative  changes  in  the 
tumor  especially  necrosis  and  red  degenera- 
tion. These  changes  are  brought  about  by 
interference  with  the  circulation  of  the 
tumors  during  the  course  of  gestation  as 
well  as  following  delivery.  When  such  de- 
generative changes  take  place  it  becomes 
imperative  that  surgical  interference  be 
adopted.  It  has  been  my  misfortune  to  have 
seen  three  such  cases,  two  during  gestation 
and  one  following  delivery.  They  are  strict- 
ly surgical  emergencies  and  must  be  dealt 
with  promptly. 

Sixth.  The  next  complication  most  fre- 
quently seen  is  pressure.  The  size  of  the 
tumor  is  not  an  index  to  the  amount  of 
trouble  due  to  pressure.  Some  very  large 
neoplasms  may  exist  throughout  gestation 
and  produce  no  serious  pressure  symptoms, 
while  others  very  small  differently  located 
may  produce  such  serious  pressure,  pain 
and  inconvenience  that  interference  must  be 
resorted  to. 

It  has  been  my  misfortune  to  see  a case 
of  this  kind  which  I will  report  further 
along. 

Seventh.  The  next  complication  we  will 
notice  is  obstruction  to  delivery  from  below. 
These  are  by  no  means  infrequent  and  when 
present  absolutely  demand  surgical  inter- 
ference. Fibroids  in  the  cervix  or  lower 
uterine  segment  which  do  not  rise  out  of  the 
pelvis  as  pregnancy  advances  are  sure  to 
cause  obstruction  to  delivery.  In  some  cases 
they  do  rise  out  of  the  true  pelvis  even  when 
situated  very  low  in  the  uterus.  The  pe- 
dunculated subserous  tumor  which  drops 
into  the  true  pelvis  may  often  be  displaced 
by  putting  the  patient  in  the  knee  chest  po- 
sition and  using  digital  pressure. 

If  this  can  be  accomplished  and  the 
higher  position  of  the  tumor  maintained 
until  the  head  engages,  labor  may  be  com- 
pleted in  a perfectly  normal  manner.  How- 
ever, such  a tumor,  even  when  pedunculated, 
may  become  firmly  fixed  in  the  pelvis  by 
adhesions  making  it  impossible  to  displace 
the  tumor.  Growths  in  other  positions 


sometimes  interfere  with  normal  delivery 
as  was  discovered  in  one  of  my  own  cases. 
Whether  such  interference  is  due  to  the 
changed  line  of  axis  of  the  uterus,  inter- 
ferring  with  uterine  contractions  or  some 
other  mechanism  I cannot  say  but  that 
they  do  prevent  delivery  I am  fully  aware, 
having  had  such  experience  myself. 

When  we  take  into  consideration  all  of 
the  complications  and  bad  effects  of  fibroids 
during  pregnancy  it  makes  it  a problem  well 
worth  considering. 

To  empty  a uterus  or  do  a hysterectomy 
in  the  early  stages  of  pregnancy  simply  be- 
cause the  woman  has  a fibroid  tumor  is  ab- 
solutely unjustifiable.  That  some  physi- 
cians and  pseudo-surgeons,  are  always  look- 
ing for  something  to  give  them  an  excuse 
for  emptying  a uterus  or  doing  some  other 
operation  is  all  too  well  known  and  cannot 
be  too  severely  condemned. 

On  the  other  hand,  to  disregard  certain 
well  defined  symptoms  and  complications 
and  to  permit  pregnancy  to  continue  or  to 
delay  in  delivery  for  fear  of  adverse  criti- 
cism or  cowardice  is  equally  reprehensible. 

This  one  point  should  always  be  kept  in 
mind.  When  a woman  who  had  fibroids 
becomes  pregnant  she  is  entitled  to  this  one, 
and  probably  only,  chance  to  become  a 
mother  and  should  be  treated  with  the 
greatest  consideration  and  the  foetus  should 
most  certainly  not  be  ruthlessly  sacrificed. 

The  two  conditions  which  have  caused  me 
to  interfere  in  these  cases  have  been  pain 
and  obstruction  to  delivery.  Pain  is  brought 
about  by  two  conditions;  first,  pain  due  to 
pressure  and  second,  that  caused  by  degen- 
erative changes.  The  pain  due  to  pressure 
is  such  as  that  seen  in  fibroids  in  the  non- 
pregnant state.  Pressure  on  the  bladder, 
rectum  or  large  nerve  trunks. 

Pressure  on  the  ureters  may  become  so 
great  that  there  is  complete  obstruction  to 
the  urinary  flow,  causing  acute  hydro-  or 
pyo-nephroses  and  irreparable  renal  dam- 
age if  the  pressure  is  not  relieved.  Any  one 
of  these  complications  may  become  so  seri- 
ous that  interference  will  be  not  only  jus- 
tifiable, but  imperative. 

The  pain  due  to  degenerative  changes 
comes  on  suddenly  and  is  usually  severe. 
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The  tumor  becomes  very  tender  and  usually 
enlarges  rapidly.  This  condition  is  brought 
about  by  circulatory  change  "which  may  be 
embolic  or  by  process  of  squeezing  out  of 
the  tumor  or  partial  or  complete  torsion  of 
a pedunculated  tumor. 

The  pain  and  tenderness  are  so  pro- 
nounced that  an  acute  surgical  abdomen  is 
presented  and  should  be  treated  as  such.  It 
has  been  my  fortune  to  see  three  such  cases. 

Case  1 — Mattie  S.,  colored,  single,  age  33, 
housemaid,  consulted  me  regarding  some 
menstrual  disturbance  and  abdominal  tu- 
mor. Upon  examination  I found  three  dis- 
tinct and  rather  large  fibroids  occupying  the 
body  of  the  uterus.  Her  menstrual  disturb- 
ance was  not  great  and  she  was  suffering  no 
especial  discomfort.  This  was  while  I was 
practicing  in  the  country  and  no  hospital 
available  for  emergency  work,  so  I advised 
her  to  go  to  Nashville  and  have  the  tumors 
removed.  This  she  declined.  I then  advised 
her  not  to  get  married  or  become  pregnant 
because  of  her  condition.  My  advice  was 
disregarded.  She  married  and  I did  not  see 
her  again  until  she  was  some  five  months 
advanced  in  pregnancy.  The  tumors  had 
increased  markedly  in  size,  still  she  had  no 
pain  and  was  advised  to  go  on  with  her 
pregnancy  and  that  when  the  time  came  for 
her  delivery  we  would  have  to  handle  the 
case  as  might  be  necessary  at  the  time  but 
expressed  my  fears  that  a Caesarean  would 
have  to  be  done  under  very  unfavorable  sur- 
soundings  and  under  adverse  condition. 

She  accepted  my  advice  and  I was  not 
consulted  again  until  labor  was  begun.  Upon 
my  arrival  I found  the  abdomen  filled  with 
uterus  and  fibroids  of  large  size.  The  cervix 
was  dilated  and  labor  advancing  in  a per- 
fectly normal  manner  and  in  a short  time 
was  completed.  A normal  child  was  deliv- 
ered. The  placenta  spontaneously  expelled 
with  absolutely  no  complications  of  any 
kind.  I saw  her  often  afterwards  and  the 
fibroids  were  still  there  and  apparently  no 
larger  than  when  I first  examined  her. 

Case  2. — Mrs.  L.,  white,  age  40,  married 
for  15  years  but  had  never  been  pregnant. 
She  had  known  for  several  years  that  she 
had  multinodular  fibroids.  She  had  men- 
struated regularly  but  not  excessively  all 


her  menstrual  life.  Her  menstruation  ceased 
and  in  about  three  months  she  began  to 
suffer  great  discomfort  and  she  thought  her 
tumors  were  getting  larger.  I was  con- 
sulted because  of  these  symptoms.  After 
a careful  examination  and  getting  a history 
of  her  case  considering  her  fifteen  years  of 
married  life  with  no  pregnancy  and  the 
presence  of  a multinodular  tumor  which 
was  very  tender  and  painful  which  had  re- 
cently taken  on  increased  activities,  I was 
of  the  opinion  that  some  degenerative 
changes  were  taking  place  and  advised  an 
immediate  operation.  She  readily  consented 
to  the  operation  and  entered  the  hospital 
that  same  day.  Upon  opening  the  abdomen, 
we  found  a large  multinodular  mass  very 
vascular  and  cyanotic  in  appearance  and 
we  were  then  quite  sure  the  growth  was 
undergoing  some  marked  change,  probably 
malignant.  A complete  hysterectomy  was 
done  with  no  especial  difficulty.  The  mass 
of  uterus  and  tumors  was  cut  into  and 
much  to  our  surprise  we  found  imbedded 
in  the  mass  a foetus  about  three  months  ad- 
vanced. 

It  did  not  look  as  though  it  would  have 
been  possible  for  pregnancy  to  take  place, 
but  it  did.  The  woman  made  an  uninter- 
rupted and  rapid  recovery. 

Case  3.  Mrs.  H.,  age  35,  pregnant  five 
and  a half  months,  was  seized  with  severe 
abdominal  pains  and  vomiting.  Her  physi- 
cian was  called  and  on  examination  found 
not  only  the  five  and  a half  months’  preg- 
nancy, but  a large,  hard,  tender  tumor 
above  and  to  one  side.  The  woman  was 
ignorant  of  having  any  tumor.  The  doctor 
was  uncertain  of  the  condition  and  I was 
asked  to  see  the  patient.  Upon  examina- 
tion, I found  the  condition  described.  I was 
of  the  opinion  that  it  was  a degenerating 
fibroid  and  advised  an  immediate  operation. 
The  woman  was  sent  to  the  hospital  and 
on  opening  the  abdomen  a fibroid  about 
the  size  of  a large  grapefruit  or  cocoanut 
was  found  springing  from  the  fundus,  prac- 
tically necrotic  and  breaking  down.  A 
myomectomy  was  done  with  no  difficulty 
and  the  patient  went  on  to  full  term  and 
was  delivered  at  home  of  a perfectly  nor- 
mal child. 
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Case  4 — Mrs.  C.,  white,  age  30.  Prim- 
para,  wife  of  a physician.  When  about 
four  months  pregnant  she  was  seized  with 
severe  pain  and  tenderness  in  her  right 
side.  I was  asked  to  see  the  patient  in  con- 
sultation. A distinct  tumor  could  be  made 
out  well  over  to  the  right  side.  A diagnosis 
of  ovarian  tumor  with  twisted  pedicle  was 
our  diagnosis.  The  woman  was  ignorant  of 
having  any  tumor  prior  to  this  time.  She 
was  sent  to  the  hospital  and  when  the  ab- 
domen was  opened,  we  found  a fibroid  on 
the  right  side  which  was  red  and  showed 
evidence  of  some  degenerative  change.  A 
myomectomy  was  done  with  no  difficulty, 
but  the  woman  aborted  in  two  or  three  days, 
but  has  since  given  birth  to  a full  term 
child. 

Case  5.  Since  beginning  the  preparation 
of  this  paper  I have  had  my  most  unfortun- 
ate experience.  This  case  was  a white 
woman  age  35,  the  mother  of  six  children. 
Six  weeks  prior  to  my  seeing  her,  she  was 
delivered  normally  of  a full  term  living 
child,  no  tumor  being  discovered  by  her 
physician  at  the  time  of  delivery. 

She  stated  that  she  had  very  severe  and 
almost  constant  after  pains.  However,  after 
about  four  or  five  weeks  she  was  up  and 
around  but  never  entirely  free  from  pain. 
About  one  week  before  I ^ saw  her,  her 
physician  was  called  and  found  her  suffer- 
ing very  severe  pains  with  distension  and 
vomiting.  He  discovered  a hard  mass  in 
the  left  side  extending  up  half  way  to  um- 
bilicus.- He  sent  her  into  the  hospital  and 
asked  me  to  see  her  with  him.  She  was  at 
this  time  desperately  ill,  very  much  dis- 
tented  and  a large  mass  in  the  left  side 
which  was  not  movable.  We  kept  her  in 
the  hospital  over  night,  giving  her  1000  cc. 
normal  salt  by  hyperdermoclysis,  75  cc.  glu- 
cose solution  intravenously  with  some  digi- 
talis. The  next  morning  we  opened  the 
abdomen  and  found  the  omentum  densely 
adherent  to  left  abdominal  wall,  uterus  fixed 
and  a hard  mass  extending  out  to  the  pelvic 
wall  on  the  left  side  which  proved  to  be  an 
infected  fibroid.  A supra-vaginal  hysterec- 
tomy was  done,  getting  the  tumor  out  with 
great  difficulty.  The  patient’s  distension 


and  vomiting  continued  and  she  died  on  the 
fourth  day  of  paralytic  illius. 

Case  6 — Mrs.  D.,  aged  40,  white,  was 
pregnant  for  the  first  time.  She  was  full 
term  and  went  into  apparently  normal 
labor.  Her  physician  was  called  and  after 
full  dilatation  was  had  and  waiting  several 
hours  for  the  head  to  descend  with  no  re- 
sults, forceps  were  applied  but  it  was  found 
impossible  to  engage  the  head.  Another 
period  of  time  was  allowed  to  elapse  when 
another  attempt  was  made  to  deliver  with 
forceps  with  similar  results.  The  patient 
was  sent  to  the  hospital  and  I was  asked  to 
see  the  case.  Upon  examination,  I found  a 
full  dilatation  and  could  see  no  reason  why 
delivery  could  not  be  accomplished  with 
forceps.  So  I tried  my  hand  using  axis- 
traction  forceps.  I found  such  rigid  resist- 
ance that  the  attempt  was  abandoned.  I 
felt  no  tumor  nor  could  I discover  any  ob- 
structions. A Caesarean  section  was  de- 
cided on.  When  the  abdomen  was  opened 
two  fibroids  the  size  of  a grapefruit  were 
found  on  the  posterior  wall  of  the  uterus. 
I could  still  see  no  reason  why  they  should 
have  prevented  delivery.  On  account  of  the 
frequent  attempts  to  deliver  and  the  pres- 
ence of  the  tumors  a hysterectomy  was 
thought  advisable,  which  was  done.  The  pa- 
tient had  a perfectly  smooth  and  normal 
convalescence. 

Case  7 — Mrs.  McF.,  white,  aged  44, 
primipara.  Has  been  married  for  ten  years 
with  no  pregnancy.  She  had  known  that 
she  had  the  tumors  for  several  years  and 
had  despaired  of  ever  becoming  pregnant. 
When  the  first  period  was  missed  she  at- 
tributed it  to  her  age  and  thought  no  more 
about  the  matter.  However,  she  soon  dis- 
covered that  she  was  increasing  in  size 
and  consulted  her  physician  who  pro- 
nounced her  pregnant.  He  kept  her  under 
observation  throughout  her  pregnancy,  she 
having  no  especial  discomfort  other  than 
her  size.  When  labor  began  at  full  term 
he  was  called  and  expressed  the  opinion 
as  he  had  done  on  other  occasions  that  she 
might  have  to  be  artificially  delivered. 
Labor  progressed  slowly  and  he  refrained 
from  making  frequent  examinations.  After 
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dilatation  was  complete  he  waited  several 
hours  and  no  progress  was  made.  Contrac- 
tions were  very  strong  and  the  patient  was 
becoming  tired.  He  then  insisted  that  she 
go  to  the  hospital  where  she  could  be  prop- 
erly treated.  They  lived  24  miles  in  the 
country.  I was  called  over  telephone  and 
advised  that  they  were  bringing  her  in.  I 
had  the  operating  room  prepared  and  was 
ready  to  operate  as  soon  as  she  arrived. 
Upon  examination  I found  an  abdomen  dis- 
tented  with  numerous  large  fibroids.  I 
made  no  digital  examination,  being  fully 
convinced  she  could  not  be  delivered  per 
vaginum. 

She  was  taken  to  the  operating  room  and 
un^er  ether  anesthesia  a Poro  Caesarean 
was  done,  delivering  her  of  a well  formed, 
full  term,  living  child.  When  the  abdomen 
was  opened  three  large  intra-mural  fibroids 
were  found,  one  occupying  the  anterior 
wall  which  had  to  be  incised  in  the  delivery. 
After  the  uterus  was  emptied  a peduncu- 
lated fibroid  the  size  of  a large  grapefruit 
was  found  densely  adherent  in  the  hollow 
of  the  sacrum  completely  blocking  the  out- 
let. The  pedicle  was  clamped  and  cut,  the 
uterus  removed,  following  which  the  intra- 
pelvic  fibroid  was  easily  enucleated.  The 
woman  made  a splendid  recovery,  leaving 
the  hospital  on  the  14th  day. 

Case  8- — Mrs.  W.,  white,  aged  35,  wife  of 
a physician,  and  a graduate  nurse.  She  was 
the  mother  of  three  children,  two  perfectly 
normal,  the  youngest  had  some  birth  injury 
producing  some  torticollis  which  has  re- 
mained more  or  less  permanent.  During 
her  first  pregnancy  a diagnosis  of  fibroids 
had  been  made.  At  the  other  deliveries  the 
accoucheur  concurred  in  the  diagnosis  of 
fibroids  but  three  pregnancies  had  been 
passed  through  without  serious  difficulties, 
the  last  being  a breech.  When  she  became 
pregnant  a fourth  time  and  had  progressed 
to  about  the  third  or  fourth  month,  she  be- 
gan to  suffer  very  great  pain  at  times  and 
it  seemed  that  she  would  surely  abort.  She 
would  go  along  for  a few  days  and  would 
then  be  subject  with  a severe  catch  in  her 
side  which  would  be  so  painful  that  an  opi- 
ate was  necessary  to  control  the  pain.  She 


was  carried  along  but  was  suffering  almost 
constant  pain  until  she  became  desperate 
and  was  fast  contracting  a drug  habit. 

About  the  end  of  the  eighth  month  or 
eight  and  one-half  months  we  took  her  to 
the  hospital  and  did  a Caesarean.  We  found 
four  or  five  small,  very  hard  fibroids  in  the 
uterus  in  different  locations,  one  stood  out 
prominently  and  the  pain  she  had  been  suf- 
fering had  evidently  been  due  to  this  hard 
nodule  producing  pressure  upon  other  vis- 
cera. 

These  small  tumors  were  removed  and 
the  patient  made  a beautiful  convalescence. 

1.  To  summarize  we  will  say  that  women 
with  fibroid  tumors  are  most  likely  to  be 
sterile. 

2.  That  if  pregnancy  takes  place  abor- 
tion or  low  implantation  or  malpositions  are 
likely  to  occur. 

3.  That  should  labor  progress  to  full 
time  postpartum  hemorrhage  and  septic  in- 
fection are  more  prone  to  occur. 

4.  That  degenerative  changes  and  rapid 
growth  of  the  tumors  must  always  be  con- 
templated. 

5.  That  pressure  and  obstructive  symp- 
toms may  make  interference  imperative. 

6.  That  acute  pain  and  tenderness  ac- 
companied with  increased  leukocyte  count 
and  other  symptoms  of  an  acute  abdomen 
demands  operative  interference. 

7.  That  a woman  with  fibroid  tumors  be- 
coming pregnant  is  entitled  to  our  most  seri- 
ous consideration.  The  pregnancy  should 
not  be  ruthlessly  sacrificed  as  this  will  prob- 
ably be  her  one  and  only  chance  to  become  a 
mother. 

8.  The  particular  operative  procedure  to 
be  adopted  must  be  determined  by  the  oper- 
ator at  the  time  of  interference  and  by  the 
peculiar  conditions  encountered. 


DISCUSSION 

DR.  HOLLAND  M.  TIGERT,  Nashville:  The 
subject  presented  by  the  essayist  is  of  great  in- 
terest and  practical  importance,  not  only  to  ob- 
stetricians, but  also  to  surgeons.  Most  fibromyo- 
matous  uteri,  fortunately,  are  sterile.  Usually 
when  fibromyomata  are  extensive  there  are  co- 
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incident  changes  in  the  endrometrium  which  ren- 
der pregnancy  improhable.  This  is  especially  true 
of  the  submucous  variety. 

It  is  not  germain  to  the  subject  to  enter  into  a 
discussion  as  to  whether  sterility  is  caused  by  the 
myomatous  uterus  or  vice  versa. 

Fibroid  tumors  of  the  uterus  may  give  rise  to 
difficulty  before,  during  and  after  delivery.  Preg- 
nancy associated  with  fibroid  tumors  of  the  uterus 
is  not  as  disastrous  as  was  formerly  the  case, 
since  in  this  age  of  surgery  fibroids  usually  re- 
ceive attention  before  they  reach  the  size  which 
will  interfere  with  delivery. 

Pregnancy  may  affect  the  myomata  and  the 
myomata  may  affect  pregnancy.  Tumors  that  are 
not  suspected  before  pregnancy  may  develop  rap- 
idly during  pregnancy.  The  physiological  in- 
crease in  the  blood  supply  of  the  generative  or- 
gans incident  to  pregnancy  often  causes  rapid 
growth  in  the  coexisting  fibroid.  Degenerative 
changes  in  the  tumor  not  infrequently  have  their 
origin  during  pregnancy.  One  of  the  most  obvious 
effects  of  the  fibroid  tumor  on  pregnancy  is  a ten- 
dency to  abortion.  Because  of  the  size  and  position 
of  the  fibroid  there  may  be  mechanical  interference 
at  delivery.  Postpartum  hemorrhage  not  infre- 
quently occurs  because  of  interference  with  uterine 
contraction.  It  is  difficult  to  lay  down  definite 
rules  for  the  management  of  these  cases.  All 
should  be  kept  under  careful  surveillance  and  dur- 
ing the  latter  part  of  pregnancy  be  hospitalized. 

Small  tumors  impacted  in  the  pelvis  may  render 
delivery  impossible.  On  the  other  hard,  very  large 
tumors  high  up  on  the  uterus  and  resting  on  the 
pelvic  brim  may  offer  no  resistance  to  delivery.  In 
cases  where  delivery  seems  doubtful  the  test  of 
labor  may  be  allowed  but,  unless  satisfactory  prog- 
ress is  made,  early  Caesarean  section  should  be  re- 
sorted to.  The  patient  should  not  be  subjected  to 
long  continued  futile  effort  attended  with  numer- 
ous vaginal  examinations  before  surgical  aid  is 
rendered. 

DR.  L.  L.  SHEDDAN,  Knoxville  (closing):  I 
have  a little  more  to  say,  but  there  is  one  thing 
to  which  I want  to  call  attention  in  cases  of  fibroid 
tumors  with  pregnancy,  and  that  is  the  sudden, 
acute  onset  of  pain.  These  patients  may  suffer  pain 
due  to  pressure,  which  we  all  understand,  but  when 
there  is  an  acute  severe  pain  in  the  abdomen,  with 
tenderness  over  the  tumor,  and  an  increased  leuko- 
cyte count,  it  is  quite  conclusive  evidence  that  there 
is  a degenerative  change  occurring  in  the  tumor. 


and  we  should  act  promptly.  We  have  had  a num- 
ber of  cases  of  this  sort.  They  represent  the  “sur- 
gical abdomen”  and  if  taken  in  time  the  patient 
may  have  a myomectomy  without  any  serious  con- 
sequences, go  on  to  full  term,  and  be  delivered  of 
a living  child,  whereas  if  you  wait  you  will  lose  the 
mother  as  well  as  the  unborn  infant.  I have  had 
so  many  of  these  cases  of  acute  abdominal  pain 
during  pregnancy,  the  women  not  being  cognizant 
of  the  fact  that  they  have  a fibroid  tumor. 

Because  a patient  has  a fibroid  and  becomes  preg- 
nant is  no  excuse  for  operating  on  that  patient. 
The  majority  of  them  are  sterile  and  this  is,  prob- 
ably, their  only  chance  to  become  a mother,  and 
we  should  not  sacrifice  the  fetus  without  due  con- 
sideration, but  if  there  is  definite  obstruction  to 
delivery,  which  I have  had  in  several  cases,  it  is 
foolish  or  cowardly  to  delay  operative  interfer- 
ence. One  of  my  patients,  a primipara  aged  40, 
went  into  labor  and  on  investigation  we  found  two 
large  fibroids.  Why  they  were  interfering  with 
delivery  I do  not  know,  but  she  could  not  be  de- 
livered. We  immediately  did  a Caesarean  section, 
delivered  her  of  a normal  child,  and  she  is  living 
and  happy  today.  Another  case  was  that  of  a 
woman  who  had  three  perfectly  normal  children 
and  a fourth  with  a breech  and  with  torticollis. 
Dr.  Willis  of  Richmond  at  her  first  delivery  made 
a diagnosis  of  fibroid  tumor.  The  next  two  doc- 
tors who  delivered  her  also  made  diagnosis  of 
fibroid.  During  the  fourth  pregnancy  she  had 
pain  which  we  were  unable  to  account  for.  She 
was  a doctor’s  wife  and  a trained  nurse.  We  put 
her  to  bed  and  kept  her  there  during  the  last  four 
months  of  pregnancy.  I could  find  no  fibroid  tumor, 
but  she  had  severe  pain  and  was  rapidly  becoming 
a drug  addict.  We  took  her  to  the  hospital  at  the 
eighth  month  and  found  four  or  five  small  fibroids, 
one  of  them  standing  out  like  a walnut.  We  did  a 
Caesarean  section,  a myomectomy,  delivered  a nor- 
mal child,  and  saved  the  mother  from  the  drug 
habit. 

The  size  of  the  tumor  is  no  index  to  the  severity 
of  pain  they  cause  by  pressure.  Numerous  large 
tumors  may  cause  no  interference  with  delivery, 
but  a very  small  tumor  that  does  not  rise  out  of 
the  pelvis  during  pregnancy,  a pedunculated  fibroid, 
may  drop  into  the  pelvis  during  pregnancy  and 
block  delivery.  These  cases  are  serious,  but  we 
should  not  perform  an  abortion  or  deliver  these 
women  ruthlessly  just  because  they  have  a fibroid 
tumor. 
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CLINICAL  ASPECTS  OF  JAUNDICE 


Casa  Collier,  M.D.,  F.A.C.S.,  Memphis 


Operations  on  the  jaundiced  pa- 
tient carry  an  extra  hazard  due  to 
the  liability  of  hemorrhage,  and  with 
this  point  in  mind,  the  physician  when  con- 
fronted by  a patient  suffering  from  jaun- 
dice must  realize  the  necessity  of  a speedy 
diagnosis.  If  surgical  intervention  is  in- 
dicated it  should  be  prompt,  for  the  need 
of  relieving  obstruction  in  the  extra-biliary 
passages  is  urgent,  but  the  extra  hazard 
entailed  requires  extra  caution  to  assure 
oneself  that  the  indication  is  definite.  It 
is  well  known  that  enormous  dilatation 
takes  place  in  the  intrahepatic  portions  of 
the  ducts,  and  if  the  obstruction  arises  rap- 
idly, pressure  atrophy  of  the  parenchyma, 
or  even  the  vascular  system  of  the  liver  it- 
self, may  result.  When  the  obstruction  oc- 
curs slowly,  however,  dilatation  is  opposed 
by  proliferation  of  the  cells  of  the  duct 
walls  and  the  interstitial  supporting  tissue 
of  the  liver.  This  defensive  physiology  may 
later  result  in  a true  hepatic  cirrhosis.  It 
is  therefore  essential  to  classify  the  case  at 
once,  as  surgical  or  non-surgical. 

This  classification,  however,  will  suffice 
only  in  the  emergency  and  fulfills  its  func- 
tion when  it  directs  the  immediate  treat- 
ment of  the  case  in  hand.  Either  surgical 
or  non-surgical  jaundice  may  have  such  a 
varied  etiology  that  a clinical  classification 
is  required.  A classification  that  to  my 
mind  fills  all  requirements  is,  as  follows: 
(1)  Obstructive  hepatic  jaundice;  (2) 
toxic  and  infectious  hepatic  jaundice,  (3) 
hemolytic  jaundice. 

Numerous  and  widely  varying  methods 
of  production  may  be  mentioned  under  each 
heading;  for  instance,  in  dealing  with  ob- 
structive hepatic  jaundice,  one  may  find  it 
due  to  obstruction  by  stone  or  other  for- 
eign body  in  the  common  bile  duct;  by 
tumor  of  the  bile  ducts,  or  head  of  the  pan- 
creas; by  pressure  upon  the  ducts  by  en- 
larged glands,  or  aneurysm  of  the  hepatic, 
or  other  nearby  arteries;  by  gumma;  by 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  11,  1928. 


stricture  of  the  duct  as  a result  of  scar  for- 
mation; by  inflammation  of  the  mucosa  of 
the  duct,  with,  or  without  the  formation  of 
an  actual  obstruction  by  a plug  of  tenacious 
mucus;  by  traction  upon  the  bile  ducts  by 
a freely  movable  kidney;  by  passive  en- 
gorgement of  the  liver  in  chronic  cardiac 
decompensation ; by  hepatic  carcinoma  with 
either  intra-  or  extra-hepatic  pressure;  by 
cirrhosis  of  the  liver;  by  injury  to  the  ducts, 
either  at  operation  or  by  external  violence. 

In  dealing  with  hepatic  jaundice  of  toxic 
or  infectious  origin  there  is,  as  a rule,  no 
extra-hepatic  obstruction,  except  in  rare 
instances,  and  bile  is  always  present  in  the 
urine  and  feces.  Here,  probably,  the  eti- 
ology is  not  so  varied,  but  the  surgeon  must 
bear  in  mind  some  of  the  infectious  dis- 
eases, such  as  typhoid,  pneumonia,  septic- 
emia, etc.,  and  in  children  the  non- 
spirochetal  infections,  and  in  both  children 
and  adults  spirochetosis  icterohaemor- 
rhagia,  or  Weil’s  disease.  Occasionally  an 
operation  in  which  no  injury  to  the  portal 
system  was  received  is  followed  by  a jaun- 
dice, which  is  due  to  an  infective  cholangi- 
tis, and  may  result  in  a thrombophlebitis  of 
the  portal  vein. 

Toxic  jaundice  after  the  administration 
of  arsphenamine  and  other  drugs  is  well 
known  to  all. 

Under  the  third  classification  mentioned 
above,  namely:  hemolytic  jaundice,  there 
may  be  found  two  types,  acquired  and  con- 
genital, with  many  features  common  to 
both.  The  jaundice  is  chronic  with  bile  pig- 
ment present  in  the  blood  serum,  but  absent 
from  the  urine  (the  common  acholuric 
jaundice) . There  is  no  evidence  of.  obstruc- 
tion, such  as  clay  colored  stools,  slow  pulse, 
or  itching.  The  spleen  is  large  and  firm. 
Severe  anaemia  is  common  to  both  types, 
but  is  more  common  and  more  severe  in  the 
acquired,  and  there  is  marked  fragility  of 
red  cells  in  both. 

While,  as  mentioned  above,  in  the  group 
two  types  are  present,  the  congenital  and 
the  acquired,  the  distinction  is  hardly  fun- 
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damental,  from  the  surgical  viewpoint,  at 
least,  and  the  types  merge  into  one  another 
with  no  distinct  border  line.  Splenectomy 
is  usually  curative  in  both  types. 

The  icterus  of  pernicious  anaemia  is  one 
of  the  acquired  types  that  splenectomy  has 
failed  to  cure. 

In  the  congenital  type  of  jaundice  gall 
stones  are  quite  common,  but  strange  to 
say  seem  to  bear  no  relation  to  the  jaundice, 
but  occasionally  through  their  presence  an 
obstructive  jaundice  is  added  to  the  pic- 
ture. 

In  the  acquired  type  acute  exacerbations 
are  frequent,  and  at  these  times  the  jaun- 
dice may  deepen  greatly,  although  the  pa- 
tients do  not  seem  to  suffer  greatly  from  it. 

It  has  been  said  of  them  by  a famous 
clinician  that  they  are  “often  more  icteric 
I than  sick.” 

I This  multiplicity  of  causes  of  jaundice 
[ would  on  first  thought  seem  sufficient  to 
\ prevent  an  accurate  and  a rapid  diagnosis. 
; The  establishment  of  four  facts,  however, 
{ will  solve  the  problem  in  most  instances: 

(1)  The  presence  or  absence  of  pain  and 
• its  character  if  present;  (2)  the  reaction  to 
i the  patient’s  serum  to  the  Van  den  Bergh 
reagent-direct  or  indirect;  (3)  The  be- 
havior of  the  serumpigment  curve,  as  de- 
termined by  the  Van  den  Bergh  test  or  the 
icterus  index  method;  (4)  The  quantities 
of  bile  reaching  the  intestine,  determined 
by  duodenal  siphonage. 

Painful  jaundice  is  usually  due  to  me- 
chanical causes,  especially  stone,  cholecys- 
titis or  cholangitis.  Rarely  there  is  a pain- 
less jaundice  due  to  a stone.  A series  of 
attacks  of  colics  and  jaundice  is  not  neces- 
sary to  make  a diagnosis,  one  well  defined 
colic  followed  by  jaundice  being  sufficient. 
In  painless  jaundice,  the  possibilities  are 
many.  With  clay-colored  stools  and  cholu- 
ria  in  middle  life  the  suspicion  falls  on  the 
pancreas  or  some  other  nearby  structure 
especially  if  the  gall  bladder  is  palpable. 
Glycosuria  favors  the  diagnosis  of  pancre- 
atic disease,  but  one  cannot  exclude  the 
liver  or  bile  passages  on  it  alone.  In  earlier 
life  painless  jaundice  is  frequently  met  with 
in  so-called  “catarrhal  jaundice.” 

By  the  Van  den  Bergh  test  one  can  de- 
termine not  only  that  there  is  an  increase 


in  the  amount  of  serum  bilirubin,  but 
whether  it  is  due  to  hepatic  reabsorption, 
or  to  extra-hepatic  pathology,  as  the  bili- 
rubin molecule  gives  a different  reaction  on 
contact  with  the  diazo  reagent  depending 
upon  whether  or  not  it  has  come  in  contact 
with  the  cells  of  the  hepatic  parenchyma. 

The  icterus  index  is  of  marked  value,  for 
a variable  index  is  quite  common  in  ob- 
struction from  stones,  while  a constant  or 
rising  index  after  thirty-five  years  of  age 
is  usually  met  with  in  extra  ductal  pressure, 
such  as  cancer  of  the  pancreatic  head.  In 
the  presence  of  some  pigments,  carotin  for 
instance,  the  icterus  index  may  be  mislead- 
ing. 

Duodenal  siphonage  permits  a definite 
demonstration  as  to  the  quantity  of  bile 
reaching  the  intestine.  This  is  more  ac- 
curate than  stool  observation. 

The  source  of  the  pigment  has  been  the 
subject  of  much  study  in  recent  months. 
Bilirubin  is  generally  believed  to  have  its 
origin  in  the  hemoglobin  of  destroyed  blood 
cells.  Certain  investigators  have  proven 
that  jaundice  always  takes  place  in  the  few 
hours  that  an  animal  survives  the  extirpa- 
tion of  its  liver.  Blood  returning  from  an 
extremity  always  has  in  it  more  bilirubin 
than  is  found  in  that  flowing  into  it,  and 
the  blood  flowing  from  the  spleen  contains 
much  more  than  is  found  in  that  flowing 
into  it.  These  facts  would  tend  to  show 
that  the  liver  is  more  concerned  with  the 
excretion  of  bilirubin  than  with  its  forma- 
tion. 

Early  in  this  paper,  we  have  pointed  out 
the  extra  hazard  of  hemorrhage  that  is 
present  in  those  jaundice  patients  who  fall 
under  the  classification  of  surgical  cases. 
Two  types  may  be  mentioned:  (1)  The 
usual  type  in  which  there  is  a prolongation 
of  the  clotting  time,  in  which  there  is 
probably  some  interference  with,  or  defect 
in,  some  of  the  clot  forming  elements;  (2) 
Those  cases  in  which  there  is  a purpura 
with  or  without  prolongation  of  coagulation 
time,  in  these  cases  there  is  probably  pres- 
ent some  toxin  which  has  a selective  action 
upon  the  capillary  endothelium.  The  ad- 
ministration of  calcium  intravenously  will 
usually  bring  the  coagulation  time  down 
within  a safe  limit.  Occasionally  it  will  not. 
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and  these  patients  should  have  the  benefit 
of  a transfusion  from  500cc  to  750cc  of 
blood.  All  cases  in  which  purpura  exists 
regardless  of  the  coagulation  time  should 
be  transfused.  There  is  an  occasional  case 
in  which  the  purpura,  or  the  prolonged 
coagulation  time  persists  in  spite  of  cal- 
cium and  transfusions.  In  these  cases, 
surgery  should  not  be  attempted.  They 
should  be  carried  along  on  a non-surgical 
regimen  until  the  coagulation  time  is  down 
and  the  purpura  disappears,  as  it  is  well 
known  that  both  of  these  conditions  ebb  and 
flow,  so  that  if  the  patients  are  closely 
watched  they  can  frequently  be  caught  at 
low  tide,  so  to  speak,  with  reference  to 
coagulation  time  and  purpura,  at  which 
time  the  operation  can  be  undertaken  with 
a fair  degree  of  safety. 

It  would  be  as  impossible  to  offer  here  a 
prognosis  of  jaundice  as  to  offer  a prog- 
nosis of  any  other  one  symptom,  for  viewed 
in  the  strictest  sense,  jaundice  is  but  a 
symptom.  In  hemolytic  jaundice,  barring 
certain  hemolytic  toxins,  and  the  grave 
aneamias,  the  prognosis  is  usually  favor- 
able. Splenectomy  often  achieves  a cure. 

In  regard  to  obstructive  jaundice  none 
of  these  should  ever  be  taken  lightly,  seem- 
ingly mild  cases  frequently  terminate 
fatally,  and  in  elderly  patients  hepatic  in- 
sufficiency frequently  develops  after  opera- 
tion, just  as  urinary  suppression  develops 
after  prostatectomy  or  other  urological  op- 
erations. 

Very  frequently  the  turning  point  in  the 
prognosis  is  the  skill  and  judgment  of  the 
surgeon,  and  this  is  dependent  upon  close 
observation  of  the  patient.  The  prognosis 
for  these  patients  is  much  better  now  than 
it  was  as  short  a time  as  five  years  ago. 
One  of  the  most  important  steps  in  the 
safety  of  these  patients  is  the  use  of  cal- 
cium chloride  intravenously  to  lower  the 
coagulation  time.  Glucose  solution  intra- 
venously or  by  proctoclysis,  or  both,  to  com- 
bat carbohydrate  starvation,  and  to  offset 
damage  done  to  the  parenchyma  of  the  liver 
by  duct  obstruction,  in  conjunction  with 
3,000cc  to  4,000cc  of  water  daily  for  several 
days  before  operation  will  prevent  in  a 
large  measure  post  operative  hepatic  in- 
sufficiency. 


Definite  knowledge  of  the  hepatic  ac- 
tivity would  aid  greatly  in  timing  the  op- 
eration, but  so  far  liver  functional  tests 
are  limited.  The  tetrachlorphenolphthalein 
test  is  at  present  the  most  promising  but 
this  is  greatly  embarrassed  in  cases  of  ob- 
struction. 

The  Van  den  Bergh  test,  however,  enables 
us  to  accurately  determine  the  amount  of 
pigment  retention,  and  thereby  affords  an 
index  to  the  amount  of  obstruction.  By 
means  of  this  test  we  can  determine  the 
increase  or  the  decrease  in  the  amount  of 
serum  pigment  present.  If  increasing,  op- 
eration cannot  be  safely  undertaken ; if  de- 
creasing, it  should  be  postponed,  as  opera- 
tive risk  decreases  with  the  decrease  of 
pigment. 

Of  the  causes  of  death  after  operation, 
hemorrhage,  hepatic  and  renal  insufficiency 
and  bile  duct  infections  are  the  most  com- 
mon. These  conditions  are  directly  related 
to,  and  dependent  upon  pre-operative  con- 
ditions, such  as  chronic  obstructive  jaun- 
dice, hepatitis,  biliary  cirrhosis,  dehydra- 
tion and  chronic  carbohydrate  starvation. 
Cholecystectomy  in  the  jaundiced  carries 
with  it  a death  rate,  that  is  slightly  higher 
than  that  following  cholecystostomy,  and 
unless  very  definite  indications  exist  chole- 
cystostomy should  be  done.  By  definite  in- 
dications, we  mean  conditions  that  would 
make  the  presence  of  the  gall  bladder  in- 
compatible with  the  life  of  the  patient,  such 
as  gangrene,  carcinoma,  papiloma  or  irrep- 
arable damage  to  the  gall  bladder.  It  is 
preferable  to  have  a living  patient  upon 
whom  cholecystectomy  can  be  safely  done 
later,  than  to  have  one  succumb  to  a per- 
fectly performed,  but  ill-timed  and  fre- 
quently unnecessary,  operation  done  during 
an  attack  of  jaundice. 


DISCUSSION 

DR.  J.  H.  LITTERER,  Nashville:  Dr.  Collier 
has  just  given  you  the  surgical  aspects  of  jaundice; 
it  will  be  my  purpose  to  discuss  it  from  the  labora- 
tory angle. 

Before  taking  up  the  pathological  features  it 
may  be  well  to  review  briefly  the  physiology  of  the 
formation  of  bile  pigment. 

There  is  a continuous  destruction  of  red  blood 
cells  in  the  body  which  liberates  hemoglobin.  The 
latter  circulates  through  the  reticulo-endothelial 
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system  and  is  transformed  into  bile  pigment.  The 
I organs  responsible  for  this  change  are  the  spleen, 
lymph  glands,  bone  marrow  and  to  a certain  de- 
gree, the  liver.  The  liver  is  now  considered  more 
of  an  excretory  organ  than  one  capable  of  extrac- 
tion. When  the  pigment  is  formed  it  passes  through 
the  parenchymal  cells  of  the  liver  and  from  thence 
into  the  duodenum  when  no  pathological  process 
exists  extra  hepatically.  When  such  is  present  the 
pigment  returns  to  the  blood  but  in  a changed  con- 
dition to  that  which  was  present  prior  to  its  en- 
trance. 

When  an  individual  shows  bile  in  the  urine  this 
is  conclusive  proof  of  the  existence  of  jaundice  in 
the  tissues,  just  as  a glycos  uria  indicates  ordi- 
narily a hyperglycemia.  On  the  other  hand,  the 
absence  of  sugar  in  the  urine  does  not  preclude 
the  possibility  of  a diabetic  condition;  similarly, 
the  absence  of  bile  in  the  urine  does  not  preclude 
the  possibility  of  excessive  accumulation  of  bile 
pigment  in  the  tissues.  In  other  words,  we  must 
consider  the  threshold  of  the  kidneys. 

Bilirubin  is  present  in  the  serum  to  the  extent 
of  from  one  to  three  miligrams  per  liter  of  blood. 
In  this  condition,  we  get  no  excretion  in  the  urine, 
but,  when  its  concentration  reaches,  ordinarily,  20 
mgs.,  the  pigment  begins  to  make  its  appearance. 
We  have  noted  frequently  in  the  non-obstructive 
type  of  jaundice  a concentration  much  higher  must 
be  present  to  effect  an  elimination. 

It  is  of  paramount  importance  to  the  surgeon  to 
determine  the  location  of  the  cause  of  the  condition. 
Fortunately,  we  have  various  tests  to  establish 
this.  On  account  of  the  multiplicity  of  the  func- 
tion of  the  liver,  it  is  obviously  impossible  to  de- 
rive this  from  any  one  single  test 

The  Van  den  Bergh  test  is  used  to  determine 
the  presence  of  bilirubin  in  the  blood.  It  has  the 
ability  of  distinguishing  a bilirubin  before  enter- 
ing the  parenchyma  of  the  liver  and  that  which  has 
passed  through  these  cells.  It  seems  to  be  an  or- 
gan which  can  free  the  pigment  from  its  attached 
protein  molecule.  By  the  diazo  reaction  the  tests 
are  read  as  direct  and  indirect,  the  former  indi- 
cating an  extra  hepatic  obstruction  (after  passage 
through  the  liver) ; the  latter,  an  intrahepatic 
pathology  (before  passage  through  the  liver),  and 
known  as  the  hemolytic  type.  Toxic  jaundice  is 
of  the  non-obstructive  type  as  is  true  of  the  hemo- 
lytic. This  is  illustrated  in  damage  to  the  poly- 
gonal cells  of  the  liver  as  seen  in  chemical  poisons. 
By  the  indirect  method  of  Van  den  Bergh  test  it  is 
possible  to  determine  quantitatively  the  amount  in 
mgs.  of  the  pigment  present  in  the  blood. 

The  icterus  index,  which  is  used  to  supplement 
the  others,  represents  a colometric  test  as  com- 
pared to  a definite  standard  of  1-10,000  potassium 
dichromate  solution.  The  fragility  test  is  one 
which  determines  the  ease  or  difficulty  with  which 


the  red  blood  cells  disintegrate  in  a certain  con- 
centration of  sodium  chloride.  It  is  used  also  as 
a differential  measure.  In  hemolytic  jaundice  we 
find  increased  fragility  often  to  the  point  of  .7% 
Saline;  in  pernicious  anemia  and  obstructive  jaun- 
dice we  find  an  increased  fragility.  Purpura  gives 
about  a normal  figure. 

In  the  Journal  of  the  A.  M.  A.,  April  7,  1928, 
a very  interesting  article  appears  on  this  subject 
written  by  Graham  and  others  of  St.  Louis.  They 
are  using  simultaneously  in  cholecystograms  a 
liver  function  test.  A dye,  the  sodium  salt  of 
phenoltetraiodophthalein,  so  far  as  jaundice  is  con- 
cerned, is  supposed  to  distinguish  an  obstructive 
type  due  to  a malignancy  and  that  due  to  stone 
impaction. 

DR.  BARNEY  BROOKS,  Nashville:  Dr.  Col- 
lier has  emphasized  the  fact  that  if  a patient  is 
suffering  from  obstructive  jaundice  there  are 
marked  physiological  pathological  changes  as  well 
as  anatomical  pathological  changes.  Such  a con- 
dition requires  all  the  skill  of  an  excellent  clin- 
ician who  has  the  capacity  of  correctly  evaluating 
laboratory  findings.  Obstructive  jaundice  is  al- 
ways associated  with  marked  liver  deficiency.  The 
intensity  of  the  derangement  of  the  liver  function 
is  perhaps  the  most  important  part  of  the  picture. 

The  recent  development  by  Graham  of  the  diag- 
nostic method  known  as  cholecystography,  and  the 
resent  discovery  of  the  excellent  therapeutic  ef- 
fects of  liver  extracts  in  pernicious  anemia,  has 
stimulated  a large  amount  of  work  in  order  to 
further  the  knowledge  of  the  functions  of  the 
liver.  Dr.  Collier’s  paper  is  a very  timely  sum- 
mary of  the  existing  knowledge  of  this  subject. 

DR.  CASA  COLLIER,  Memphis  (closing)  : 
There  is  notliing  else  that  I wish  to  add  with  ref- 
erence to  the  jaundice  situation,  except  to  ex- 
press the  hope  that  the  next  few  years  will  see  as 
much  advancement  in  our  knowledge  concerning 
it  as  the  past  few  years  have  seen.  I became  in- 
terested in  jaundice  a number  of  years  ago,  for  so 
many  cases  were  not  surgical  and  so  many  were, 
and  it  was  my  task  to  determine  which  were  sur- 
gical and  which  were  not.  After  determining 
which  were  surgical  we  had  to  solve  the  problem 
of  which  ones  could  safely  -withstand  the  surgical 
procedure  necessary,  and  which  cases  could  best 
be  postponed.  Until  Van  den  Bergh  brought  out 
his  work  we  were  more  or  less  at  a loss  as  to  how 
to  proceed,  and  much  of  the  work  was  based  on 
guess  work.  Now  we  have  a very  good  rule  by 
which  to  measure  these  cases.  I hope  that  some 
of  the  investigators  -will  be  able  to  get  the  liver 
function  test  do-wn  to  the  accuracy  that  I feel  the 
Van  den  Bergh  is  today. 

I thank  the  gentlemen  very  much  for  their  dis- 
cussion of  my  paper. 
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THE  DANGER  OF  lODIN  IN  THE  ROUTINE  TREATMENT  OF  GOITER 
EXCEPT  AS  A PREPARATION  FOR  OPERATION* 


W.  D.  Haggard,  M.D.,  F.A.C.S.,  and  W.  0.  Floyd,  B.S.,  M.D.,  F.A.C.S.,  Nashville. 


This  paper  does  not  deal  with  the  diag- 
nosis or  the  surgical  management  of 
goiter,  but  is  intended  to  discuss 
briefly  the  benefits  that  may  be  expected, 
as  well  as  the  dangers  attending  the  indis- 
criminate use  of  iodin  in  goitrous  patients. 

The  prevention  of  goiter  by  iodin  is  now 
one  of  the  most  popular  medical  subjects 
before  the  people.  Articles  expounding  the 
need  of  iodin  are  appearing  under  the 
names  of  well-known  writers  in  many  of 
our  popular  magazines.  In  some  states  in- 
tensive lecture  campaigns  for  the  purpose 
of  education  are  being  carried  out.  Pre- 
ventive measures  range  from  the  admin- 
istration of  iodin  under  the  supervision  of 
a physician  to  the  iodizing  of  the  city  water 
supply  and  the  general  use  of  iodized  table 
salt.  The  administration  of  small  quanti- 
ties of  iodin  to  school  children  which  was  in- 
augurated by  Marine  in  the  Akron  experi- 
ment has  become  quite  general  in  the 
“goiter  belts.”  The  administration  of  so- 
dium iodid,  three  grains  a day,  for  ten  days, 
in  spring  and  autumn,  seems  to  be  the  best 
method. 

Tichen  described  the  results  in  4,000 
school  children  from  the  experiment  of  giv- 
ing iodin  in  the  prevention  of  goiter.  In 
2,000  children  who  had  iodin,  no  goiter  de- 
veloped and  in  57  per  cent  of  those  who  had 
enlarged  thyroids  38  per  cent  showed 
marked  reduction,  whereas  in  2,000  cases 
in  which  iodin  was  not  used  16  per  cent 
developed  definite  goiters. 

The  indiscriminate  use  of  iodized  salt 
resulted  in  goiter-production  in  13  normal 
individuals  according  to  Hartsock  and  in 
23  women  and  girls  who  came  under  his 
observation  having  developed  signs  and 
symptoms  of  hyperplastic  toxic  goiter. 
However  the  extensive  use  of  iodin  in  school 
children  as  a prophylaxis  of  goiter  does  not 
produce  hyperthyroidism  in  Switzerland 
where  it  has  been  used  on  a large  scale  for 
a number  of  years. 

*Read  before  the  Ohio  Valley  Medical  Associa- 
tion, Evansville,  Ind.,  November,  1927. 


Iodin  was  not  recognized  as  a specific 
in  the  prevention  and  cure  of  the  colloid 
goiter  of  adolescence  until  1820,  when 
Dumas  and  Coindet  made  their  observa- 
tions. It  had  been  used  in  various  prepa- 
rations in  the  treatment  of  goiter  for 
thousands  of  years,  yet  it  remained  for 
Chatin  in  1850  to  show  that  iodin  should 
be  used  in  these  cases.  At  this  time  he  ana- 
lyzed the  water,  food  and  soil  of  goitrous 
and  non-goitrous  regions  and  found  the 
iodin  content  of  the  goitrous  regions  to  be 
low  and  that  of  the  non-goitrous  areas  high. 
He  then  advanced  the  theory  that  goiter 
was  due  to  iodin  deficiency  and  showed  that 
cretinism  and  endemic  goiter  could  be  pre- 
vented by  small  doses  of  iodin.  Various 
other  theories  such  as  McCarrison’s  belief 
that  it  came  from  intestinal  excreta,  etc., 
for  a time  drew  attention  away  from  this 
sound  observation,  but  at  the  present  time 
since  the  geological  association  with  the 
geographic  occurrence  of  goiter  in  America, 
and  the  studies  of  Marine,  we  recognize 
that  a deficiency  of  iodin  is  the  important 
etiological  factor  in  the  production  of  en- 
demic goiter. 

A colloid  goiter  becomes  evident  when  the 
age  of  puberty  is  reached.  It  is  important, 
therefore,  that  we  begin  treatment  by  iodin 
early  in  these  colloid  cases  if  good  results 
are  to  be  obtained. 

Adenomas  rarely  occur  at  birth  or  during 
infancy,  and  hence  are  seen  only  occasion- 
ally in  children  less  than  10  years  of  age. 
If  they  do  occur,  small  doses  of  iodin  should 
be  given,  not  with  the  hope  of  a cure,  as  in 
the  colloid  type,  but  with  the  idea  of  re- 
tarding their  growth,  possibly  by  placing 
the  gland  at  rest. 

Many  methods  of  administering  iodin 
have  been  tried  in  the  prophylaxis  of 
goiter.  At  one  time  it  was  customary  to 
paint  iodin  on  the  skin  over  the  thyroid. 
It  was  inadequate  both  in  prevention  and 
cure.  In  English  schoolrooms  open  bottles 
containing  iodin  have  been  employed  with 
the  idea  of  saturating  the  air  with  its  fumes. 
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In  Switzerland  it  has  been  given  in  candy 
tablets,  which  appeal  to  the  children. 

Among  the  agents  popular  in  this  coun- 
try is  iodized  table  salt,  but  the  chief  ob- 
jection to  these  methods  of  giving  iodin  is 
the  inaccuracy  of  the  dose  and  the  lack  of 
proper  medical  supervision. 

Another  very  serious  objection  is  that 
iodin  administered  to  the  community  or  the 
family  as  a whole  in  this  manner,  will,  of 
course,  reach  some  patients  with  a quies- 
cent or  already  active  adenoma,  and  may 


Fig.  1.  Exophthalmic  Goiter  10  Days  after 
Operation 

Benefited  only  temporarily  by  10  X-ray  treat- 
ments and  iodin  therapy.  Entered  hospital 
B.  M.  R.  -f-lOO,  pulse  140  and  extreme  nervousness. 
Under  20  drops  Lugol’s  Solution  after  meals  for  2 
weeks  basal  rate  reduced  to  +32. 

do  serious  harm  by  the  production  of  a 
hyperthyroidism  before  a physician  has 
ever  been  consulted. 

The  health  officials  of  several  states  are 
prescribing  iodin  as  a public  health  meas- 
ure in  the  prevention  of  goiter.  Investiga- 
tions are  being  carried  on  with  the  idea  of 
adding  iodin  to  the  drinking  water  or  of 
iodizing  the  salt  consumed  in  certain 
goitrous  regions,  Michigan  having  been 
very  active  in  this  matter  for  the  past 
three  or  four  years,  a committee  of  the 
State  Medical  Association  reporting  that, 
“The  amount  of  iodin  necessary  to  prevent 


the  majority  of  goiters  would  not  harm 
anyone,  and  that  they  had  not  seen  any 
cases  of  hyperthyroidism  produced  by  iodin 
in  working  on  a large  scale  through  the  pub- 
lic schools.” 

Many  authorities,  however,  believe  that 
further  investigation  is  needed  to  deter- 
mine the  minimum  amount  that  an  adult 
with  an  adenomatous  goiter  can  consume 
without  producing  hyperthyroidism  because 
it  is  a well-known  fact  that  many  such  cases 
are  produced  by  the  administration  of  iodin. 

In  one  of  our  cases,  twenty  drops  of 
iodin  three  times  per  day  had  been  given 
for  many  months  for  an  adenoma  that  rap- 
idly took  on  hyperthyroidism.  After  three 
weeks  in  bed  with  other  measures  to  con- 
trol symptoms  with  but  slight  improve- 
ment, simple  ligation  of  the  superior  pole 
resulted  fatally.  This  case  was  recognized 
at  that  time  as  one  of  iodin  hyperthyroid- 
ism, but  it  was  not  recognized  that  such 
cases  carried  the  very  highest  mortality 
rate  of  all  thyroid  cases.  No  surgery  should 
be  attempted  in  this  or  any  other  type  that 
cannot  temporarily  be  improved  medically. 

We  have  seen  a number  of  cases  of  early 
adenomatous  goiter  with  hyperthyroidism 
greatly  aggravated  by  prolonged  iodiniza- 
tion. 

The  most  remarkable  benefits  of  iodin  in 
goiter  have  been  obtained  in  the  exophthal- 
mic cases,  especially  in  the  more  severe 
types  of  this  disease.  In  March,  1922, 
Plummer  of  the  Mayo  Clinic  began  the  use 
of  iodin  in  the  crises  of  exophthalmic 
goiter.  His  results  have  enormously  bet- 
tered the  treatment  of  this  disease,  espe- 
cially in  bringing  about  a rapid  temporary 
improvement  that  puts  the  patient  in  the 
best  condition  for  operative  cure. 

Just  how  iodin  benefits  exophthalmic 
goiter  so  strikingly  for  a short  time  has 
been  the  subject  of  many  hypotheses.  It 
has  been  shown  that  the  toxic  gland  has 
only  from  one-tenth  to  one-half  the  amount 
of  iodin  in  the  thyroid  gland.  As  a matter 
of  fact,  there  is  only  about  15  or  20  milli- 
grams of  iodin  in  the  thyroid  gland  nor- 
mally and  that  has  been  changed  to  “thy- 
roid-iodin,”  the  active  principle  of  which 
is  thyroxin.  Whether  iodin  changes  the 
quality  of  the  secretion  or,  as  Mason  sug- 
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gests,  plugs  the  lymphatics  by  colloid  which 
prevents  toxic  absorption,  is  not  known,  but 
it  is  known  that  if  iodin  is  given  over  long 
periods  that  it  not  only  loses  its  effect,  and 
fails  to  cure  the  patient,  but  robs  the  sur- 
geon of  the  opportunity  to  give  the  patient 
an  intensive  short  course  of  iodin  which 
when  exhibited  for  the  first  time  is  so  com- 
manding as  a preparation  for  operation  and 
permanent  cure.  Whether  or  not  the  gland 
is  producing  an  excess  of  normal  secretion 
or  whether  it  is  secreting  an  incomplete 
product  remains  to  be  determined.  The 
idea  that  the  gland  is  being  over-stimulated 
through  exhaustion  of  thyroxin  in  the  tis- 
sue and  that  it  is  putting  forth  an  incom- 
plete secretion  seems  a very  logical  one. 
We  may  then  explain  the  very  beneficial  re- 
sults from  Lugol’s  solution  on  the  theory 
that  it  puts  the  gland  at  rest  and  allows  it 
to  complete  its  normal  secretion.  Ten  to 
twenty  drops  of  Lugol’s  may  be  given  after 
each  meal  the  first  day  and  this  may  gradu- 
ally be  increased  to  fifteen  or  twenty  drops 
three  times  a day  for  seven  to  twenty  days. 
As  high  as  100  drops  daily  may  be 
given  in  the  crises  of  exophthalmic  cases. 
The  maximum  improvement  is  usually 
reached  in  ten  days  to  two  weeks,  after 
which  time  the  iodin  begins  to  lose  its  abil- 
ity to  improve  the  secretion  of  the  gland 
and  there  is  but  slight  additional  clinical 
gain.  In  from  seven  to  fourteen  days  the 
basal  metabolic  rate  will  regularly  drop 
from  70  or  80  to  30  or  40.  The  average 
rate  of  exophthalmic  goiter  is  +56  per  cent. 
The  basal  metabolic  rate  is  quickly  lowered 
and  the  general  condition  of  the  patient  im- 
proved as  the  result  of  the  administration 
of  iodin  for  a week  or  ten  days.  On  the 
day  prior  to  operation,  the  patient  is  given 
twice  or  thrice  the  ordinary  dose,  sometimes 
going  up  to  30  to  60  minims  in  24  hours 
immediately  preceding  operation  in  order 
to  avert  the  thyro-toxic  fever  that  formerly 
was  so  severe  and  sometimes  fatal. 

Surgery  should  be  advised  at  this  maxi- 
mum state  of  improvement  in  these  cases. 
If  surgery  is  refused  or  not  advised,  such 
cases  cannot  often  be  gotten  back  into  as 
safe  and  satisfactory  condition  again  as 
the  first  impression  of  the  iodin  produced. 
Exophthalmic  goiter  cases  cannot  be  com- 


pletely cured  by  iodin  and  rarely  are  cap- 
able of  performing  any  important  duties 
of  earning  a livelihood.  As  Plummer  said, 
“We  have  no  justification  in  treating  hyper- 
thyroidism by  methods  which  take  eighteen 
months  to  complete  when  the  surgeon  can 
cure  them  in  eighteen  days.” 

“Goiter  heart”  takes  on  a new  signifi- 
cance when  we  regard  it  as  a toxic  process 
rather  than  mechanical.  Thrasher  esti- 
mated that  the  incidence  of  cardiac  disease 
in  hyperthyroidism  is  25  per  cent  and  that 


LI 


Fig.  2.  Exophthalmic  Goiter  of  6 Months 
Duration 

Unimproved  by  iodin  therapy  and  5 radium 
treatments,  entered  hospital  -with  broken  cardiac 
compensation,  extreme  symptoms.  B.  M.  R.  -|-92, 
pulse  120.  Note  darkened  skin  at  site  of  radium 
applications.  Three  weeks’  rest  and  Lugol’s  Solu- 
tion reduced  basal  rate  to  +36,  with  successful 
thyroidectomy. 

irreparable  damage  is  done  in  from  2 to  6 
per  cent. 

Hertzler  in  his  work  on  “Goiter”  ob- 
served that  as  a result  of  his  practice  in 
the  same  community  for  over  a quarter  of 
a century  that  practically  all  goiter  cases 
observed  by  him  who  were  not  operated 
upon,  died  a cardiac  death. 

It  has  been  further  established  that  digi- 
talis has  no  beneficial  effect  upon  ordinary 
tachycardia  and  really  very  little  place  in 
the  treatment  of  heart  complications  of 
goiter  unless  it  is  a distinct  arrhythmia  or 
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where  definite  decompensation  has  oc- 
curred. For  the  cardiac,  respiratory, 
gastro-intestinal  or  nervous  and  mental 
crises  of  exophthalmic  goiter,  heroic  iodini- 
zation  will  nearly  always  rescue  the  patient. 
We  have  seen  two  cases  in  the  crises  of 
adenomatous  goiter  with  hyperthyroidism 
die  “a  medical  death”  in  spite  of  large  doses 
of  iodin  and  every  auxiliary  method  and 
have  also  seen  a number  go  into  a toxic 
dementia  precox. 

Since  the  renewed  interest  which  iodin 


I 


Fig.  3.  Toxic  Adenoma 

Adenoma  10  years,  1 year  toxic  symptoms. 
B.  M.  R.  +20.  Iodin  therapy  only  six  days  prior 
to  operation.  Uneventful  recovery. 

has  been  given  as  a result  of  Plummer’s 
work  in  calling  our  attention  to  its  impor- 
tance in  the  preparing  of  the  patient  for 
operation  and  in  the  crises  of  goiter,  the 
question  arises  whether  or  not  its  indis- 
criminate use  as  a result  of  its  populariza- 
tion has  not  done  more  harm  than  good. 
Because  it  has  a very  decidedly  short-lived, 
temporary  benefit,  its  use  has  been  incor- 
rectly prolonged  as  a treatment.  It  has 
given  a false  sense  of  security  and  been 
harmfully  extended  to  numbers  of  cases  as 
a cure.  The  routine  treatment  of  long- 
standing goiter  by  iodin  is  dangerous,  if 
not  criminal.  False  dependence  upon  iodin 
as  a curative  treatment  has  occasioned  de- 


lay and  when  finally  surgical  intervention 
is  invoked  the  patient  is  in  a very  advanced 
condition  and  receives  correspondingly 
less  prompt  and  satisfactory  results.  More- 
over, the  incidence  of  “iodin  hyperthyroid- 
ism” has  been  considerably  increased.  It 
will  take  some  time  to  get  these  facts  gen- 
erally appreciated  by  our  profession. 

Toxic  adenoma  is  a pure  hyperthyroidism 
rather  than  the  dysthyroidism  of  exophthal- 
mic goiter.  We  do  not  see  the  grave  case 
of  toxic  adenoma  quickly  changed  to  one 
offering  a fair  surgical  risk  or  the  fair 
risk  patient  changed  to  that  of  a good  risk 
surgical  case  by  the  use  of  Lugol’s,  as  can 
be  observed  in  exophthalmic  goiter.  It  bene- 
fits them  to  a certain  degree  but  it  is  well- 
known  that  toxic  adenomas  are  made  worse 
by  the  continued  use  of  iodin.  It  was  called 
“lodin-Basedow”  by  Kocher  and  Reverdin. 
If  iodin  in  a toxic  adenoma  causes  the  pa- 
tient to  show  any  improvement,  it  is  sug- 
gestive evidence  that  the  gland  is  of  a mixed 
type,  the  hyperplasia  of  exophthalmic 
goiter  combined  with  adenoma.  The  use 
of  iodin  in  adenoma  in  middle-age  is 
fraught  with  grave  dangers  and  should  not 
be  resorted  to  as  a safe  medical  treatment. 
One  adenoma  out  of  five,  it  has  been  com- 
puted, will  develop  toxic  symptoms  anyhow 
if  unoperated.  A very  considerably  larger 
number  will  develop  hyperthyroidism  if 
given  iodin.  As  a matter  of  fact,  very  lit- 
tle impression  can  be  made  upon  adenomata 
by  medication.  They  are  to  all  intents  and 
purposes  tumors  of  the  thyroid  totally  dif- 
ferent from  the  soft  colloid  of  adolescence 
that  may  persist  but  that  can  be  cured  by 
iodin.  Inasmuch  as  most  toxic  adenomas 
manifest  themselves  at  the  average  age  of 
42,  a good  rule  would  be,  as  they  cannot  be 
cured  by  iodin  any  way,  not  to  give  iodin 
to  goiter  patients  routinely  after  25.  From 
2 to  6 per  cent  of  goiters  undergo  malig- 
nant degeneration  and  about  half  of  these 
occur  in  toxic  goiter.  All  toxic  adenomas 
should  have  short  iodin  preparatory  therapy 
with  rest  in  bed  and  have  surgery  as  soon 
as  conditions  are  permissible  with  a rea- 
sonable amount  of  safety  for  the  patient. 
The  mortality  of  the^e  patients,  deprived 
as  they  are  of  the  same  degree  of  the  bene- 
fit of  iodin  therapy  which  the  exophthalmic 
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case  obtains  from  iodin,  is  even  higher  than 
the  exophthalmic  case.  Since  the  use  of 
a short,  temporary  iodization  of  the  patient 
as  in  preparation  for  operation,  we  are  able 
to  avoid  the  preliminary  ligations  of  the 
superior  thyroid  arteries  as  two  separate 
operations  which,  although  life-saving  in 
severe  cases,  delayed  the  radical  operation 
for  two  or  three  months. 

Adenomatous  goiter  with  hyperthyroid- 
ism never  recurs  after  operation.  Symp- 
toms of  exophthalmic  goiter  may  recur. 
We  have  cured  a considerable  number  of 
mild  and  a few  recurrences  with  severe 
symptoms  with  X-ray  irradiation  but  have 
had  to  re-operate  on  only  a few.  The  rea- 
son hypothyroidism  rarely  occurs  after  op- 
eration for  exophthalmic  goiter  has  been 
explained  by  Else  as  due  to  the  hyperplasia 
which  the  remains  of  the  thyroid  undergo 
to  supply  the  demands  of  the  economy.  All 
thyroidectomies  are  given  10  minims  of 
Lugol’s  Solution  every  night  for  ten  weeks 
after  operation  and  it  can  be  cautiously  ad- 
ministered from  time  to  time  if  the  eyes 
continue  to  protrude. 

The  element  of  delay  is  death-dealing. 
The  mortality  in  cases  operated  early  is 
only  one-half  as  much  as  in  those  operated 
upon  after  the  first  year. 

It  must  be  remembered  that  in  every 
fatal  case  of  goiter  or  advanced  cardiac  and 
other  body-wide  complications,  the  result 
of  unbridled  toxicity,  that  there  was  a time 
when  operative  cure  would  have  been  very 
safe  and  simple.  We  must  hark  back  to 
the  same  promptitude  of  operation  in  goiter 
as  we  did  in  the  days  when  there  was  a re- 
puted cure  of  appendicitis  medically,  and 


adopt  a slogan  similar  to  the  one  for  ap- 
pendicitis : “The  diagnosis  of  hyperthyroid- 
ism is  the  indication  for  operation.”  With 
the  improvements  in  pre-operative  manage- 
ment and  technique  we  have  performed  145 
operations  for  goiter  with  a mortality  of 
1.3  per  cent.  During  1926-27  there  was  a 
consecutive  series  of  102  cases  without  a 
death.  During  this  period  we  saw  three 
medical  deaths  from  thyroid  intoxication. 

Conclusions 

1.  Goiter  can  be  prevented  by  the  ad- 
ministration of  3 gr.  of  sodium  iodid  to 
school  children  for  a week  or  ten  days  dur- 
ing spring  and  autumn. 

2.  The  colloid  goiter  of  adolescence  can 
regularly  be  cured  by  iodin. 

3.  Iodin  does  not  have  the  same  bene- 
ficial results  in  colloid  goiter  in  adults  as 
it  does  in  children,  possibly  because  the 
gland  may  have  become  mixed  with  ade- 
nomatous tumors  by  the  time  adult  life  is 
reached. 

4.  Iodin  will  not  cure  adenoma  even  in 
children  and  frequently  transforms  a symp- 
tomless adenoma  into  hyperthyroidism,  es- 
pecially in  adults. 

5.  The  basal  metabolic  rate  may  be  great- 
ly reduced  and  the  patient  wonderfully  im- 
proved in  from  seven  to  fourteen  days  by 
iodin  as  a preparation  for  operation. 

6.  Lugol’s  solution  up  to  100  minims  a 
day  will  usually  control  the  crises  of  goiter. 

7.  Iodin  should  not  be  given  to  adenoma- 
tous goiter  in  middle-age  lest  hyperthyroid- 
ism be  induced. 

8.  The  operative  mortality  has  been  1.3 
per  cent. 
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EDITORIAL 


The  medical  profession  of  the  state  of 
New  York,  particularly  the  profession  of 
Cattaraugus  County,  have  had  experiences 
with  the  Milbank  Health  Demonstration 
which  we  have  deemed  of  sufficient  impor- 
tance to  warrant  attention.  An  account  of 
the  action  taken  by  the  New  York  State  So- 
ciety on  this  matter,  together  with  some  of 
the  reports  of  various  persons  in  touch  with 
the  situation,  will  be  found  in  this  issue  of 
The  Journal  under  the  heading,  “News 
Notes  and  Comment.” 

The  New  York  Society  adopted  a public 
health  platform  which  we  believe  will  be  of 
considerable  interest. 

From  the  reports  received  it  seems  that 
the  work  touched  every  phase  of  medicine. 
There  was  no  limit  to  their  activities, 
though  they  were  supposed  to  be  along  the 
line  of  preventive  medicine. 

Not  long  ago  the  term  preventive  medi- 
cine had  a more  restricted  meaning  than  it 
has  today.  It  was  interpreted  then  to  mean 
the  control  and  prevention  of  communica- 
ble diseases,  such,  for  instance,  as  yellow 
fever,  measles,  small  pox,  etc.  Today  the 
term  might  be  interpreted  as  comprising 
all  of  medicine,  in  that  all  practice,  even 
surgical  practice,  has  as  its  purpose  the  pre- 
vention of  human  suffering  and  death.  Un- 
der the  latter  interpretation  it  seems  much 
preventive  effort  is  being  put  forth. 

There  frequently  is  no  line  of  demarka- 
tion  between  the  work  of  the  sanitarian  and 
the  private  practitioner  of  medicine.  In 
recent  years  vast  sums  of  money  have  been 
appropriated  by  states,  counties,  munici- 
palities, the  federal  government  and  public 
spirited  citizens  for  the  promotion  of  the 


public  health.  The  motives  which  actuated 
these  appropriations  and  donations  cannot 
be  criticised.  The  executives  placed  in 
charge  of  the  expenditure  of  these  funds 
and  the  workers  under  these  funds  are  often 
deserving  of  criticism.  The  activities  of 
persons  engaged  in  such  work  has  brought 
about  an  animosity  between  the  profession 
of  medicine  and  some  of  these  public  health 
agencies.  Such  a condition  is  not  only  use- 
less but  deplorable.  No  physician  has  ever 
raised  his  voice  against  any  legitimate  ef- 
fort at  disease  prevention.  Physicians 
are  finding  it  necessary  to  protest  actively 
against  some  of  the  policies  of  some  of  the 
public  health  agencies. 

It  appears  certain  that  much  of  the  five 
hundred  thousand  dollars  spent  in  Catta- 
raugus County,  New  York,  has  been  wasted 
or  may  be  worse  than  wasted  in  that  no 
very  outstanding  good  has  been  accom- 
plished and  a definite  conflict  has  been  pre- 
cipitated. The  highest  good  that  can  come 
from  this  vast  expenditure  under  the  cir- 
cumstances would  be  that  of  a definite  pol- 
icy of  the  proper  sort. 

Some  years  ago  the  phrase  “public  health 
is  purchasable”  was  coined.  It  has  become 
a stock  phrase.  It  is  used  very  extensively. 
It  is  used  sometimes  to  convey  the  idea  that 
the  more  money  that  is  spent  in  public 
health  activities  the  more  results  will  be 
gotten,  but  such  is  not  the  case.  In  the 
case  of  Cattaraugus  County,  New  York,  re- 
sults commensurate  with  the  expenditures 
are  not  apparent.  It  must  be  remembered 
that  biologic  laws  and  human  equations  are 
encountered  which  will  not  yield  to  padded 
statistics  nor  financial  appropriations. 

The  sane  adaptation  of  practical  means 
to  practical  ends  will  work.  The  employ- 
ment of  improper  means  or  the  improper 
employment  of  the  proper  means  will  bring 
distaster.  For  example,  a moderate  amount 
of  money  properly  expended  in  the  rearing 
and  education  of  a boy  will  be  of  great  ad- 
vantage to  him.  An  increase  in  the  amount 
of  money  beyond  the  legitimate  require- 
ments of  necessity  may  result  in  harm 
rather  than  benefit.  The  expenditure  of  ten 
thousand  dollars  per  year  on  the  boy  might 
bring  disaster  when  the  expenditure  of  five 
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hundred  dollars  per  year  would  be  very 
beneficial. 

There  certainly  is  a limit  to  the  amount 
of  public  health  one  man  or  agency  can 
purchase  for  another  man  or  a group  of 
men. 

We  are  prone  to  forget  that  the  preven- 
tion of  an  overwhelming  majority  of  dis- 
eases today  is  within  the  power  of  the  in- 
dividual and  that  the  power  of  the  state  or 
public  health  agency  to  deal  with  many  of 
the  factors  which  enter  into  the  production 
of  disease  is  limited.  It  necessarily  follows 
that  improvement  in  the  public  health  situ- 
ation will  be  in  proportion  to  individual  ef- 
fort and  ability  rather  than  in  proportion 
to  the  money  expended  or  the  number  of 
workers  engaged  in  public  health  activities. 

If  the  expenditure  of  a large  sum  of 
money  in  a given  locality  has  the  effect  of 
disrupting  and  deranging  the  local  com- 
munity agencies  created  by  that  community 
for  care  of  its  sick  such  harm  will  far  out- 
weigh any  good  such  expenditures  can  do. 

The  foregoing  statements  are  not  to  be 
interpreted  as  a criticism  of  the  present  ac- 
tivities of  our  own  State  Department  of 
Health.  Voluntary  agencies  who  are  re- 
sponsible to  no  one  in  particular  are  the 
usual  offenders. 


THE  COMMITTEE  ON  THE  COST  OF 
MEDICAL  CARE 

The  Journal  is  in  receipt  of  Publication 
No.  1 from  the  Committee  on  the  Cost  of 
Medical  Care  which  contains  an  outline  of 
the  five  years  program  of  its  activities. 
This  committee  is  headed  by  Dr.  Ray  Ly- 
man Wilbur.  Its  executive  committee  is 
composed  of  C.  E.  A.  Winslow,  P.H.,  Chair- 
man; Walter  P.  Bowers,  M.D.;  Michael  M. 
Davis,  Ph.D.;  Helen  F.  Draper;  Haven 
Emerson,  M.D. ; Walton  H.  Hamilton, 
Ph.D.;  J.  Shelton  Horsley,  M.D.,  and  Wal- 
ter R.  Steiner,  M.D.,  and  the  studies  are 
under  direction  of  Harry  H.  Moore,  Ph.D. 

The  committee  is  financed  by  donations 
from  the  Carnegie  Corporation,  the  Milbank 
Memorial  Fund,  the  Russell  Sage  Founda- 
tion and  the  Twentieth  Century  Fund.  Its 
membership  is  composed  of  representatives 
of  the  medical  profession,  a few  of  whom 


are  general  practitioners,  public  health 
workers,  institutions,  economists,  nurses,  etc. 

The  committee’s  program  consists,  at  the 
present  time,  of  three  groups  of  studies; 
first,  preliminary  surveys  of  data  showing 
the  incidence  of  disease  and  disability  re- 
quiring medical  services  and  of  generally 
existing  facilities  for  dealing  with  them. 
Second,  studies  on  the  cost  to  the  family  of 
medical  services  and  the  return  accruing  to 
the  physician  and  other  agents  furnishing 
such  services.  Third,  analysis  of  specially 
organized  facilities  for  medical  care  now 
serving  particular  groups  of  the  population. 

It  seems  that  |the  committee  has  under- 
taken a necessary  and  laudable  piece  of 
work.  It  has  given  itself  five  years  in 
which  to  collect  and  analyze  information. 
Of  course,  we  all  know  the  disposition  of 
some  investigating  committees  is  to  find 
what  they  start  out  to  find.  Practitioners 
of  medicine  are  decidedly  in  the  minority  in 
the  personnel  of  the  committee,  though  this 
may  not  be  a fault.  The  committee  has 
been  organized  and  financed.  It  has  made 
its  plans  and  is  beginning  work. 

It  is  our  sincere  hope  that  conditions  re- 
vealed by  these  inquiries  and  the  conclusions 
arrived  at  will  be  of  great  value  both  to  the 
public  and  the  profession. 


STANDING  COMMITTEES 

Committee  on  Scientific  Work 


H.  H.  Shoulders,  Chairman Nashville 

H.  L.  Fancher Chattanooga 

Jesse  C.  Hill Knoxville 

A.  F.  Cooper Memphis 

Committee  on  Memoirs 

J.  M.  Clack,  Chairman Rockwood 

W.  K.  Sheddan Columbia 

C.  A.  Abernathy Pulaski 

A.  G.  Kern Knoxville 

B.  F.  Turner Memphis 

Committee  on  Cancer 

Battle  Malone,  Chairman Memphis 

N.  H.  COPENHAVER Bristol 

R.  A.  Barr Nashville 

Committee  on  Medical  Defense 

S.  R.  MiLLEai,  Chairman .Knoxville 

H.  H.  Shoulders  Nashville 

Jere  L.  Crook  Jackson 

Committee  on  Hospitals 

T.  G.  Pollard,  Chairman Nashville 

J.  A.  McCulloch Maryville 

H.  D.  Miller Knoxville 

Nick  Walker  Dyersburg 

M.  B.  Murfree Murfreesboro 

T.  A.  Patrick Fayetteville 
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Committee  on  Public  Policy  and  Legislation 


0.  J.  Porter,  Chairman Columbia 

J.  G.  Eblen Lenoir  City 

E.  C.  Ellbtt ....Memphis 

R.  C.  Derivaux Nashville 

J.  B.  Core Allisona 

K.  S.  Howlett,  President  (Ex-Officio) ..  .Franklin 

H.  H.  Shoulders,  Sec’y  (Ex-Officio) Nashville 

Committee  on  Public  Health 

T.  B.  Yancy,  Chairman Kingsport 

W.  W.  Porter Springfield 

L.  M.  Graves Memphis 

Committee  on  Medical  Education 

J.  B.  McElroy,  Chairman Memphis 

E.  T.  Newell Chattanooga 

W.  H.  Witt Nashville 

Liaisson  Committee  on  Public  Health 
G.  R.  McSwain,  Chairman Paris 

B.  S.  Rhka^ Lebanon 

C.  P.  Fox,  Sr Greeneviile 

Committee  on  Arrangements  for  the  State 
Meeting  in  Jackson,  April,  1929 

J.  L.  Crook,  Chairman Jackson 

J.  W.  McClaran  Jackson 

A.  B.  Dancy Jackson 
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REGULAR  MEETINGS  OF  COUNTY 
SOCIETIES 

Anderson  County — First  Monday  of  each 
month  at  2 p.m.  in  Clinton,  Tenn. 

Bedford  County — Third  Thursday  of 
each  month  at  2 p.m.,  Shelby ville,  in  Dr. 
Ray’s  office. 

Blount  County— Every  Thursday,  8 p.m.. 
First  National  Bank  Building,  Maryville. 

Bradley  County— First  and  third  Thurs- 
days of  each  month,  7 p.m.,  at  the  court- 
house, office  of  county  health  officer. 

Carroll-Weakley-Benton-Henry  Counties 
— Every  second  Tuesday  at  McKenzie. 

Coffee  County — First  Thursday  of  each 
month. 

Davidson  County — Every  Tuesday,  8 
p.m..  Doctors’  Building,  Nashville. 

Dyer-Crockett-Lake-Obion  Counties  — 
First  Thursday  of  each  month. 

Fayette-Hardeman— First  Thursday  in 
each  month. 

Franklin  County — Last  Friday  in  each 
month  at  Winchester. 

Greene  County — -First  .Monday  of  each 
month,  11  a.m..  First  National  Bank  Build- 
ing,’Greeneviile. 


Hamilton  County— Each  Thursday,  8 
p.m..  Manufacturers’  Association,  815 
Broad  Street,  Chattanooga. 

Hardeman  County — First  Tuesday  in 
January,  April,  July  and  October,  Bolivar. 

H a r d i n-Lawrence-Lewis-Perry-Wayne 
Counties — Last  Tuesday  of  each  month. 

Haywood  County — ^Last  Tuesday  of  each 
month.  Brownsville,  7 p.m. 

Jackson  County — First  Friday  of  each 
month  at  the  courthouse,  Gainesboro. 

Knox  County — Every  Tuesday,  8 p.m.,  at 
Society  Hall  Medical  Building,  Knoxville. 

Lauderdale-T  i p t o n Counties — Second 
Thursday  of  each  month. 

Marshall  County — Every  fourth  Thurs- 
day; Lewisburg. 

McMinn  County — Every  second  Thurs- 
day, 2 p.m.,  in  Athens. 

Macon-Clay-Jackson  — First  Wednesday 
of  each  month. 

Madison  County — First  and  third  Tues- 
day, 8 p.m.,  at  Y.  M.  C.  A.  Building,  Jack- 
son. 

Roane  County — First  and  third  Tuesday, 
1 p.m.,  at  the  Red  Cross  Rooms,  Harriman. 

Robertson  County — Third  Tuesdays  of 
each  month. 

Sevier  County — First  Monday  of  each 
month,  7 :30  p.m..  Central  Hotel,  Sevierville. 

Shelby  County — First  and  third  Tuesdays 
Medical  Arts  Building,  Memphis. 

Warren  County — First  Wednesday  of 
each  month,  1 :30  p.m..  First  Trust  Co.,  Mc- 
Minnville. 

Washington  County — Second  Thursday 
of  each  month,  at  noon.  Hotel  John  Sevier, 
Johnson  City. 

Williamson  County — Second  Tuesday  of 
each  month. 

Wilson  County — First  Wednesday  of  each 
month,  10 :30  a.m.,  at  Lebanon. 


Upper  Cumberland  Medical  Society. — 
The  Upper  Cumberland  Medical  Society 
held  its  thirty-fourth  annual  session  at 
Cookeville,  June  19,  20.  More  than  one  hun- 
dred physicians  were  present  and  the  pro- 
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gram  was  of  even  more  interest  than 
usual.  Officers  for  the  coming  year  were 
elected  as  follows : President,  J.  D.  Quarles, 
Whitleyville;  First  Vice-President,  Lewis 
Anderson,  Gainesboro;  Second  Vice-Presi- 
dent, L.  M.  Freeman,  Granville ; Third 
Vice-President,  R.  M.  Gaw,  Gainesboro; 
Secretary,  Z.  L.  Shipley,  Cookeville. 

The  next  meeting  will  be  held  at  Red 
Boiling  Springs.  The  program  was  as  fol- 
lows: 

Welcome  address,  by  Col.  Jere  Whitson, 
Mayor  of  Cookeville;  Response,  Dr.  E.  W. 
Mitchell,  Crossville;  Address  by  Dr.  H.  H. 
Shoulders,  Nashville,  on  “Factors  in  the 
Reduction  of  Surgical  Mortality” ; “Preven- 
tive Medicine,”  Dr.  F.  B.  Clark,  Red  Boil- 
ing Springs;  “Chronic  Para  Nasal  Sinus 
Disease,”  Dr.  Bruce  P’Pool,  Nashville,  dis- 
cussed by  Dr.  Jere  Caldwell,  Nashville; 
“Infant  Feeding,”  Dr.  E.  B.  Clark,  Bon 
Air,  discussed  by  Dr.  John  M.  Lee,  Nash- 
ville; “Some  Phases  of  Cancer,”  Dr.  C.  S. 
McMurray,  Nashville,  discussed  by  Dr.  M. 
M.  McCoin,  Gainesboro;  “The  Significance 
of  Certain  Cardiac  Findings,”  Dr.  J.  0. 
Manier,  Nashville;  discussed  by  Dr.  S.  E. 
Gaines,  Sparta;  “Roentgen  Findings  in 
Some  of  the  Diseases  of  the  Chest,”  Dr. 
H.  S.  Shoulders,  Nashville,  discussed  by  Dr. 
C.  M.  Hamilton,  Nashville;  “The  Prostate 
Problem,”  Dr.  Bernard  Gaston,  Lebanon, 
discussed  by  Dr.  Harlin  Tucker,  Nashville; 
“Some  Complications  of  Influenza,”  Dr. 
C.  D.  Robbins,  Gallatin,  discussed  by  Dr. 
Lex  Dyer,  Cookeville;  “Chronic  Gonorrhea 
in  the  Female,”  Dr.  J.  B.  Neil,  Knoxville, 
discussed  by  Dr.  John  E.  Hall,  Nashville; 
“Diagnosis  and  Results  in  Cancer  of  the 
Breast,”  Dr.  W.  D.  Haggard  and  Dr.  W.  0. 
Floyd,  Nashville,  discussed  by  Dr.  Robert 
Caldwell,  Nashville;  “Cesarean  Section,” 
Dr.  Lucius  E.  Burch,  Nashville,  discussed 
by  Dr.  W.  M.  Johnson,  Sparta;  “Treatment 
of  Advanced  Heart  Failure,”  Dr.  0.  N. 
Bryan,  Nashville,  discussed  by  Dr.  M.  H. 
Allen,  Lafayette;  “Strabismus,”  Dr.  Robert 
J.  Warner,  Nashville,  discussed  by  Dr.  W. 
M.  Brown,  Livingston;  “Renal  Function 
Determination,”  Dr.  Perry  Bromberg, 
Nashville;  “Delusions  and  Hallucinations,” 
Dr.  W.  S.  Farmer,  Nashville;  “The  Man- 


agement of  Retained  Placenta,”  Dr.  John 
S.  Cayce,  Nashville,  discussed  by  Dr.  A.  H. 
Beasley,  Dixon  Springs;  “Importance  of 
Prenatal  Care,”  Dr.  W.  A.  Howard,  Cooke- 
ville, discussed  by  Dr.  J.  S.  Campbell, 
Lebanon ; “The  Displaced  Uteri,”  Dr. 

J.  F.  Gallagher,  Nashville,  discussed  by 
Dr.  L.  L.  Sheddan,  Knoxville;  “The  Pain 
of  Thoracic  Disease,”  Dr.  W.  H.  Witt,  Nash-  j 
ville,  discussed  by  Dr.  Thayer  S.  Wilson,  | 
Gordonsville ; “Public  Health  Situation,  as  ! 
it  Concerns  the  Schools  of  Tennessee,”  Dr. 

E.  L.  Bishop,  Nashville,  discussed  by  Dr. 

W.  K.  Sharp,  Jr.,  Nashville;  “Cerebral 
Hemorrhage,”  Dr.  R.  C.  Gaw,  Gainesboro, 
discussed  by  Dr.  W.  C.  Dixon,  Nashville; 
Paper  by  Dr.  J.  T.  Smith,  Gamaliel,  Ky., 
discussed  by  Dr.  H.  C.  Hesson,  Red  Boiling 
Springs;  “Precancerous  Dermatoses,”  Dr. 
Howard  King,  Nashville,  discussed  by  Dr. 

E.  E.  Brown,  Nashville. 


Maury  County. — The  big  June  meeting 
in  Middle  Tennessee  was  held  in  Maury 
County,  June  12th.  Dr.  W.  K.  Sheddan 
celebrated  the  fiftieth  anniversary  of  his 
practice  by  entertaining  all  the  Maury 
County  doctors  and  a number  of  distin- 
guished visitors. 

Dr.  Sheddan  was  welcomed  into  the  fifty- 
year  class  by  Drs.  Robert  Pillow,  of  Colum- 
bia, J.  S.  Hill,  of  Mount  Pleasant,  and 
Hughes,  of  Hampshire. 

Dr.  C.  D.  Walton  called  the  meeting  to 
order  and  Dr.  K.  S.  Hewlett,  President  of  |j 
the  State  Association,  was  introduced  as  | 
toastmaster.  j 

Toasts  and  the  responses  were  most  ap- 
propriate  and  complimentary  of  the  distin-  ||j 
guished  host.  The  number  responding  in- 
eluded  Dr.  Hill,  of  Mt.  Pleasant;  Dr.  ShouL  j 
ders,  of  Nashville,  Secretary  of  the  State 
Society;  Dr.  Sam  Bailey,  President  of  the 
Middle  Tennessee  Society.  On  behalf  of  :| 
the  Maury  County  Society,  Dr.  Otey  J.  Por-  f 
ter  presented  Dr.  Sheddan  with  a hand- 
some  silver  pitcher  in  token  of  the  love  and  |i 
appreciation  of  his  fellows.  Dr.  Sheddan’s  r 
response  was  in  the  nature  of  an  interesting  j 
history  of  the  practice  of  medicine  in  Maury  j 
County  and  the  revelations  of  progress  were  | 
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exceedingly  interesting.  Dr.  Sheddari 
stated  that  no  profession  had  experienced 
more  substantial  progress  than  that  of 
medicine  and  that  practitioners  were  con- 
stantly on  the  alert  for  the  advancement  of 
the  public  health. 

Following  a most  sumptuous  “chicken 
luncheon/’  the  meeting  was  closed  by  Dr. 
E.  M.  Sanders,  of  Nashville. 

The  guest  list  included  the  following: 
Doctors  Walton,  Jones,  McFerrin,  English 
and  Hill,  of  Mt.  Pleasant;  Bryan,  Shoul- 
ders, Cayce,  Sanders,  Davis,  Bailey  and 
Ragsdale,  Nashville;  Hewlett,  Franklin; 
Pillow,  Porter,  Perry,  Wilkes,  Hardison, 
Forgey,  Hughes,  Anderson,  Beasley  and 
Williamson,  Maurj^  County.  The  Herald 
was  represented  by  John  W.  Finney  and 
Miss  Grace  Fry. 


Hamilton  County. — Practically  every 
member  of  the  Chattanooga  and  Hamilton 
County  Medical  Society,  with  his  wife  and 
family,  reported  for  full  duty  at  the  annual 
picnic  on  June  14th.  Various  contests  were 
engaged  in  by  the  women,  but  the  big  event 
of  the  day  was  the  baseball  game.  The 
“Pus”  team  beat  the  “Blood”  team  by  a 
score  of  16  to  10,  in  a game,  reported  by  the 
Times  to  be  a good,  clean  game.  From  a 
professional  standpoint,  we  do  not  see  how 
a ratio  of  15  pus  to  10  blood  can  be  called 
clean— or  even  “Laudable.” 


Overton-Fentress-Pickett.— On  May  24th 
the  Tri-Gounty  meeting  was  . held  with 
the  following  present : Drs.  Zachry  and 
Brown,  of  Livingston;  Drs.  Storie  and 
Sloan,  of  Jamestown;  Drs.  Groce,  Garrett, 
Craig  and  Crouch,  of  Byrdstown.  Several 
of  the  visiting  physicians  were  accompanied 
by  their  wives,  among  the  women  being 
Mrs.  Zachry,  Mrs.  Brown  and  Mrs.  Sloan. 


Weakley-Carroll-Henry.  — The  regular 
monthly  meeting  of  the  Tri-County  Society 
was  held  June  19th.  The  papers  read  were: 
“The  Vulnerable  Points  of  the  Human  Ab- 
domen,” by  Dr.  E.  M.  Holder,  of  Memphis; 
“Diagnosis  of  Abdominal  Conditions,”  by 
Dr.  W.  H,  Witt,  of  Nashville,  and  “Teta- 


nus, Six  Reported  Cases,”  by  Dr.  R.  M.  Lit- 
tle, of  Martin. 


Montgomery  County.-— The  regular  meet- 
ing of  the  Montgomery  Medical  Society  was 
held  on  June  21st. 


Madison  County.— Ot.  0.  0.  Jones,  of  the 
Crook  Sanitarium,  addressed  the  Madison 
County  Medical  Society  on  the  19th  taking 
as  his  subject,  “X-Ray  Technique  and  In- 
terpretation of  Films  and  Therapy.”  A 
number  of  interesting  cases  were  reported 
and  discussed. 


Rutherford  County. — -Dr.  0.  N.  Bryan,  of 
Nashville,  spoke  to  the  Rutherford  County 
Medical  Society  on  the  “Treatment  of  Car- 
diac Insufficiency”  at  the  meeting  held  on 
June  14th. 


Overton  County. — -At  Livingston,  on  June 
15th,  the  Overton  County  Medical  Society 
had  dinner  at  the  Roberts  House,  The 
meeting  was  attended  by  ■ Dr.  and  Mrs. 
Story,  Jamestown;  Dr.  Crouch,  Forbus; 
Dr.  and  Mrs.  Garrett  and  Dr.  Groce,  Byrds- 
town; Dr.  and  Mrs.  A.  B.  Quals,  Dr.  and 
Mrs.  J.  D.  Capps,  Dr.  and  Mrs.  W.  M. 
Brown,  Dr.  L.  F.  Zachry  and  Dr.  W,  M. 
Breeding,  Livingston. 

Dr.  Garrett  read  a paper  on  “Hyperten- 
sion,” which  was  thoroughly  discussed  by 
all  present. 


Obion  County.- — Meeting  of  the  Obion 
County  Medical  Society,  at  the  Masonic 
Hall  in  Union  City,  May  28th,  was  very 
successful.  Drs.  Henry  G.  Hill  and  E.  R. 
Hill,  of  Memphis,  gave  splendid  papers,  il- 
lustrated with  motion  pictures,  on  “Treat- 
ment of  Fracture  of  Femur”  and  the  “Use 
of  Mechanical  and  Physical  Agents  in  Treat- 
ing Skin.” 

Doctors  on  program  from  Obion  County 
were:  Drs.  Frank  Kimsey,  P,  W.  Prather, 
Woodland  Mills;  F.  W.  Watson  and  Ira 
Park,  of  Union  City. 


Loudon-Monroe-Roane.  — Physicians  of 
Loudon,  Monroe  and  Roane  Counties  met 
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June  7th,  as  the  Tri-County  Medical  So- 
ciety. Those  on  the  program  were ; Drs.  J. 
A.  Harden,  Sweetwater;  J.  J.  Waller,  Oliver 
Springs;  F.  A.  Neergaard,  Harriman;  R. 
C.  Kimbrough,  Madisonville ; J.  G.  Eblen, 
Lenoir  City;  J.  C.  Wilson,  Rockwood;  H.  L. 
Fancher,  Ed  Newell  and  Chas.  Robt. 
Thomas,  Chattanooga;  E.  R,  Zemp  and  H. 
E.  Christenberry,  Knoxville;  W.  A.  McLain, 
Sweetwater;  John  Roberts,  Kingston,  and 
J.  T.  Leeper,  Lenoir  City. 


Washington  County.  — The  regular 
monthly  meeting  of  the  Washington  County 
Medical  Society  was  held  June  14th,  at  the 
John  Sevier  Hotel,  concluding  with  a 
luncheon,  attended  by  twenty-six  physi- 
cians and  surgeons  from  various  parts  of 
the  county.  A number  of  timely  papers 
were  read.  The  following  guests  were  pres- 
ent: Drs.  E.  R.  Zemp,  A.  G.  Kern,  W.  R. 
Cross,  Ralph  Monger  and  Dr.  White,  of 
Knoxville,  Dr.  N.  H.  Copenhaver,  Bristol. 


Dyer  County. — One  of  the  largest  attend- 
ances of  the  year  was  reported  at  the  meet- 
ing of  the  Dyer  County  Medical  Society  by 
W.  W.  Holland,  Secretary.  Four  valuable 
papers  were  heard,  followed  by  voluntary 
case  reports  made  by  members  of  the  or- 
ganization. The  papers  were,:  “Typhoid 
Fever,”  Dr.  C.  L.  Denton,  Baird-Brewer 
Hospital,  Dyersburg;  “Skin  Diseases,”  Dr. 
E.  R.  Hall,  Memphis;  “Case  Report,”  Dr. 
A.  H.  Moody,  Dyersburg;  “Post  Graduate 
Work  at  University  of  Tennessee,”  Dr.  R. 
L.  Motley,  Memphis. 


Madison  County.— “TYie  Clinical  Aspects 
of  Jaundice”  was  Dr.  W.  T.  Fitts’  subject  at 
the  Madison  County  meeting  on  June  5th. 
Following  the  paper  and  the  discussion  of 
clinical  cases,  a round  table  discussion  of 
matters  of  interst  to  physicians  and  sur- 
geons was  taken  up,  and  the  meeting  was 
described  as  one  of  the  best  in  some  time. 


Knox  County. — Knox  County  Medical  So- 
ciety has  published  its  program  for  June 
and  July.  Hot  weather  and  the  vacation 
season  does  not  seem  to  knock  out  the  Knox 


County  Society.  Since  our  last  report  pa- 
pers have  been  read  on  the  following  sub- 
jects: “Mongolian  Idiocy,”  Dr.  Posegate 
Wood,  discussed  by  Dr.  Oliver  Hill;  “Er- 
rors in  Diagnosis  and  Their  Causes,”  Dr. 
C.  J.  Carmichael;  “Pentetrating  Eye  In- 
juries,” Dr.  R.  H.  Newman,  discussed  by 
Dr.  R.  S.  Leach;  “Amebic  Dysentery  and 
Its  Complications,”  Dr.  Dewey  Peters,  dis- 
cussed by  Dr.  J.  H.  Keeling. 


Hardin,  Lawrence,  Lewis,  Perry  and 
Wayne. — On  June  26th,  the  regular  meeting 
was  held  at  Savannah.  Papers  were  read 
as  follows : “Malarial  Hemituria,”  Dr.  W.  E. 
Farris,  Clifton,  discussed  by  Dr.  0.  H.  Wil- 
liams, Savannah;  “Prostatic  Disease  and 
Its  Management,”  Dr.  Paul  Faucett,  Colum- 
bia, discussed  by  T.  J.  Stockard,  Lawrence- 
burg;  “Management  of  Head  Injuries,”  Dr. 
E.  M.  Sanders,  Nashville.  General  discus- 
sion. “Dysentery,”  Dr.  J.  T.  Keeton,  Sal- 
tillo, discussed  by  Dr.  G.  N.  Springer,  Ho- 
henwald. 


Davidson  County. — On  June  5th.  the 
Nashville  Academy  of  Medicine  and  the  Da- 
vidson Medical  Society  heard  Dr.  P.  G. 
Morrisey’s  paper  on  “A  New  Method  for 
Distinguishing  Certain  Bladder  Symp- 
toms” ; discussion  opened  by  Dr.  Perry 
Bromberg.  On  June  12th,  Dr.  J.  P.  Keller 
spoke  on  “Hypotension,”  with  Dr.  W.  R. 
Cate  opening  the  discussion. 

The  Academy  adjourned  until  the  second 
Tuesday  in  September. 


Macon  County. — The  Macon  County  So- 
ciety is  holding  its  regular  monthly  meet- 
ing on  the  first  Saturday  of  each  month. 
Then  all  the  Macon  County  doctors  join 
with  the  doctors  of  Clay  and  Jackson  Coun- 
ties in  the  monthly  tri-county  meeting.  So 
many  meetings  might  be  too  much  for  some 
counties,  but  the  Macon  County  men  are 
enjoying  it.  In  June,  at  the  Macon  County 
meeting,  Drs.  Perry  Bromberg,  W.  A. 
Bryan,  H.  E.  Johnson  and  L.  A.  Gayden 
were  present  from  Nashville.  The  meeting 
was  held  at  Haysville  and  all  present  were 
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more  than  repaid  by  the  interesting  and 
instructive  program. 

The  Tri-County  meeting  was  held  at  Red 
Boiling  Springs,  and  Dr.  E.  M.  Sanders 
spoke  on  “Fractures  of  the  Skull.” 


Southern  Medical  Association 
We  have  just  received  a bulletin  announc- 
ing the  next  meeting  of  the  Southern  Medi- 
cal Association.  The  date  of  the  meeting 
is  November  12-15,  and  the  place  is  Ashe- 
ville, N.  C.  Further  details  will  be  pub- 
lished in  subsequent  issues  of  our  Journal. 
The  Southern  Medical  has  always  had  a 
large  number  of  members  and  regular  at- 
tendance from  Tennessee,  and  we  feel  sure 
that  all  information  of  the  Asheville  meet- 
ing will  be  gladly  received  by  our  member- 
ship. 


Interstate  Post  Graduate  Assembly 

The  program  for  this  great  organization’s 
next  meeting  has  been  published.  All  those 
reading  papers  and  conducting  diagnostic 
clinics  are  authorities  in  their  lines.  The 
Assembly  is  widely  advertising  the  meeting 
and  readers  are  referred  to  the  ad  carried 
in  this  issue  for  further  information. 

Officers  are  as  follows : 

Presidents  of  Clinics — Dr.  William  J. 
Mayo,  Rochester;  Dr.  Charles  H.  Mayo, 
Rochester. 

President — Dr.  Lewellys  F.  Barker,  Bal- 
timore, Md. ; President-Elect — Dr.  John  B. 
Deaver,  Philadelphia,  Pa. 

Managing-Director  — - Dr.  William  B. 
Peck,  Freeport,  111. 

Executive  Secretary  and  Director  of  Ex- 
hibits— Dr.  Edwin  Henes,  Jr.,  Milwaukee, 
Wis. 

Treasurer  and  Director  of  Foundation 
Fund — Dr.  Henry  G.  Langworthy,  Dubuque, 
Iowa. 

Speaker  of  the  Assembly — Dr.  Geo.  V.  I. 
Brown,  Milwaukee,  Wis. 

General  Chairman,  Atlanta  Committees 
— Dr.  Marion  T.  Benson,  503  Medical  Arts 
Building. 

For  the  first  time  in  the  South  there  will 
be  held  a medical  association  whose  pro- 
cedure is  unique  and  of  remarkable  interest. 


This  association  in  1926  met  in  Cleveland, 
Ohio,  where  nearly  5,000  practicing  physi- 
cians were  registered.  At  the  Kansas  City 
meeting  last  October  5,200  were  registered. 

Those  who  come  to  this  remarkable  sort 
of  medical  meeting  will  really  be  given  a 
post-graduate  course  by  the  leading  medi- 
cal men  of  this  country  and  abroad.  The 
daily  meetings  are  held  from  7 A.M.  to  1 
P.M.,  from  2 to  5 P.M.  and  from  8 to  10  p.m. 
Every  one  who  has  attended  these  meetings 
has  been  amazed  by  the  magnitude  of  the 
work  done,  by  its  quality,  by  the  number  of 
distinguished  guests  and  by  the  remarkable 
interest  aroused. 

It  is  hoped  that  every  physician  in  the 
Southern  States  who  can  possibly  do  so 
will  plan  now  to  attend  this  meeting.  The 
only  charge  imposed  on  physicians  who  are 
in  good  standing  in  their  county,  state  and 
national  organization  is  a registration  fee 
of  $5.00. 
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Dr.  J.  D.  Hall,  of  Readyville,  has  been 
making  a slow  recovery  from  tuleremia. 


The  staff  of  the  new  General  Hospital  at 
Elizabethton  entertained  a number  of  vis- 
iting doctors  at  Hotel  Lynwood.  The  guests 
were  Drs.  J.  L.  Cottrell,  Elizabethton;  El- 
mer Pierson,  Elizabethton;  Earl  Moody, 
Bluff  City;  H.  D.  Miller,  Johnson  City;  Ira 
Gambill,  Butler;  J.  G.  Moss,  Johnson  City; 
A.  F.  Richards,  Nashville,  State  Board  of 
Health,  and  J.  0.  Hankins,  Johnson  City. 


A Medical  Arts  Building  is  being  erected 
by  a number  of  the  profession  in  Chatta- 
nooga. The  building  will  be  ten  stories  high 
and  will  cost  $450,000. 


At  the  June  examination  for  license  to 
practice  in  Tennessee  the  State  Board  ex- 
amined 65  applicants.  Of  this  number,  27 
were  colored. 


Dr.  E.  S.  Clayton,  of  Lewisburg,  has 
opened  an  office  in  the  Acuff  Building  at 
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Knoxville.  Dr.  Clayton  will  do  general 
practice. 


At  a recent  meeting  of  the  Crockett 
County  Medical  Society  it  was  voted  to  sur- 
render the  charter  and  for  the  members  to 
transfer  to  either  Dyer  or  Madison  Coun- 
ties. Dr.  E.  H.  Baird,  the  Ninth  District 
Councilor,  was  present  at  the  meeting  and 
approved  of  the  action.  Crockett  County 
has  eight  members  this  year  and  six  other 
doctors  in  the  county  are  eligible  for  mem- 
bership. We  feel  sure  that  these  fourteen 
doctors  will  get  much  more  out  of,  and  will 
put  much  more  into,  their  new  societies 
than  if  they  had  continued  their  own  so- 
ciety. Dyer  and  Madison  Counties  will  have 
better  meetings  because  of  their  increase  in 
membership.  Viewed  from  any  angle,  such 
an  action  will  result  in  benefit  to  all  con- 
cerned. 


Dr.  B.  N.  White,  of  Murfreesboro,  was  in 
the  Rutherford  Hospital  for  a minor  opera- 
tion in  June. 


Dr.  J.  E.  Miller,  of  Rogersville,  has  been 
sent  to  Baltimore  for  treatment  of  X-ray 
burns. 


The  Associated  Press  of  June  11th  re- 
ports that  2,100  physicians  of  Vienna  went 
on  a strike.  The  doctors  are  panel  doctors 
for  227,000  members  of  the  Federal  Civil 
Service  Sick  Institution,  and  all  their  po- 
tential clients  have  been  demanding  free 
radiological  and  dispensary  treatment. 


Dr.  H.  E.  Christenbery,  of  Knoxville, 
spent  the  month  of  June  visiting  clinics  in 
Chicago  and  Rochester,  in  addition  to  at- 
tending the  American  Medical  Association 
in  Minneapolis. 


Dr.  Wallace,  of  Johnson  City,  was  in 
New  York  in  June,  attending  pediatric 
clinics. 


Dr.  and  Mrs.  W.  S.  Nash,  of  Knoxville, 
will  visit  Canada  and  Alaska  during  July 
and  August. 


Dr.  Tom  R.  Barry  announces  that  Dr. 
Fred  K.  Garvey  is  now  associated  ■with 
him.  Suite  307,  Medical  Building,  Knoxville, 
Tenn. 


Dr.  Robert  J.  Haley,  Jr.,  announces  his 
association  with  Dr.  John  L.  Jelks  and  will 
engage  in  the  general  practice  of  medicine 
and  surgery.  Suite  501-7,  Medical  Arts 
Building,  Memphis,  Tenn. 


The  American  Board  of  Otolaryngology 

An  examination  was  held  in  Minneapolis, 
Monday,  June  11,  1928;  forty-nine  appli- 
cants were  examined — forty-six  being 
granted  certificates. 

The  Board  will  hold  an  examination  in 
New  York  City,  Friday,  October  12,  1928, 
and  in  St.  Louis,  Monday,  October  15,  1928. 

Those  wishing  to  come  before  this  Board, 
please  advise  with  Dr.  W.  P.  Wherry,  Secre- 
tary, 1508  Medical  Arts  Building,  Omaha, 
Nebr. 


The  Cattaraugus  County  Medical  So- 
ciety AND  the  MILBANK  HEALTH 
Demonstration 

public  health  platform 

Eight  fundamental  principles,  formulated  by 
conferences  arranged  by  the  State  Medical  So- 
ciety, and  submitted  to  the  House  of  Delegates 
with  the  recommendation  that  they  be  formally 
approved  as  a tentative  code  for  all  relations 
between  the  medical  profession  and  lay  health 
organizations. 

1.  The  essential  part  of  public  health  work  be- 
ing preventive  medicine,  there  should  be  no  fail- 
ure on  the  part  of  official  and  unofficial  health  and 
welfare  organizations  to  recognize  the  importance 
of  the  local  practising  physician. 

2.  Ail  those  associated  in  the  conduct  of  public 
health  activities  must  recognize  fully  that  preven- 
tive medicine  is  the  doctor’s  rightful  field  and  that 
laymen  must  at  all  times  look  to  the  medical  man 
for  guidance  and  leadership  therein. 

3.  Public  health  work  within  a county  involves 
three  participating  factors — lay  organizations,  of- 
ficial governmental  agencies,  and  the  members  of 
the  county  medical  profession. 

4.  The  evolution  of  a county  health  program 
should  be  the  evolution  of  medical  forces  within 
the  county.  It  is  the  duty  of  the  local  physician 
to  assume  leadership  in  the  organization  and  man- 
agement of  a county  health  department. 
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5.  The  function  of  lay  organizations  and  em- 
ployees of  the  county  health  organizations,  acting 
under  the  leadership  of  the  practising  physicians 
of  the  county,  includes  assistance  in  educational 
work,  in  helping  those  who  are  unable  to  carry 
out  the  doctor’s  advice,  and  in  providing  means 
whereby  the  public  health  program  may  be  car- 
ried out. 

6.  Lay  organizations  are  needed  in  the  county. 
Their  cooperation  is  to  be  welcomed  by  the  phy- 
sicians. They  are  needed  for  the  great  educational 
work  they  can  do,  for  their  influence  on  public 
opinion,  legislation  and  laws,  and  in  many  other 
ways.  But  preventive  medicine  must  be  controlled 
and  guided  by  the  medical  men  of  the  county. 

7.  As  the  function  of  the  county  health  officer 
is  not  to  exercise  the  function  of  the  physicians  of 
the  county  but  to  explain  the  facilities  and  stimu- 
late the  use  of  these  facilities  by  the  citizens,  there- 
fore, before  any  innovations  are  put  into  effect  by 
a demonstration  or  other  agency,  they  should  first 
be  thoroughly  studied  and  discussed  by  the  medi- 
cal society  and  the  professional  membership  of  the 
county  board  of  health. 

8.  All  local  publicity  should  be  of  fact  and  simply 
to  inform  the  people  of  the  county  of  public  health 
work  which  is  being  done,  why  it  is  being  done, 
and  why  it  should  be  done. 

The  eight  points  of  this  platform,  while  framed 
for  the  Cattaraugus  County  Demonstration,  are 
of  sufficiently  general  application  to  constitute  a 
tentative  guide  to  public  health  relations  in  any 
field.  These  eight  points  were  formulated  in  con- 
ference and  approved  by  Homer  Folks,  an  officer 
of  the  Milbank  Demonstration,  and  head  of  its 
operating  organization  (the  State  Charities  Aid 
Association).  They  were  afterward  repudiated  by 
the  local  director  of  the  Demonstration,  and  tabled 
by  the  County  Board  of  Health. 


EEPORT 

presented  to  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  by 
the  Cattaraugus  County  Medical  Society,  deal- 
ing with  the  mistakes  of  the  Milbank  Health 
Demonstration  as  it  has  operated  in  Catta- 
raugus County  during  the  past  six  years. 

The  future  of  public  health  work  and  preventive 
medicine  in  the  United  States  is  being  molded  and 
charted  by  the  controversy  which  has  been  going 
on  for  some  time  in  Cattaraugus  County.  The 
controversy  is  between  the  medical  profession  and 
a number  of  social  service  groups  who  have  en- 
deavored to  impose  there  a health  unit  in  which 
the  medical  profession  is  relegated  to  a subservient 
position. 

In  their  effort  more  than  half  a million  dollars 
has  thus  far  been  expended  by  these  demonstration 
officials — with  indifferent  results. 

During  the  past  six  months,  officers  of  the  State 
Medical  Society  have  unselfishly  given  their  time 
and  effort  to  a formal  investigation  of  the  Catta- 
raugus controversy.  It  was  hoped  that  common 
ground  could  be  found  for  settlement  of  the  diffi- 


culty, and  officials  connected  with  the  Milbank 
Demonstration  agreed  readily  to  proposals  that 
such  a common  ground  be  sought. 

A protracted  series  of  conferences  resulted, 
from  which  emerged  a protocol  or  Program  of 
Eight  Points,  upon  which  all  parties  agreed.  This 
looked  like  real  progress,  but  when  the  representa- 
tives of  the  social  service  groups  were  asked  to 
endorse  and  approve  the  agreements  of  their  con- 
ference representatives,  nothing  happened.  The 
Demonstration  officials  in  Cattaraugus  County  re- 
fused to  be  bound  by  the  agreements  of  the  con- 
ference, and  the  conference  agreements  therefore 
fell  down  without  result. 

The  representatives  of  the  State  Medical  Society 
in  these  conferences  acted  in  good  faith,  and  have 
received  the  formal  thanks  of  the  Cattaraugus 
County  physicians.  The  representatives  of  the 
social  service  groups,  however,  appear  to  have  gone 
into  the  conferences  solely  for  the  purpose  of  tak- 
ing full  advantage  of  every  concession  by  the  medi- 
cal members  of  the  conference. 

The  situation  in  regard  to  the  Cattaraugus 
County  Demonstration,  therefore,  remains  in 
status  quo.  The  Demonstration  is  being  continued, 
despite  the  expressed  and  recorded  wishes  of  the 
medical  profession  of  the  county.  No  effort  has 
been  made  to  meet  the  desires  of  the  physicians. 

We,  the  members  of  the  Cattaraugus  County 
Medical  Society,  therefore  respectfully  suggest  to 
the  House  of  Delegates  the  following  action: 

First:  An  endorsement  of  the  attitude  of  the 
Cattaraugus  County  Medical  Society  in  its  opposi- 
tion to  the  Milbank  Health  Demonstration  as  con- 
ducted by  the  State  Charities  Aid  Association. 

Second:  Approval  of  the  Eight  Points  outlined 
by  the  State  Society’s  conferences. 

Third:  Instructions  to  the  officers  of  the  State 
Medical  Society  that  these  Eight  Points  be  re- 
garded as  the  approved  program,  of  the  Stafe  So- 
ciety in  all  dealings  with  representatives  of  lay 
health  organizations. 

Fourth:  That  the  State  Society  invite  and  urge 
the  Milbank  Demonstration  to  withdraw  from  Cat- 
taraugus County  at  the  earliest  practicable  mo- 
ment. 

We  consider  the  eight  fundamental  principles 
which  were  adopted  by  the  State  Society’s  confer- 
ences as  a great  forward  step.  We  urge  the  for- 
mal recognition  and  adoption  of  these  Eight  Prin- 
ciples as  a guide  and  basis  for  public  health  work 
throughout  the  state  and  nation. 

The  fact  that  these  principles  failed  of  adoption 
in  Cattaraugus  County  is  a matter  of  regret,  but 
this  failure  only  adds  to  the  importance  of  estab- 
lishing them  in  advance  of  any  further  encroach- 
ments by  this  same  group  of  social  service  “ex- 
perts” or  their  imitators. 

For  the  information  of  delegates  to  the  State 
Society,  we  have  herewith  formulated  the  chief 
points  of  our  charges  against  the  Health  Demon- 
stration in  Cattaraugus  County  (as  summarized 
by  Wm.  Ross.,  M.D.)  : 

We  showed  in  our  presentation  to  the  State  So- 
ciety’s conferences  that  the  Demonstration  was  to 


104 

a considerable  extent  conducted  during  its  early 
stages  by  practitioners  unlicensed  in  the  state  of 
New  York,  thus  breaking  the  laws  of  the  state. 

We  showed  that  nurses  of  the  Demonstration 
had  practised  medicine  in  violation  of  the  laws  of 
New  York  State. 

We  showed  that  employees  of  the  Demonstration 
had  made  disparaging  remarks  regarding  the  medi- 
cal profession,  and  regarding  the  competency  of 
physicians  in  Cattaraugus  County. 

We  showed  that  the  Demonstration  deliberately 
created  and  organized  public  sentiment  for  its  own 
continuance  in  office,  by  making  use  of  every  lay 
organization  it  could  find,  including  the  Jolly  Eight 
Card  Club  and  an  unimportant  nursing  organiza- 
tion in  a remote  township,  in  order  to  persuade  the 
county  government  to  continue  the  Demonstration. 
At  the  same  time,  it  did  not  use  the  same  diligent 
methods  of  ascertain  medical  professional  opinion, 
nor  has  any  such  effort  been  formally  made  since 
early  in  1926. 

There  has  been  continued  in  authority  adminis- 
trative heads  that  were  offensive  in  words  and 
acts  to  the  only  body  which  could  have  been  of 
real  value  to  the  Demonstration  in  its  allegedly 
altruistic  health  campaign. 

In  spite  of  the  above  situation,  the  physicians 
of  Cattaraugus  County  agreed  to  forget  and  for- 
give the  past,  if  the  Demonstration  would  change 
its  tactics.  They  promised  to  assume  constructive 
leadership  in  all  public  health  activities  and  to 
recognize  their  responsibility  as  the  only  authori- 
tative source  of  medical  information  regarding  the 
preservation  of  health.  They  agreed  to  have  con- 
fidence in  the  Demonstration  and  to  cooperate  with 
it.  These  advances,  made  at  the  suggestion  of  the 
State  Society,  have  been  ignored  and  refused  by 
the  Demonstration  during  the  past  few  weeks. 

In  agreement  with  the  officers  of  the  State  So- 
ciety, the  county  physicians  offered  a sound  method 
of  deciding  at  the  end  of  1928  regarding  the  con- 
tinuance of  the  Demonstration,  agreeing  to  accept 
the  verdict  of  the  highest  officers  of  the  Council  of 
the  Medical  Society  of  the  State  of  New  York  in 
conference  with  the  officers  of  the  county  medical 
society.  This  arrangement,  in  part  endorsed  in 
conference  by  Homer  Folks  and  other  representa- 
tives of  the  Demonstration,  has  since  been  rejected 
by  them. 

Finally,  the  county  society  agreed  to  a statement 
of  Eight  Fundamental  Principles,  which  were  ap- 
proved in  conference  by  representatives  of  the 
Milbank  Foundation,  the  State  Charities  Aid  As- 
sociation, the  State  Medical  Society  and  others. 
But  when  these  principles  were  submitted  to  the 
local  representatives  of  the  Demonstration  and  the 
Director  of  its  activities,  he  declined  to  endorse 
them  or  recommend  their  adoption  by  his  board. 
Every  agreement  made  with  one  branch  of  this 
curious  organization  is  subject  to  refusal  by  an- 
other. Each  official  has  apparently  many  different 
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individualities  and  positions,  and  is  ready  always 
to  plead  his  alter  ego. 

We  know  full  well  that  lay  groups  can  continue 
to  operate  this  Demonstration  and  others  like  it, 
if  they  wish,  employing  administrative  heads  who 
will  follow  completely  the  desires  of  the  men  who 
hold  the  purse  strings.  But  we  also  know  that  the 
medical  profession  of  the  state  and  nation,  having 
placed  its  hand  to  the  plough,  will  not  turn  back. 
It  will  organize  itself  for  administration  of  this 
kind  of  work,  and  in  time  will  strikingly  succeed. 
Every  doctor’s  office  should  be,  and  eventually  wiU 
become,  a health  center. 

The  situation  in  Cattaraugus  County  has  at- 
tracted such  widespread  attention  that  the  high- 
est officials  of  the  Milbank  Foundation  were  con- 
strained a few  days  ago  to  spend  several  days  in 
Chicago  for  the  purpose  of  defending  their  posi- 
tion to  the  American  Medical  Association,  which 
heretofore  has  not  entered  the  controversy,  but 
which  must  now  give  it  some  attention  unless  the 
situation  is  remedied.  These  high  officials  devoted 
a considerable  portion  of  their  platform  time  in 
Chicago  to  violent  attacks  on  the  medical  profes- 
sion, alike  in  Cattaraugus  County  and  throughout 
the  country. 

Now,  because  of  the  widespread  knowledge  of  the 
Cattaraugus  County  situation,  a complete  clarifica- 
tion of  the  relations  between  medical  bodies  and 
lay  organizations  in  this  state  will  pave  the  way 
to  a constructive  understanding  everywhere  and 
will  undoubtedly  mean  much  to  the  cause  of  pub- 
lic health.  It  is  for  this  reason  that  we  urge  upon 
the  House  of  Delegates  the  formal  passage  of  the 
“Eight  Points”  as  the  definite  platform  and  magna 
charta  of  public  health  work  in  this  state. 

We  urge  this,  not  so  much  for  the  purpose  of 
vindicating  our  own  position,  but  because  we  are 
primarily  interested  only  in  advancing  the  cause 
of  public  health  by  obtaining  a clear  declaration 
of  the  exact  functions  of  medical  and  lay  organi- 
zations in  public  health  work. 

Respectfully  submitted, 

C.  A.  LAWLER,  President. 


A $500,000  HEALTH  BLUNDER 
R.  B.  Morris,  M.D.,  F.A.C.S. 

Secretary  Cattaraugus  County  Medical  Society 

An  address  before  the  Erie  County  Medical 
Society,  Buffalo;  also  delivered  before  the 
Washington  County  Medical  Society,  Hudson 
Falls;  and  the  Allegany  County  Medical  So- 
ciety, Wellsville. 

The  failure  of  the  $500,000  “health  demonstra- 
tion,” inaugurated  five  years  ago  in  Cattaraugus 
County  by  the  Milbank  Memorial  Fund,  appears  to 
have  been  due  almost  entirely  to  its  lack  of  co- 
operation with  the  local  medical  profession. 

While  the  demonstration  still  continues,  in  hopes 
of  somehow  salvaging  the  broken  prestige  of  its 
official  backers,  the  result  has  been,  in  the  words 
of  one  of  its  own  officials,  “to  set  back  ten  years 
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the  course  of  this  type  of  public  health  work  in 
America.” 

Physicians  of  state  and  nation  may  well  consider 
the  money  well  spent,  if  this  result  has  really  been 
achieved,  for  certainly  this  effort  has  demonstrated 
conclusively  the  wrong  way  to  conduct  a health 
demonstration. 

The  whole  problem  of  public  health  is  in  a state 
of  evolution,  and  the  unhappy  experience  of  Cat- 
taraugus County  may  well  be  an  important  stage 
in  the  education  of  the  medical  profession  toward 
leadership  in  preventive  medicine. 

Summing  up  the  lessons  of  the  Cattaraugus 
County  demonstration,  the  New  York  State  Jour- 
nal of  Medicine,  official  organ  of  the  Medical  So- 
ciety of  the  State  of  New  York,  says:  “Opinions 
regarding  the  success  of  the  demonstration  are 
various.  On  the  one  hand  there  art  the  commend- 
atory opinions  expressed  by  the  promoters  of  the 
demonstration.  On  the  other  hand,  there  is  the 
condemnatory  opinion  expressed  by  the  county 
medical  society.  Public  health  workers,  represent- 
ing the  lay  organizations,  praise  the  work;  phy- 
sicians, representing  the  county  medical  society, 
feel  that  the  work  has  not  been  a success. 

“An  increasing  number  of  public  health  work- 
ers, however,  feel  that  any  county  health  unit  must 
be  the  evolution  of  medical  forces  Avithin  the 
county,  and  that  the  most  important  of  health 
workers  are  the  members  of  its  county  medical  so- 
ciety. Moreover,  there  is  a growing  feeling  that 
physicians  must  assume  the  leadership  in  organi- 
zation and  management.  Neither  the  individual  nor 
the  community  can  serve  two  masters.  There  can- 
not be  two  sets  of  medical  advisers.  If  either  health 
departments  or  lay  organizations  set  up  machinery 
for  the  practice  of  public  health,  they  must  em- 
ploy licensed  physicians  to  carry  on  the  work. 

“The  members  of  the  present  county  societies 
are  well  able  to  manage  all  forms  of  public  health 
work  in  their  counties,  and  experience  has  dem- 
onstrated the  willingness  of  physicians  to  carry 
it  on  successfully.  The  most  desirable  way  by 
which  county  health  units  may  develop  is  that  the 
county  establish  a unit  fitted  to  its  needs  and 
evolved  from  its  existing  organizations. 

“In  Cattaraugus  County,  the  department  was 
organized  and  financed  from  outside.  The  health 
unit  has  been  a demonstration  from  outside  the 
county,  rather  than  an  evolution  of  the  medical 
forces  within  the  county.” 

The  Milhank  demonstrators,  coming  into  this 
rural  New  York  county  five  years  ago,  made  every 
mistake  that  the  traditional  “city  slicker”  would 
be  expected  to  make  on  arrival  in  the  country  dis- 
tricts. For  nearly  five  years  the  local  physicians 
were  patient  and  tolerant  with  these  ineptitudes 
and  blunders,  but  at  the  end  of  the  five-year  period 
they  rose  in  their  might  and  smote  the  Philistine. 

In  general,  the  only  reply  that  the  doctors  have 
received  from  the  welfare  organizers  has  been  a 
pained  gesture  of  apology,  and  a perfunctory  prom- 


ise of  better  things.  Lip  service  comes  easily  from 
the  salaried  functionaries  of  so-called  social  ser- 
vice, but  the  promises  of  one  official  or  secretary 
are  promptly  negated  or  disavowed  by  another, 
and  there  is  no  remedy  to  the  evils  complained 
against. 

Soft  words  flow  from  the  pens  of  the  “secre- 
taries,” whose  number  is  legion.  For  example,  a 
recent  statement  by  an  official  of  the  Milbank  Dem- 
onstration regarding  its  policy  in  Cattaraugus 
County  is  as  follows:  “The  backbone  of  health 
work  has  been,  is  and  always  must  be,  the  practis- 
ing physician.  There  is  no  failure  to  recognize 
this  on  the  part  of  the  Cattaraugus  County  Dem- 
onstration. ...  We  recognize  fully  that  prevent- 
ive medicine  is  the  doctor’s  rightful  field,  as  is  the 
development  of  all  public  health  work,  and  that 
laymen  must  at  all  times  look  to  the  trained  medi- 
cal man  for  guidance  and  leadership.” 

These  are  honeyed  words.  No  better  platform 
could  be  stated  for  the  upbuilding  of  a sound  pub- 
lic health  program.  But  not  a single  action  on 
the  part  of  the  visiting  demonstrators  in  Catta- 
raugus County  can  be  produced  to  show  any  in- 
tention to  carry  out  that  platform. 

Their  attitude  toward  the  medical  profession  has 
been  one  of  persecution  and  even  abuse.  Although 
90  per  cent  of  the  practicing  physicians  in  the 
county  have  stated  their  position  clearly  and  un- 
equivocally in  condemnation  of  the  demonstration, 
the  Milbank  spokesmen  have  preferred  to  hide 
their  heads  in  the  sand  like  the  ostrich.  In  a re- 
cent pronouncement  they  proclaimed,  in  stubborn 
contradiction  of  the  facts:  “Less  than  a fifth  of 
the  membership  of  the  county  medical  society  is 
opposed  to  the  demonstration.” 

Even  today,  in  the  sixth  year  of  their  imposed 
demonstration,  they  proclaim  far  and  -wide  that  the 
only  opposition  to  them  comes  from  a “small  mi- 
nority group,”  their  attack  centering  on  the  presi- 
dent of  the  county  medical  society,  who  has  loy- 
ally and  faithfully  expressed  the  will  of  his  col- 
leagues and  who  has  the  unanimous  support  and 
confidence  of  the  practising  physicians  of  the 
county. 

When  the  Milbank  demonstrators  came  to  Cat- 
taraugus County  five  years  ago,  they  announced 
that  they  proposed  to  build  up  a county  health  unit 
after  the  plan  successfully  operated  in  Alabama 
by  Dr.  S.  M.  Welch.  But  in  order  to  keep  the  con- 
trol of  expenditure  and  administration  closely  in 
their  own  hands,  they  made  one  fatal  change  in 
Dr.  Welch’s  plan — they  substituted  lay  control  for 
medical  supervision.  This  is  made  clear  in  a letter 
recently  received  by  our  county  society  from  Dr. 
Welch,  who  says:  “We  have  no  trouble  in  Alabama, 
because  the  medical  profession  in  this  state  directs 
all  public  health  activities.  No  health  activity  is 
ever  undertaken  until  the  approval  of  the  local 
medical  men  has  been  obtained.  The  State  Medi- 
cal Association  of  Alabama  is  the  State  Board  of 
Health.  The  county  boards  of  health  are  composed 
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of  five  doctors,  elected  by  the  county  medical  so- 
cieties. Thus  we  avoid  friction,  and  the  work  is 
not  pushed  aside  by  well  intentioned  but  untrained 
people.  The  physicians  are  the  one  group  of  peo- 
ple whose  professional  training  fits  them  for  this 
work.” 

The  county  health  unit  instituted  by  the  mis- 
guided Milbank  demonstrators  in  Cattaraugus 
County  was  composed  of  four  laymen  and  one 
physician.  This  alteration  in  Dr.  Welch’s  ideal  and 
successful  unit  changed  its  fundamental  princi- 
ples in  such  a radical  and  basic  way  that  failure 
was  foreordained.  All  the  expenditure  and  elab- 
orate machinery  installed  by  the  welfare  workers 
cannot  save  it,  because  it  is  built  on  an  impossible 
foundation. 

Few  physicians  can  find  any  merit  in  such  an 
organization.  It  is  no  exaggeration  to  state  that 
its  most  sincere  and  enthusiastic  advocates  are 
obviously  unfamiliar  with  the  full  purport  and 
essential  details  of  the  measures  they  propose. 
Reformers  and  uplifters  have  been  allowed  to  in- 
vade the  field  of  medicine,  until  the  peril  of  the 
situation  has  become  urgent. 

The  drift  toward  paternalism  and  pauperization 
is  strong.  The  tendency  toward  socialization  of 
medicine  is  openly  avowed  by  many  supporters  of 
the  Milbank  group.  But  the  chief  cricitism  of 
their  operations,  on  the  part  of  the  medical  pro- 
fession, has  been  the  utter  ineptitude  and  ineffi- 
ciency of  their  operations. 

The  slogan  that  “public  health  is  purchasable” 
has  an  alluring  sound;  it  has  been  bandied  up  and 
down  the  highways  and  byways  of  Cattaraugus 
County  now  for  five  years.  But  the  $500,000 
worth  of  health  which  the  demonstrators  have 
brought  us  has  been  pitiable  in  quality,  and  every 
physician  in  the  county  has  been  face  to  face  with 
a daily  demonstration  that  Social  Service  cannot 
compete  with  the  individual  skill  and  superior 
knowledge  and  efficiency  of  the  trained  and  cap- 
able practising  physician. 

A few  days  ago  I received  from  one  of  the  Mil- 
bank  clinics  a card  showing  the  result  of  their 
examination  of  one  of  my  ovsti  patients,  who  had 
been  guided  to  their  portals  by  the  ubiquitous 
health  nurse.  The  examination  was  made  hastily, 
as  all  such  examinations  must  necessarily  be;  the 
attempt  at  diagnosis  was  laughable,  and  the  ac- 
companying X-ray  portrait  was  obviously  the  pa- 
thetically inadequate  work  of  some  stenographer  or 
office  boy.  Such  inefficient  clinical  work  merely 
makes  the  Demonstration  the  laughing-stock  of 
any  qualified  practitioner,  however  solemnly  it  may 
be  taken  by  the  untutored  public. 

Our  medical  society,  thinking  primarily  of  the 
good  of  the  general  public,  can  honestly  do  noth- 
ing else  than  protest  emphatically  and  continuously 
against  such  quakery.  A large  proportion  of  the 
money  which  has  been  spent  has  been  wrested 
from  the  taxpayers  of  the  county.  A large  part 
of  it  has  been  expended  in  the  gathering  of  sta- 


tistics specially  designed  to  demonstrate  the  success 
of  the  Demonstrations.  At  the  end  of  each  year  the 
official  statisticians  have  told  us  elaborately  and 
plausibly,  the  tremendous  achievements  of  the  year. 
The  statistician  may  be  able  to  fool  his  employer, 
but  he  cannot  fool  the  county  doctors,  who  are  on 
the  field  day  after  day  and  week  after  week,  watch- 
ing the  aimless  and  purposeless  meanderings  of 
the  county  health  officers. 

If  the  principles  upon  which  the  Cattaraugus 
County  Demonstration  has  been  operated  were  ac- 
cepted by  our  profession,  then  the  doctor  becomes 
merely  a machine,  controlled  by  the  foolish  and 
passing  fancies  of  an  ambitious  lay  organization. 
The  public  is  of  small  importance  to  these  folks; 
personal  aggrandizement  is  the  keynote  to  their 
every  action.  Strings  are  pulled  in  New  York,  and 
puppets  jump  strangely  hither  and  yon  at  points 
500  miles  away.  Statistics  become  the  all-impor- 
tant aim  of  scientific  medicine,  and  nothing  is 
worth  while  that  cannot  be  reported  in  tens  of 
thousands. 

From  the  beginning  of  our  unhappy  demonstra- 
tion the  medical  profession  of  the  county  was  a 
real  problem  to  the  folks  who  directed  the  demon- 
stration. If  they  could  have  come  to  a nice  clean 
county,  without  a doctor  in  sight,  they  could  have 
organized  an  orderly  and  military  demonstration. 
School  children  could  have  been  marshaled  in 
groups  of  hundreds,  measured  perfunctorily,  and 
separated  into  statistical  divisions  where  tonsil- 
lectomies and  similar  approved  procedures  could 
have  been  performed  in  accordance  with  a routine 
forwarded  from  G.  H.  Q.,  500  miles  from  the  bat- 
tlefield. A well-trained  staff  of  statistically  minded 
medical  men  could  have  been  marshaled  from  grad- 
uating classes  of  obscure  schools.  The  human  side 
of  medicine  could  have  been  forgotten,  and  atten- 
tion focused  on  the  glories  of  complete  statistical 
triumphs. 

But  the  local  medical  men  of  Cattaraugus 
County  were  a problem.  It  was  hard  for  them  to 
admit  that  the  lay  social  worker  who  suddenly  in- 
vaded the  field  possessed  such  a superior  intelli- 
gence or  was  such  a superman  that  he  had  solved, 
in  advance,  all  the  medical  and  medico-social  prob- 
lems which  have  occupied  many  wise  medical 
thinkers  during  several  centuries.  The  hard- 
headed  country  doctor  soon  became  convinced  that 
these  invaders  were  quite  ordinary  folks,  equipped 
with  just  about  average  intelligence  and  a good 
deal  less  than  average  knowledge  of  the  practice 
of  medicine.  He  promptly  diagnosed  their  pro- 
gram as  the  result  of  exaggerated  ego,  and  dis- 
carded  it  as  unpractical.  Medical  service  must 
needs  be  personal  and  discriminative.  Preventive 
medicine  or  public  health  offers  no  field  for  the 
untrained  layman.  It  is  still  medicine,  and  needs 
the  untrammeled  leadership  and  guidance  of  the 
trained  physician. 

It  is  an  amazing  revelation  of  human  stupidity 
to  find  the  followers  of  this  lay  organization  ac- 
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cusing  the  medical  profession  in  Cattaraugus 
County  of  a lack  of  sympathy  and  a failure  to 
cooperate  in  their  program.  It  is  still  more  pa- 
thetic to  find  them  holding  up  this  want  of  coop- 
eration as  an  excuse  and  explanation  for  their  lack 
of  success.  The  experience  of  every  practising 
physician  will  support  me  in  my  flat  statement 
that  the  cooperation  these  people  seek  for  is  not 
cooperation,  but  unquestioning  acquiescence  in 
plans  formulated  by  “brass  hats”  whose  experience 
is  completely  lacking  in  the  essentials  for  dealing 
with  medical  problems. 

A surprising  mental  strabismus  is  the  prevail- 
ing evil  among  these  professional  reformers  and 
altruists.  They  get  their  minds  fixed  on  trifles, 
ignoring  the  major  considerations  which  must 
guide  the  practical  program  of  the  practising 
physician.  Physical  examination  of  the  general 
public  would  reveal  some  abnormality  in  almost 
every  person — ^the  doctor  is  aware  of  this  fact, 
and  some  allowance  must  be  made  for  the  doctor’s 
impatience  when  these  abnormalities  are  mar- 
shaled before  him  as  stupendous  facts  by  some 
overzealous,  full-time  salaried  lay  social  worker 
who  ransacks  the  highways  and  byways  to  find 
new  problems  for  him  to  solve  gratuitously. 
Theoretically,  it  is  highly  desirable  that  every  devi- 
ation from  normal  in  structure  and  function  in 
every  individual  should  be  corrected.  Practically, 
the  physician  vdll  choose  the  important  things,  and 
ignore  many  of  the  obvious  facts  revealed  so  pom- 
pously by  the  statistical  glow-worms  and  the  en- 
thusiastic amateurs. 

Cattaraugus  County  during  the  past  five  years 
has  been  the  Lexington  and  Concord  of  a great 
battle  which  must  presently  be  fought  out  in  every 
corner  of  the  country.  The  writers  and  speakers 
and  executive  secretaries  are  assembling  their 
mass  attacks  on  the  American  mind,  offering  pana- 
ceas and  short  cuts  to  universal  health  and  hap- 
piness. There  are  no  panaceas;  there  is  no  short 
cut.  When  the  smoke  has  cleared  away,  in  your 
county  and  in  ours,  the  family  physician  will  still 
be  faithfully  at  work,  delivering  the  goods. 


MEDICAL  SOCIAL  SERVICE 
L.  L.  Bighlow,  M.D.,  F.A.C.S. 

President  of  the  Ohio  State  Medical  Association 

Address  before  the  Cattaraugus  County  Medi- 
cal Society,  New  York 

A fantastic  idea  of  what  is  going  on  in  the  field 
of  medical  social  work  is  to  be  obtained  from  the 
experiments  in  Richland  County,  Ohio,  and  in  Cat- 
taraugus County,  N.  Y.,  where  heavily  endowed 
foundations  with  millions  at  their  disposal  have 
demonstrated  on  a large  scale  how  much  can  be 
done  by  an  intensive  drive  to  standardize  health 
and  happiness. 

Is  it  not  natural  for  the  enthusiastic  young  so- 
cial service  worker  to  have  her  mind  so  filled  with 
what  is  before  her  and  her  sympathies  so  stirred, 
that  like  the  young  medical  student  she  loses  her 


sense  of  proportion  and  becomes  a willing  tool  for 
the  hands  of  those  queer  thinkers  who  are  obsessed 
with  the  idea  that  the  millennium  will  come  with 
socialism  or  communism? 

Vice  and  crime,  ignorance,  poverty,  unemploy- 
ment, disease — no  one  denies  their  existence.  They 
constitute  together  the  outstanding  challenge  to 
modern  civilization.  We  all  honor  those  who  are 
giving  their  thoughts  and  devotion,  their  time  and 
energies  to  the  solution  of  these  grave  problems. 
This  thought  and  effort,  however,  should  never 
lose  sight  of  the  possible  effects  of  the  movements 
they  inaugurate. 

It  is  precisely  at  this  point,  as  I see  it,  where 
medical  social  service  is  falling  down.  Is  it  neces- 
sary to  invade  the  home  and  arrange  the  menu  of 
the  family  meal,  select  the  books  to  be  read,  the 
movies  to  be  attended,  lay  out  and  supervise  the 
amusements,  allot  the  standardized  hours  for  play, 
for  sleep,  for  work,  the  family  budget?  Is  it  go- 
ing to  make  any  serious  dent  in  the  situation  to 
bring  in  Mrs.  Minitsky,  who  is  tired  at  the  end  of 
a day  after  she  gets  her  six  children  into  bed,  as- 
certain that  she  has  a penduluos  abdomen,  a vari- 
cose vein,  a relaxed  perineum,  faulty  posture,  sus- 
picious tonsils,  and  a deviated  septum,  when  there 
is  already  a long  list  of  patients  with  urgent 
definite  symptoms  taking  the  time  and  strength 
of  the  available  doctors?  Be  it  remembered  that 
these  doctors  are  giving  to  this  service  their  time 
and  skill,  the  only  goods  they  have,  to  sell,  and  are 
doing  it  willingly  in  accordance  with  the  tradi- 
tions of  their  profession.  Some  allowance  must 
therefore  be  made  for  a feeling  of  impatience  and 
revolt  on  their  part  against  the  overzealousness 
of  full-time,  paid,  lay  social  workers  who  ransack 
the  city  to  find  new  problems  for  them  to  solve 
gratuitously. 

Theoretically,  it  is  highly  desirable  that  every 
deviation  from  the  normal  in  structure  and  func- 
tion in  every  individual  should  be  corrected,  dis- 
ease be  abolished  and  the  span  of  life  indefinitely 
increased,  leaving  to  the  social  philosopher  the  use 
to  which  these  added  years  are  to  be  put.  Prac- 
tically, however,  we  know  that  this  is  an  impos- 
sible dream.  When  one  realizes,  as  the  qualified 
physician  does  even  though  the  social  worker  does 
not,  that  every  next  individual  one  meets  on  the 
street,  if  subjected  to  the  searching  examination 
accorded  to  the  hypothetical  Mrs.  Minitsky,  is  a 
potential  subject  for  some  kind  of  medical  or 
mental  adjustment  or  treatment,  the  hopelessness 
of  the  task  which  the  paid  social  service  worker 
brings  to  the  doctor  is  at  once  apparent.  As  well 
try  to  empty  the  waters  of  the  Atlantic  with  a 
spoon. 

The  medical  profession  has  a background  of  cen- 
turies of  thought  and  work  in  this  field.  The  pro- 
fessional medical  social  worker  was  born  20  years 
ago  as  an  amateur  volunteer  helper  to  the  doctor. 
In  their  newly  formed  schools  they  are  giving 
courses  designed  to  enable  their  graduates  to  in- 
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terpret  the  doctor  to  the  patient!  Soon  we  may 
expect  the  training  and  arrival  of  those  who  will 
be  required  to  interpret  the  interpreters. 

Lay  organizations  with  a welfare  program  di- 
rected to  the  wholesale  cure  or  control  of  some 
particular  disease  or  disability  frequently  accuse 
the  medical  profession  of  a lack  of  sympathy  and 
a failure  to  cooperate.  And  they  hold  up  this 
want  of  cooperation  as  the  explanation  for  their 
lack  of  success  or  slow  progress. 

Some  experience  with  medical  organizations  has 
taught  me  that  the  cooperation  these  people  seek 
is  not  cooperation,  but  unquestioning  acquiescence 
in  plans  already  formulated.  On  the  grounds  of 
“duty  to  humanity”  these  people  seek  medical  vol- 
unteers, without  whose  services  the  elaborate  su- 
perstructure erected  on  such  service  and  financed 
in  all  its  other  working  parts,  would  be  meaning- 
less and  futile. 

I would  be  doing  a grave  injustice  to  myself  and 
my  profession  if  I were  to  leave  the  impression  that 
I question  the  motives  or  the  fine  crusading  spirit 
of  the  social  workers,  or  the  good  they  do  to  the 
individual  they  are  helping.  But  the  good  judg- 
ment of  their  enthusiasm  to  smash  an  evil  quickly 
by  direct  action,  untempered  by  the  consideration 
of  all  the  factors  involved,  is  open  to  question. 


REPORT 

of  the  Board  of  Trustees  of  the  American 

Medical  Association  to  its  House  of  Delegates 

An  investigation  was  made  during  the  year  of 
ten  of  the  more  important  health  demonstrations 
that  have  been  set  up  by  volunteer  health  organi- 
zations in  various  parts  of  the  United  States.  It 
was  evident  from  the  replies  made  to  the  ques- 
tionnaire sent  out  that  in  some  communities  serious 
disagreement  has  arisen  between  those  conducting 
the  demonstrations,  or  volunteer  health  agencies, 
and  the  members  of  the  local  medical  profession. 
The  principal  objections  are  well  expressed  in  a 
communication  signed  by  sixteen  physicians  of  one 
county  in  which  a demonstration  was  conducted, 
from  which  the  following  is  quoted; 

“The  object  supposed  to  have  been  kept  before 
the  demonstration  workers  was  that  they  do  their 
utmost  to  preserve,  in  the  patients’  minds,  respect 
for  their  family  physicians.  They  did  not  always 
succeed  in  doing  this,  partly  through  their  being 
carried  away  at  times  by  enthusiasm  for  demon- 
stration work,  during  which  the  physician  was  lost 
sight  of,  partly  through  their  emphasizing  the  idea 
that  the  demonstration  was  being  carried  on  by 
men  ranking  as  specialists  in  pediatrics,  thus  giv- 
ing the  patients  the  idea  that  they  could  get  bet- 
ter service  than  their  family  physicians  could  give 
them;  . . . The  result  was  that  the  demonstration 
employee  soon  neglected  almost  entirely  to  make 
any  effort  at  keeping  up  any  contact  or  liaison  be- 
tween patient  and  physician  and  the  inevitable  re- 
sult finally  was  that  patients  did  tend  to  lose  re- 
spect for  the  family  physician  and  looked  entirely 


to  the  demonstration  for  examination,  advice  and 
treatment.  The  obvious  result  of  the  demonstra- 
tion was  that  not  only  the  indigent  but  the  well-to- 
do  also  went  to  the  clinic  for  examination,  advice 
and  treatment  because  they  came  to  look  upon  it 
as  a place  where  they  could  secure  the  expert  ser- 
vice of  specialists  free  of  charge,  and  with  a nat- 
ural end-result  that  all  were  pauperized  to  that 
extent  and  not  ashamed  of  the  fact.” 

An  earnest  protest  was  made  by  another  county 
medical  society,  urging  that  the  demonstration  in 
that  county  be  not  continued  after  the  termina- 
tion of  the  five-year  period  for  which  it  was  set 
up,  asking  further  that  the  medical  society  be  rep- 
resented on  the  county  board  by  five  physicians,  to 
be  chosen  by  the  society.  Notwithstanding  this 
protest,  it  was  later  announced  by  the  organiza- 
tion providing  the  funds  that  the  demonstration  is 
to  be  continued,  the  county  board  having  accepted 
an  offer  to  donate  over  $87,000  for  its  continuance, 
the  county  to  appropriate  $56,000  for  the  same 
purpose.  There  has  thus  been  created  in  this 
county  a very  serious  situation,  in  which  the  peo- 
ple are  arrayed  against  the  medical  profession  and 
committed,  through  their  county  board,  to  a con- 
tinuation of  a health  demonstration  which  has 
been  most  unsatisfactory  to  the  physicians  of  the 
county,  90  per  cent  of  whom  are  said  to  have  de- 
clared themselves  opposed  to  the  manner  in  which 
the  demonstration  has  been  carried  on.  Should 
such  an  attitude,  so  at  variance  with  the  ultimate 
interests  of  the  public  and  the  medical  profession, 
be  manifested  in  other  localities,  large  sums  of 
money  being  appropriated  to  carry  on  health  work 
in  a manner  obnoxious  to  the  local  medical  pro- 
fession, it  is  bound  to  create  a situation  that  will 
be  grave  indeed. 


GLEANINGS 

ANNUAL  HEALTH  AUDITS* 

The  medical  profession  is  not  backing  the 
periodic  health  examination  movement  to 
advance  its  own  interest  but  to  add  years 
to  the  life  of  every  individual  American  citi- 
zen. An  earnest  effort  is  being  made  to 
impress  the  physicians  of  Indiana  as  well  as 
the  public  with  the  importance  of  periodic 
health  examinations.  The  Indiana  State 
Medical  Association  has  endorsed  the  move- 
ment of  keeping  health  records  and  through 
its  Bureau  of  Publicity  is  giving,  where  re- 
quested, demonstrations  to  medical  societies 

*This  article  is  prepared  by  the  Bureau  of  Pub- 
licity of  the  Indiana  State  Medical  Association. 
This  is  the  second  of  a series  of  four  bulletins  pre- 
pared by  the  Bureau  upon  the  subject  of  periodic 
health  examinations. 
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upon  the  thorough  method  of  giving  these 
examinations. 

In  consequence,  considerable  interest  has 
been  aroused  among  the  physicians  on  this 
question  and  the  Indiana  State  Medical  As- 
sociation desires  to  stimulate  this  interest 
in  every  way  possible. 

A manual  for  the  conduct  of  periodic  ex- 
aminations published  by  the  American 
Medical  Association  for  physicians  says: 
“The  average  adult  accepts  certain  tenden- 
cies such  as  overweight,  constipation,  pre- 
mature baldness  or  flat  feet  as  predeter- 
mined and  beyond  his  control  and  has  re- 
signed himself  to  these  conditions.  This 
attitude  of  resignation  and  acceptance  of 
limitations  is  entirely  out  of  accord  with 
the  present-day  demand  for  efficiency.  The 
human  machine  is  coming  in  for  its  share 
of  study  and  the  physician  is  the  efficiency 
expert  who  must  direct  the  service.  This 
means  that  physicians,  in  addition  to  car- 
ing for  the  sick,  must  assume  responsibility 
for  the  instruction  of  the  supposedly  well 
in  such  details  of  hygiene  as  will  prevent 
them  from  developing  illness.” 

Thousands  of  dollars  are  being  spent  by 
various  agencies  to  persuade  people  to  do 
the  sensible  thing  and  be  examined  and  to 
prepare  the  general  practitioner  to  make 
these  health  examinations.  The  medical 
profession  is  using  every  dignified  method 
available  to  sell  the  proposition  to  the  pub- 
lic and  to  the  family  doctor,  the  man  who 
will  have  to  do  the  job. 

Who  is  back  of  the  movement?  Prac- 
tically every  agency  and  organization  in- 
terested in  the  health  of  the  public:  the 
American  Medical  Association,  the  National 
Tuberculosis  Association,  the  American 
Red  Cross,  the  Gorgas  Memorial  Associa- 
tion, the  National  Health  Council,  repre- 
senting more  than  a score  of  health  groups, 
life  insurance  companies,  health  depart- 
ments, hospitals,  industrial  concerns,  indi- 
vidual physicians  and  practically  every  of- 
ficial and  voluntary  health  agency  in  the 
country  has  advocated  periodic  health  ex- 
aminations.— Journal  of  the  Indiana  State 
Medical  Association. 


THE  NAME,  PLEASE? 

(Reprinted  from  Medical  Economics,  January,  1928) 

In  a reception  room  visited  recently,  the 
office  attendant,  new  and  possibly  inexperi- 
enced in  her  position,  marched  up  to  a 
woman  who  just  had  entered  and  seated 
herself,  and  asked:  “Do  you  want  to  see 
Doctor  So  and  So?” 

The  woman  nodded  and  the  girl  immedi- 
ately rushed  back  to  her  desk,  gathered  up 
a pad  of  paper  and  with  pencil  poised  called 
across  the  room:  “Your  name?  Your  ad- 
dress? Have  you  a telephone?”  To  all 
these  questions  the  woman  replied  promptly 
though  plainly  embarrassed  at  this  cross- 
examination  before  all  the  other  patients  in 
the  waiting  room.  It  was  like  talking  on  a 
four-party  line  with  everybody  listening. 

And  when  the  attendant  finally  called  out : 
“What  is  your  occupation,  please?”  the 
woman  arose  and  crossed  over  to  the  desk. 
She  looked  distressed  for  a moment,  hesi- 
tated, fingering  worn  gloves,  and  then  an- 
swered in  a frigid  tone,  “I  don’t  care  to 
state  just  now  what  I am  doing,  if  it  isn’t 
absolutely  necessary  for  you  to  know.  I 
only  wanted  to  consult  the  doctor  about  my 
little  girl’s  getting  a health  card  to  return 
to  school.  Never  mind,  though,  I won’t 
wait.” 

And  with  an  offended,  hurt  air,  she  made 
her  exit. 

Thus  this  attendant,  aiming  to  get  help- 
ful data  for  the  doctor,  had  instead  lost  a 
patient  for  him.  All  because  she  lacked  tact 
in  approaching  new  patients! 

How  to  ask  the  questions  required  on  a 
patient’s  first  call  is  a problem  in  itself.  It 
is  natural  for  people  to  feel  constrained  and 
ill  at  ease  on  first  consulting  a doctor,  and 
a number  of  questions  pelted  at  them  at 
the  start  vastly  increases  their  discomfort 
and  may  even  offend  them,  if  not  put  tact- 
fully. 

In  another  doctor’s  office  I have  in  mind, 
questions  are  asked  in  a way  that  does  not 
offend  or  seem  awkward,  because  the  at- 
tendant has  been  trained.  She  has  learned 
how  to  do  it  gracefully.  Her  method  is 
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well  worth  considering,  for  it  adds  to  the 
efficiency  of  the  office,  satisfying  both  pa- 
tient and  physician. 

When  a new  patient  enters  the  waiting 
room,  this  attendant  comes  forward,  smil- 
ing, and  asks : “Did  you  want  to  see  the  doc- 
tor? Did  you  want  to  make  an  appoint- 
ment or  did  you  have  one?” 

And  to  either  question,  she  adds,  “Well, 
just  be  seated,  please,  and  I will  take  your 
name,  address  and  so  forth.” 

Standing  by  the  patient  and  talking  low, 
she  asks  the  necessary  questions,  writing 
them  down  on  a card  held  within  her  ap- 
pointment book,  explaining  that  it  saves 
the  doctor’s  time  as  well  as  the  patient’s 
and  gives  the  patient  more  chance  to  talk 
when  seeing  the  doctor  if  these  prelimina- 
ries are  over. 

Then,  slipping  out  of  the  room,  she  con- 
sults the  doctor,  leaving  the  card  with  its 
data  for  him,  and  returns  to  set  an  hour  for 
the  patient  then  or  later.  Carefully  re- 
cording it  in  her  appointment  book,  she 
gives  the  patient  the  reassured  feeling  that 
he  is  receiving  special  attention  rather  than 
unpleasant  publicity. 

When  the  patient  is  ushered  into  the  doc- 
tor’s office,  he  does  not  have  to  repeat  all 
this  data  because  the  doctor  has  the  card  be- 
fore him.  It  becomes  much  easier  for  both 
patient  and  physician.  A greeting  by  name 
is  possible  and  all  awkward  introductions 
are  dispensed  with. 

This  same  card  is  used  to  get  other  in- 
formation regarding  the  case — ^the  patient’s 
history — details  of  his  ailment  or  complaint 
being  put  down  as  the  doctor  hears  them. 

These  cards  are  filed  away  alphabetically 
in  a regular  filing  index  and  are  consulted 
each  time  the  patient  calls,  data  being  added 
as  is  necessary.  Thus  the  cards  furnish  a 
complete  history  of  each  case  as  well  as  a 
record  of  the  account  of  each  patient,  help- 
ful when  bills  are  being  made  out. 

Of  course,  there  are  many  systems  of  in- 
dexing, filing  and  cataloguing  that  doctors 
may  use,  but  the  simplest  system  is  always 
the  best.  That  is  the  one  likely  to  be 
favored  by  the  busy  physician,  who  usually 
has  only  one  assistant,  office  girl,  book- 
keeper and  secretary  combined.  And  if  a 


doctor  has  no  attendant,  a card  index  is 
certain  to  be  of  help,  saving  him  from  the 
habit  of  jotting  down  various  “memos”  here 
and  there,  that  are  likely  to  be  missing 
when  most  needed! 

In  this  regard  I am  reminded  of  a physi- 
cian who  is  particular  to  the  finest  degree 
in  his  medical  practice  but  heedless  of  office 
detail.  Consequently  he  is  constantly  an- 
noyed, and  annoys  patients  likewise  hunting 
for  names,  addresses  and  data  that  he  has 
jotted  down  somewhere.  Valuable  time  is 
consumed  during  the  rush  of  his  office  hours 
while  he  searches  for  some  slip  of  paper, 
and  he  invariably  ends  up  by  remarking, 
“Well,  I guess  I’ll  have  to  write  that  down 
again,”  or,  “If  I am  to  call  in  the  morning 
I’ll  have  to  jot  your  address  down.  I guess 
I’ve  mislaid  it.” 

This  habit  sometimes  makes  patients  feel 
that  a doctor  does  not  bother  much  about 
them,  when  in  reality  he  may  spend  much 
time  in  careful  study.  System  pays  in  every 
office,  whether  it  is  the  professional  or  the 
business  man’s  office. 


REPORT  OF  COMMITTEE  ON  RADIO- 
LOGIC  FRAUDS 

Whereas:  Certain  practices  are  becom- 
ing prevalent  in  various  parts  of  the  United 
States,  which  threaten  the  welfare  of 
radiology,  affecting  the  practice  of  this 
branch  of  medical  science  in  a peculiar,  dele- 
terious, and  harmful  manner,  and 

Whereas:  It  is  an  important  function  of 
any  medical  organization  to  protect  its  spe- 
cialty from  the  harmful  effects  of  improper, 
unethical,  or  dishonest  practices. 

Be  It  Resolved:  By  the  Radiological  So- 
ciety of  North  America,  in  Executive  Ses- 
sion at  its  Thirteenth  Annual  Meeting,  that : 
(1)  Radiologic  diagnosis  is  a consulting 
specialty  of  medicine,  the  chief  function  of 
which  is  to  aid  practitioners  of  other  spe- 
cialties and  of  general  medicine  in  the  diag- 
nosis and  treatment  of  disease;  (2)  that 
it  is  improper  and  unethical  for  any  radi- 
ologist or  any  organization  practicing  radi- 
ology to  offer  discounts  or  commissions,  or 
other  financial  inducements,  to  attract  pa- 
tients either  directly  or  through  reference 
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by  other  physicians;  (3)  that  it  is  unethical 
for  any  radiologist  or  organization  practic- 
ing radiology  to  make  charges  to  referring 
physicians  for  services  rendered,  but  that 
all  such  charges  must  be  made  against  the 
patient  for  whom  such  services  are  ren- 
dered; (4)  that  a commercial  X-ray  labora- 
tory is  defined  as  one  which  advertises  to 
make  radiographic  or  fluoroscopic  examina- 
tions for  physicians  and  surgeons  for  the 
avowed  or  apparent  primary  purpose  of 
financial  gain;  (5)  that  it  is  improper  and 
unethical  for  any  radiologist  to  become  af- 
filiated with  a commercial  X-ray  labora- 
tory; (6)  that  a stock  company  or  corpora- 
tion with  physicians  and  surgeons  as  stock- 
holders, offering  dividends  as  an  inducement 
to  refer  cases  to  a laboratory  owned  and 
operated  by  such  company  or  corporation, 
is  unethical,  and  that  such  dividends  be  re- 
garded in  the  same  light  as  commissions  or 
discounts.  A group  of  physicians  may  prop- 
erly own  and  operate  an  X-ray  department 
or  laboratory,  providing  the  earnings  there- 
from are  employed  for  the  advancement  of 
the  science  of  radiology  or  other  branches 
of  medicine  or  the  maintenance  and  im- 
provement of  service  to  patients,  but  not 
as  an  inducement  to  stockholders  to  refer 
cases  in  the  hope  of  receiving  greater  divi- 
dends. 

Resolved.  (7)  That  an  X-ray  laboratory 
is  to  be  considered  unethical  if  therefrom 
emanate  diagnostic  reports  based  upon  the 
radiologic  observations  of  technicians  who 
do  not  possess  a medical  degree  or  license 
to  practice  medicine. 

The  mere  signature  of  a physician  to  such 
reports  is  to  be  regarded  as  an  evasion  of 
this  rule  unless  such  signatory  has  actually 
made  the  observations  and  drawn  the  con- 
clusions upon  which  such  reports  are  based. 

Be  It  Further  Resolved:  (1)  That  no 
radiologist  engaging  in  unethical  practice 
according  to  the  above  definition  shall  be 
eligible  to  membership  in  this  society,  and 
that  no  technician  affiliated  with  an  un- 
ethical or  commercial  laboratory  shall  be 
eligible  to  registration;  (2)  that  a copy  of 
these  resolutions  be  forwarded  to  each  state 
medical  society  with  a request  that  they  be 


published  in  the  official  Journal;  (3)  that 
a committee  be  appointed  to  obtain  the  of- 
ficial approval  of  these  resolutions  by  the 
American  College  of  Radiology,  the  Ameri- 
can College  of  Surgeons,  and  the  American 
College  of  Physicians. — Journal  of  the 
Medical  Society  of  New  Jersey. 


SUGGESTIVE  PROGRAM  FOR  A 
COUNTY  MEDICAL  SOCIETY 

Programs  should  be  prepared  with  the 
interest  of  the  greatest  number  in  mind. 
The  committee  should  be  at  work  now  for 
next  year’s  program.  Excellent  clinicians 
can  be  had  if  you  want  them.  They  travel 
all  over  our  country,  addressing  meetings, 
and  are  glad  to  do  it.  If  they  use  their 
time  and  money  to  come  to  us  and  teach  us, 
it  would  seem  that  we  should  be  willing  to 
accept  the  teaching  and  honor  them  and 
our  local  officers  by  our  presence  at  the  meet- 
ing. Talk  up  the  meeting  to  your  competi- 
tor, get  him  to  attend  and  then  he  won’t 
take  your  patients  from  you.  People  are 
demanding  that  a physician  shall  keep  in 
the  front  row  of  his  profession  and  they 
know  when  you  attend  a medical  meeting. 

There  should  be  ten  meetings  a year, 
termed  scientific  meetings.  Four  of  these 
should  be  given  by  out-of-the-county  men. 
I suggest  the  October,  November,  April  and 
May  meetings  be  selected  for  those  meet- 
ings. The  September  meeting  can  well  be 
a meeting  with  the  hospital  staff  or  staffs 
or  a business  meeting  for  the  good  of  the 
society.  Perhaps  a legal  meeting  can  be 
made  of  it  since  it  is  just  before  election 
and  the  meeting  of  the  state  legislature. 
The  December  meeting  is  the  meeting  for 
collection  of  dues  and  election  of  officers. 
Every  member  should  pay  his  dues  now. 
A clinic  or  address  should  be  given  by  a 
member  of  the  local  society.  January  could 
be  spent  by  visiting  a neighboring  society 
or  having  a union  meeting  with  the  lawyers, 
dentists  or  ministers.  Same  may  be  said 
regarding  the  February  meeting.  March 
should  find  a local  man  or  men  presenting 
an  interesting  clinical  meeting,  taking  up 
the  necessary  society  business  at  this  meet- 
ing. June  is  a good  time  for  visiting  so- 
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cieties  a distance  away.  Perhaps  a local 
physician  should  present  an  address  at  the 
regular  meeting  and  a visit  made  by  the 
society  in  addition  to  this  meeting.  Help 
some  struggling  society  by  your  presence 
or  if  they  are  not  struggling,  they  will  be 
gladder  still  to  see  you. 

Every  physician  should  have  an  annual 
physical  examination,  should  pledge  him- 
self to  have  a definite  number  of  patients, 
say  two  to  five,  have  the  said  examination, 
thus  educating  the  people  to  its  value  and 
aid  in  putting  this  across. 

Social  Meeting. — Consist  in  meetings 
during  the  year  with  other  professions.  An 
open  meeting  with  a dinner,  our  wives  as 
guests,  and  a non-medical  man  as  speaker 
or  some  other  entertainment.  Here  our 
woman’s  auxiliary  can  function  by  present- 
ing the  music,  the  minstrel  show  or  some 
other  entertainment.  We  must  have  the 
auxiliary  and  we  must  give  them  something 
definite  to  do. 

Annual  Picnic. — In  July  or  August  with 
our  families  and  perhaps  some  other  pro- 
fession as  guests.  This  is  very  valuable. 

Scientific  Teams. — Two  to  four  members 
should  prepare  to  give  a program  before 
other  medical  societies,  thus  letting  them 
know  what  we  have  and  invite  them  in  turn 
to  visit  us.  Teams  must  be  prepared  to  edu- 
cate the  public  on  public  health  and  dis- 
ease: heart  disease,  kidney  disease  and  the 
acute  communicable  diseases.  Always  seize 
the  opportunity  to  speak  before  luncheon 
clubs,  high  schools,  parent-teachers’  asso- 
ciations, women’s  clubs  and  various  church 
gatherings. 

Publicity .—R&govt  each  meeting  and  all 
activities  in  a neat,  concise  way  to  the  state 
medical  journal  for  publication.  Suppose 
you  think  you  haven’t  had  a meeting  worthy 
of  reporting,  report  it  anyway.  It  may  be 
just  what  some  secretary  is  looking  for  to 
help  him  out.  Reports  should  be  made  to 
the  local  newspaper  in  a clear,  understand- 
able fashion.  Use  language  the  people  can 
interpret.  They  are  interested  in  us  and 
glad  to  know  what  we  are  doing.  Again, 
some  members  of  our  society  learn  of  our 


doings  only  by  the  good  wife  reading  it  to 
them  while  they  eat  their  meals. 

Some  things  to  be  thinking  about : 

1.  Is  your  County  Medical  Society  incor- 

porated? Do  you  think  it  should  be? 

2.  Does  a secretary  of  a County  Medical 

Society  need  a committee  to  take  notes 
and  report  items  of  interest  to  the 
medical  journal  and  newspapers? 

3.  Do  you  keep  a record  of  attendance,  at 

meetings,  of  your  membership? 

4.  What  have  you  done  for  the  woman’s 

auxiliary  in  your  county  society?  Do 
you  need  help?  If  so  write  Mrs.  F.  W. 
Cregor,  Indianapolis,  or  ask  some  sec- 
retary in  a county  where  the  auxiliary 
is  active.  Write  to  the  Journal  on 
the  above  questions. 

More  will  be  said  about  programs  at  a 
later  date. 

J.  C.  Burkle,  Chairman, 
Committee  on  Secretaries  Conference. 

— Journal  Indiana  State  Medical  Associa- 
tion. 


THE  DIFFERENCE  BETWEEN  “FEE” 
AND  “FREE” 

A few  incidents  illustrating  why  the  medical 
profession  is  losing  an  annual  average  of 
$1000  per  member,  with  a plea  for  an  end  to 
this  mistaken  philanthropy. 

J.  F.  RITTER,  M.D.,  MAQUOKETA,  IOWA 

In  no  other  walk  of  life  is  there  so  heavy 
a so-called  “charitable”  financial  burden 
imposed  as  the  yearly  demand  exacted  of 
the  medical  profession. 

If  all  statistics  could  be  reliably  tabu- 
lated throughout  the  United  States  of  free 
professional  services,  it  would  reach  the 
colossal  sum  of  one  hundred  and  fifty  mil- 
lion dollars  annually.  This  would  include 
the  worthy  poor,  the  undeserving  rich,  the 
“amply  able  to  pay,”  and  the  downright, 
deliberate  deadbeat. 

This  means  an  actual  average  financial 
loss  of  one  thousand  dollars  to  every  indi- 
vidual practicing  the  healing  art.  In  six 
per  cent  interest  language  that  would  rep- 
resent the  income  from  the  stupendous  sum 
of  two  and  one-half  billions  of  dollars. 
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Could,  or  would,  any  other  safe  and  sane 
business  venture  maintain  itself  with  a 
smiling  face  under  such  a staggering  bur- 
den,— and  seem  to  like  it? 

Where  lies  the  blame  for  this  deplorable 
injustice?  Is  it  not  largely  the  fruit  of  the 
profession  itself? 

For  a hundred  years,  the  profession  has 
prided  itself  on  its  philanthropy,  and  has 
deliberately  schooled  its  clientele,  whether 
rich  or  poor,  to  “ask  and  ye  shall  receive.” 
This  impression  has  been  so  persistently 
promulgated  and  so  insidiously  cultivated 
that  it  has  permeated  and  leavened  the  mind 
of  the  entire  public. 

So  inocuous  and  fixed  has  it  become,  that 
every  physician’s  office  is  subjectively  re- 
garded as  an  annex  to  a national  charity 
bazaar,  or  a charitable  loan  and  trust  of- 
fice, where  principal  and  interest  are  ex- 
pected to  be  canceled  in  the  mansions  of  the 
sky. 

Each  individual  practitioner  is  largely  re- 
sponsible for  perpetuating  these  pernicious 
conditions  by  forming  many  close  personal 
friendships  and  extending  favors  to  (?)  in- 
fluential families  in  the  false  hope  of  attain- 
ing social  prestige  from  which  lucrative  sub- 
sidiary practice  should  logically  accrue. 

Too  many  have  a goodly  number  of  per- 
sonal pals,  amply  able  to  pay,  who  never 
are  the  recipients  of  a bill  and  who,  year 
after  year,  serenely  continue  to  mulct  the 
amiable  doctor,  until  their  egoism  regards 
their  fealty  to  the  family  physician  as  his 
honor  and  privilege,  and  feel  their  friend- 
ship obligates  and  amply  repays  his  ser- 
vices. 

A certain  specialist,  doing  an  unusual 
and  spectacularly  efficient  service  in  vascu- 
lar hypertension  and  hypotension,  peptic 
ulcer,  neurasthenia,  chronic  rheumatism, 
and  even  nephritis,  has  favored  me  with  the 
following  data.  Incidentally,  his  overhead 
is  exceptionally  high,  these  chronics  requir- 
ing an  average  expenditure  on  his  part  of 
from  one  hundred  fifty  to  two  hundred  fifty 
dollars  per  case,  making  his  obligatory  fees 
appear  to  the  uninitiated  as  exhorbitant. 
However,  investigation  showed  his  spread 
of  profit  was  less  than  that  of  the  more  mod- 


est fees  of  the  general  practitioner. 

A case  of  vascular  hypertension  was  re- 
ferred to  him  by  a distant  physician,  in 
which  he  was  successful  in  establishing 
practically  normal  pressure  readings,  with 
recovery  of  business  efficiency  after  nearly 
two  years  of  invalidism  following  a stroke 
of  apoplexy.  The  patient  was  a banker 
worth  approximately  one  hundred  and  fifty 
thousand  dollars,  and  in  his  conversation 
with  the  specialist,  asserted  that  Doctor  H. 
had  been  his  family  physician  for  fifteen 
years,  and  never  would  accept  a fee  for  his 
services.  Yet  he  had  the  colossal  effron- 
tery to  accept  the  doctor’s  services  without 
compensation,  when  financially  he  was 
worth  fifteen  times  as  much  as  his  “chronic 
benefactor.” 

In  being  presented  with  his  bill  of  $300, 
where  the  actual  overhead  was  over  $150 
for  six  months’  attention,  he  nearly  fainted, 
but  paid  the  bill  and  continued  the  neces- 
sary treatment.  Should  it  be  unethical  for 
his  physician,  who  was  sufficiently  progres- 
sive to  refer  the  case  to  where  relief  could 
be  secured,  to  be  offered  or  accept  an  equit- 
able portion  of  the  fee? 

A second  case,  a nephritic  wife,  was  re- 
ferred by  Doctor  C.  On  his  arrival,  this 
patient  presented  nephritis  of  several  years’ 
duration,  albumen  and  casts,  extreme  gen- 
eral anasarca,  vascular  readings  of  230 
systolic  and  140  diastolic,  extreme  palpita- 
tion and  dyspnoea,  enlarged  cardiac  dull- 
ness and  marked  regurgitation.  The  cardiac 
decompensation  had  been  extreme  for  three 
months,  constantly  threatening  a fatal  ter- 
mination. In  this  case,  compensation  was 
restored,  with  disappearance  of  tne  anas- 
arca and  albumen,  and  while  the  cardiac 
bruit  was  still  evident  on  close  examination, 
recovery  to  a comfortable  existence  was  es- 
tablished. 

The  husband  of  this  patient  reported  that 
for  twelve  years  he  had  been  a pal  of  Doc- 
tor C.  and  had  never  had  a bill  presented. 
Should  it  be  considered  that  he  was  insulted 
when  a statement  was  presented  for  services 
rendered  ? 

The  case  of  a president  of  a large  plumb- 
ing corporation  in  a sizable  city  is  enlight- 
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ening  from  another  angle.  He  represented 
his  financial  condition  as  precarious.  It 
was  a case  of  vascular  hypotension  with  epi- 
leptoid  seizures,  showing  vascular  readings 
of  100  systolic  and  85  diastolic.  Without 
previous  data  from  similar  cases  as  to  the 
prospect  of  relief,  this  patient  was  enrolled 
as  in  the  experimental  department  and 
charged  only  the  normal  overhead.  Normal 
vascular  readings  of  140  and  80  were  estab- 
lished, improving  the  systemic  metabolism, 
with  disappearance  of  the  epileptoid  seiz- 
ures and  restoration  to  business  efficiency. 

So  delighted  was  he  that  he  began  nego- 
tiations for  his  sister’s  treatment,  a post- 
apoplectic with  hypertension  and  arterio- 
sclerosis. His  request  was  that  she  be  ad- 
mitted on  the  same  financial  terms,  and  felt 
affronted  when  his  proposal  was  not  ac- 
cepted. 

She  was  having  some  dental  work  done, 
and  the  doctor  suggested  that  she  would  of 
course  expect  the  dentist  to  cancel  70  per 
cent  of  his  bill,  and  also,  “when  you  make 
a plumbing  sale  of  |500,  you  are  satisfied 
to  cancel  it  on  the  payment  of  $150?  Fur- 
ther, would  you  be  willing  to  return  to  your 
former  physical  condition  for  $500,  the  re- 
lief from  which  cost  you  $150?” 

Here  was  a prosperous  business  man,  who 
originally  represented  his  financial  condi- 
tion as  near  penury,  later  proved  to  be 
prosperous,  deliberately  attempting  to  ex- 
tort free  service  above  the  actual  overhead. 

Here  is  still  another  story,  concerning  a 
rheumatic,  who  came  direct  from  an  eight- 
months’  hospital  service  without  relief.  She 
was  practically  helpless  with  enlarged 
joints  and  general  muscular  involvement,  a 
constant  sufferer  and  subjected  to  uninter- 
rupted sedative  medication. 

Her  husband  presented  all  outward  evi- 
dence of  affluence.  Several  weeks,  with  ex- 
ception overhead  for  the  doctor,  released 
her  from  her  physical  bondage  and  she  pre- 
sented every  evidence  of  clinical  cure.  They 
finally  left  a check  for  twenty-five  dollars 
with  their  landlady  and  a promise  to  remit 
the  balance  the  first  of  the  following  month. 
They  were  last  seen  driving  out  of  the  state 
in  their  Rolls-Royce. 


This  was  a deliberate,  premeditated  dead- 
beat act,  where  a galvanized  intestinal  ef- 
frontery and  an  insinuating  personality  ob- 
tained their  object  of  beating  the  physi- 
cian. 

Again,  a peptic  ulcer  patient,  in  affluent 
circumstances,  represented  that  “money  is 
no  object — relief  is  what  I want.”  The  X- 
ray  demonstrated  the  presence  of  a peptic 
ulcer.  He  had  been  on  a strictly  milk  diet 
and  modified  Sippy  treatment  for  eight 
months,  during  seven  of  which  he  declared 
he  had  not  missed  a single  dose  of  medi- 
cine, day  or  night,  taken  every  two  hours. 
At  this  time  a bare  shade  of  improvement 
could  be  noted. 

In  less  than  three  weeks  he  was  on  a nor- 
mal diet,  eating  moderately  of  any  food  set 
before  him.  Pain  and  gas  formation  had 
disappeared,  and  the  state  of  extreme 
asthenia  was  replaced  by  his  normal  vigor 
and  every  evidence  of  recovery.  After  six 
months’  treatment  one  X-ray  showed  com- 
plete membranous  reconstruction. 

On  being  presented  his  bill,  he  made  every 
conceivable  objection  and  refused  to  cancel 
it.  The  physician  pointed  out  that  the  con- 
templated operation  would  have  cost  him 
from  three  to  five  hundred  dollars  and  the 
hospital  and  nursing  expense  fully  an  equal 
amount,  but  to  no  avail  and  the  courts  had 
to  be  resorted  to  for  collection. 

Here  again,  a definite  understanding 
should  have  been  reached  at  first.  Why 
should  it  be  considered  unethical  to  place  a 
specific  price  upon  a definit  course  of  treat- 
ment, any  more  than  it  would  be  for  a 
clothier  to  place  a sales  price  on  a certain 
garment,  or  for  the  merchant  to  have  a set 
price  on  any  commodity  in  which  he  is 
dealing? 

Professional  obituaries  have  an  insidious 
influence  upon  the  public  mind.  A case  in 
point : 

A surgeon,  the  medical  head  of  a large 
corporation,  was  killed  in  an  automobile 
collision.  Quoting  the  paper — “He  was  on 
his  way  to  the  hospital,  where  he  was  Chief 
of  Staff,  to  take  up  for  the  day  his  work 
of  mercy  and  healing  . . . when  he  was 
run  down  by  a reckless  driver.  His  life 
was  a record  of  good  deeds,  of  help  to  the 
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suffering  whom  he  attended  when  needed, 
regardless  of  money  or  price ; his  great  skill 
and  never  failing  pity  for  the  ills  of  human 
kind  were  poured  out  on  rich  and  poor  alike, 
and  many  received  aid  from  Doctor  C.  at  the 
price  he  could  pay,  and  if  he  could  pay 
nothing,  yet  this  great  man  gave  of  his 
best  without  stint  and  helped  his  patient 
back  to  health  with  only  gratitude  as  his 
reward.  He  did  good  deeds  for  the  love  of 
doing  and  his  memory  will  be  cherished 
wherever  his  name  was  known.” 

In  other  words,  his  “numberless  friends” 
will  now  have  to  seek  another  E.  Z.  Marie 
for  free  service.  The  treatment  of  the  in- 
digent should  be  cared  for  by  letting  the 
state  remunerate  the  kindly  and  benevolent 
physician  for  his  services. 

In  every  community,  physicians  are 
called  at  unseasonable  hours  to  helpless 
women  or  innocent  children,  where  the 
worthless,  non-supporting  husband  and 
father  makes  no  effort  to  cancel  his  obliga- 
tions, yet  the  doctor  saves  no  time  or  ex- 
pense in  restoring  these  patients  to  health. 
It  is  high  time  for  the  soft-shelled  profes- 
sional eggs  to  become  hard  boiled  as  the 
grocer,  butcher  and  merchant,  and  call  upon 
the  authorities  to  care  for  this  class.  Every 
state  has  made  provision  for  this  purpose, 
and  the  profession  itself  is  largely  to  blame 
if  it  continues  to  bear  this  heavy  and  un- 
just burden. 

The  “dignity”  of  the  profession,  prevent- 
ing appropriate  publicity,  is  a self-imposed 
handicap,  while  every  new  fad  and  fancy 
resorts  to  every  most  modern  form  of  ad- 
vertising, and  reaps  the  financial  reward. 
The  moribund  financial  condition  resulting 
from  the  profession’s  own  persistent  folly 
is  inexcusable,  but  will  continue  until  a 
united  effort  is  made  to  break  away  from 
philanthropic  conservatism,  and  places  its 
services  on  the  same  foundation  as  any 
other  business  enterprise. 

Innumerable  further  instances  could  be 
cited  to  illustrate  various  angles  of  this  pro- 
fessional financial  dilemma,  but  it  is  a fact 
that  the  general  public,  high  and  low,  rich 
and  poor,  view  the  general  physician  as 
legitimate  prey,  and  resort  to  every  con- 


ceivable device  to  secure  his  services  with- 
out adequate  compensation. 

Until  this  problem  is  attacked  by  the  en- 
tire profession  en  masse,  there  is  no  hope 
of  relief,  and  our  aged  members  who  have 
worn  their  lives  away  in  a public  service 
under  the  idea  of  a mistaken  philanthropy, 
will  continue  to  become  public  charges  as 
a result  of  their  lifelong  enforced  charity. 
— Medical  Economics. 


Doctor;  “Have  you  taken  every  precau- 
tion to  prevent  the  spread  of  contagion  in 
your  family?” 

Rastus : “Absolutely,  doctah,  we’ve  done 
bought  a sanitary  cup  and  we  all  drink 
from  it.”— Courtesy  of  “Anagrams.” 


GOOD  FOR  WHAT  AILED  HIM 
“I  am  never  well — ^can’t  say  why,”  said 
the  patient.  “I  get  a sort  of  pain,  I don’t 
know  exactly  where,  and  it  leaves  me  in  a 
kind  of- — 0 I don’t  know.” 

“This  is  a prescription  for  I don’t  know 
what,”  said  the  doctor.  “Take  it  I don’t 
know  how  many  times  a day  for  I can’t  think 
how  long,  and  you’ll  feel  better,  I don’t 
know  when.” — Anonymous. 


Among  our  exchanges  we  find  a number 
of  foreign  medical  journals,  and  we  note 
the  rather  general  tendency  of  those  jour- 
nals to  carry  not  only  liquor  advertisements 
but  the  advertisements  of  many  proprie- 
tary and  pharmaceutical  preparations  that 
could  not  obtain  recognition  in  any  repu- 
table medical  journal  in  the  United  States, 
for,  thanks  to  the  work  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  A.M.A., 
most  of  the  unworthy  pharmaceutical 
preparations  are  stamped  with  disapproval. 
The  physicians  of  the  United  States  should 
be  thankful  that  they  are  so  well  protected 
against  unscrupulous  and  dishonest  manu- 
facturers. However,  the  trouble  in  this 
country  is  that  physicians  do  not  protect 
themselves  by  taking  advantage  of  the 
means  that  have  been  offered  for  the  pur- 
pose.— Journal  of  the  Indiana  State  Medi- 
cal Association. 
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FOLKLORE  OF  THE  TEETH.  By  Leo  Kanner, 

M.D.  Published  by  Macmillan  Company,  1928. 

The  knowledge  of  the  ancient  customs  and  su- 
perstitions of  the  various  races  is  indeed  very  in- 
teresting. While  this  subject  is  of  no  practical 
value  to  us  in  our  daily  practice  yet  it  makes  us 
appreciate  more  than  any  other  subject  the  won- 
aeriul  age  it  is  our  privilege  to  live  in.  It  gives 
a keener  sense  of  the  advancement  of  modern 
physics,  chemistry,  biology  and  medicine.  Yet  as 
one  reads  this  book,  in  which  the  author  has  so 
beautifully  and  thoroughly  collected  all  the  data 
from  the  literature  of  our  ancient  forefathers,  of 
the  mysterious  and  magic  beliefs  of  the  teeth, 
he  cannot  help  but  realize  that  the  dreams  and 
thoughts  of  those  people  were  the  foundations  of 
our  modern  sciences.  This  book  is  very  inter- 
esting and  instructive,  and  I think  everyone  who 
can  should  avail  themselves  of  the  opportunity  of 
reading  this  new  and  entirely  diiferent  text.  Dr. 
Kanner  is  to  be  commended  for  this  contribution. 

— George  F.  Seeman,  D.D.S. 


CONSERVING  THE  SIGHT  OF  SCHOOL  CHIL- 
DREN. A Program  for  Public  Schools. 

A report  of  the  Joint  Committee  on  Health 
Problems  in  Education  of  the  National  Education 
Association  and  the  American  Medical  Association, 
published  by  the  National  Society  for  the  Pre- 
vention of  Blindness;  second  edition;  revised; 
sixty  pages;  illustrated.  Available  at  cost.  Na- 
tional Education  Association,  1201  Sixteenth 
Street  N.  W.,  Washington,  D.  C.,  American  Medi- 
cal Association,  535  North  Dearborn  Street,  Chica- 
go, 111.,  or  National  Society  for  the  Prevention  of 
Blindness,  370  Seventh  Avenue,  New  York,  N.  Y. 
Price,  35c  net. 

This  report,  prepared  under  the  editorship  of  Dr. 
Thomas  D.  Wood,  Chairman  of  the  Joint  Com- 
mittee, has  the  purpose  of  supplying  teachers, 
school  officials,  and  others  concerned  with  vision 
problems  as  related  to  education,  with  informa- 
tion, advice  and  practical  directions  which  will 
promote  the  conservation  of  vision  of  school  child- 
ren. The  present  edition  includes  an  illustration 
of  the  Symbol  E Chart  and  a Letter  Chart,  both 
drawn  scientifically  to  Snellen  scale,  for  use  from 
a twenty-foot  distance.  All  directions  for  the 
use  of  these  charts  in  testing  the  vision  are  in 
line  with  the  most  modern  approved  practice  of 
those  now  adequately  safeguarding  the  eye  health 
of  school  children.  The  new  pages  and  illustra- 
tions discussing  the  technique  of  using  the  symbol 
chart  with  little  children,  by  adapting  it  to  a 
game  of  play,  are  most  convincing  evidence  of 
its  practical  utility  for  use  with  young  children  as 
well  as  for  older  groups.  The  new  chapter  on 
Lighting  the  Schoolroom  is  sound  in  teaching  and 
easily  understood  by  nurses  and  teachers. 

This  booklet  might  well  be  in  the  hands  of  all 
doctors,  nurses  and  teachers  concerned  with  test- 
ing the  vision  of  school  children  or  with  promoting 
eye  hygiene. 
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ANESTHESIA 

By  Hugh  Barr,  M.D. 
Medical  Arts  Bldg.,  Nashville 


The  Treatment  of  Tuberculous  Peritonitis  by 
Ether  Anesthesia.  W.  E.  Savage,  M.D.,  Cincin- 
nati, Ohio.  Current  Researches  in  Anesthesia 
and  Analgesia.  May- June,  1928. 

Surgeons  admit  that  the  results  obtained  by  op- 
eration in  tuberculous  peritonitis  are  all  out  of 
proportion  to  the  surgical  work  done.  The  follow- 
ing reasons  have  been  given  to  explain  cures, 
trauma,  liberation  of  fluid,  decrease  in  intra-ab- 
dominal pressure,  admission  of  sunlight,  atmos- 
pheric air,  and  the  actinic  sun  rays. 

The  author  believes  that  the  anesthetic  must 
be  the  real  cause  for  the  surprising  results.  In 
a series  of  seven  cases  treated  by  ether  anesthes- 
ia alone  for  thirty  to  fifty  minutes,  six  recovered 
and  the  seventh  did  not  improve  after  two  anes- 
thesias. This  case  on  having  the  abdominal  cavity 
opened,  was  found  to  be  in  the  tertiary  stage  of 
large  caseous  tubercles  and  terminated  fatally. 

Failure  in  the  caseated  case  is  believed  to  be 
due  to  non-vascularity  of  the  caseated  masses. 
The  author  divides  tuberculous  peritonitis  into 
three  stages  pathologically.  Primary  stage  is  one 
of  passive  congestion  usually  encountered  about 
the  appendix  and  in  the  female  pelvis.  Secondary 
stage  is  that  of  the  small  isolated  glistening  tuber- 
cle. Tertiary  stage  is  that  of  the  large  grey 
tubercle  that  tends  to  caseate  and  coalesce. 

The  primary  and  secondary  stages  are  vascular 
and  are  apparently  relieved  by  ether  anesthesia. 
No  change  is  to  be  expected  in  the  non  vascular 
tertiary  stage.  While  the  work  has  been  of  great 
personal  interest  and  the  results  have  been  very 
gratifying,  the  author  still  realizes  that  the  acid 
test  has  not  been  applied  by  further  clinical  appli- 
cation. 


CLINICAL  PATHOLOGY 

By  R,  H.  Monger,  M.D. 

Medical  Bailding,  Knoxville 


Experimental  Inoculation  of  chickens  with  Hodg- 
kin’s Nodes.  E.  S.  L’Esperance-Jour.  of  Im- 
mun.,  1928. 

The  author  inoculated  five  healthy  chickens  in- 
travenously with  emulsions  of  lymph  nodes  from 
two  cases  of  Hodgkin’s  disease,  which  were  tjrpical 
clinically  and  had  the  histological  characteristics. 
All  of  these  chickens  developed  either  a typical 
or  an  atypical  tuberculosis,  and  in  tissue  smears, 
acid-fast  granules  and  rods,  both  extracellular  and 


intracellular  were  demonstrated  in  two  of  them, 
and  non-acid  fast  granules  in  one  of  them.  He 
feels  that  these  findings  justify  the  conclusion  that 
in  these  chickens  a lesion  having  features  his- 
tologically characteristic  of  Hodgkin’s  granuloma 
and  comparable  to  avian  tuberculosis  was  pro- 
duced after  the  inoculation  of  emulsified  Hodg- 
kin’s nodes.  This  may  justify  the  idea  that  the 
causative  agent  in  certain  forms  of  Hodgkin’s  dis- 
ease is  pathogenic  for  birds,  or  that  the  avian 
tubercle  bacillus  is  a factor  in  producing  some 
of  the  lesions  which  are  interpreted  as  Hodgkin’s 
granuloma. 


Cholesterol  content  of  Sputum.  R.  I.  Kelly  and 

M.  Pinner.  American  Review  of  Tuberculosis, 

April,  1928. 

The  authors  examined  the  sputum  of  fifty-nine 
patients  with  active  pulmonary  tuberculosis,  and 
of  ten  patients  with  non-tuberculous  pulmonary 
lesions  for  cholesterol.  Their  findings  were  with 
the  increasing  extent  of  the  lesions  and  with  ad- 
vancing tissue  destruction,  the  cholesterol  con- 
tent of  the  sputum  increased.  Also  the  sputum 
from  exudative  processes  contained  more  choles- 
terol than  productive  lesions.  Their  findings,  how- 
ever, show  such  an  overlapping  between  the  maxi- 
mal and  minimal  values  that  these  determinations 
are  not  likely  to  afford  any  definite  information 
as  regards  the  type  of  lesion.  Also  there  is  no 
relation  between  the  amount  of  tuberculous  spu- 
tum'and  cholesterol  content,  or  between  the  bacil- 
lary content  and  the  amount  of  cholesterol. 


• DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Bailding,  Nashville 


Relation  of  Psychoneuroses  to  Alopecia  Areata. 

S.  Tamura  and  S.  Kaneda  in  the  Acta  Derma- 
tol ogicia,  for  January,  1928. 

The  authors  state  that  physical  and  nervous 
diseases  being  often  accused  of  the  cause  of 
alopecia,  they  made  a study  of  both  the  density 
of  the  hair  and  the  existence  of  hair  diseases  in 
all  hairy  regions  of  316  patients  suffering  from 
nervous  and  mental  diseases.  They  conclude  that 
as  to  the  density  of  the  hair,  no  special  difference 
could  be  found  between  the  patients  and  healthy 
individuals.  Various  kinds  of  hair  diseases  which 
result  in  depilation  were  found,  but  few  in  gen- 
eral. Only  eight  cases  of  alopecia  areata,  that  is 
about  2.5  per  cent,  were  found  in  them.  This 
percentage  does  not  at  all  differ  from  that  of 
healthy  individuals.  From  their  statistical  re- 
sults they  cannot  support  the  hypothesis  that 
alopecia  areata  is  caused  only  by  psycho-nervous 
disturbances.  They  believe  that  there  must  be 
some  other  additional  causal  conditions. 
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Thyroid  Treatment  of  Alopecia  Areata.  Report 
of  a case  by  Dr.  Murray  B.  Gordon  in  Archives 
of  Dermatology  and  Syphilology,  June,  1928. 

A case  is  reported  of  a girl,  age  four,  who  pre- 
sented an  almost  universal  alopecia  areata  which 
had  persisted  for  nine  months  and  which  had  re- 
sisted all  local  treatment.  The  administration  of 
tryroid  extract  was  followed  by  immediate  im- 
provement, which  continued  until  practically  all 
of  the  hair  had  returned.  She  was  placed  on 
thryoid  extract  one-tenth  of  a grain  twice  daily 
for  one  week,  discontinue  one  week  then  grad- 
ually increase  extract  to  one-eighth,  one-fourth, 
one-half,  and  finally  one  grain  twice  daily  then 
three  times  daily  adhering  to  the  weekly  altera- 
tions. 


GASTRO-ENTEROLOGY  AND 
PROCTOLOGY 

By  Edward  Guy  Campbell,  M.D. 

1109  First  Natl.  Bank  Bldg..  Memphis 


Infection  with  Balantidium  Coli.  Twelve  Cases 

Treated  with  Oil  of  Chenopodium.  E.  C.  Cort. 

Journal  A.  M.  A.,  May  5,  1928. 

Cort’s  summary  is  as  follows: 

Twelve  cases  of  infection  with  Balantidium  Coli 
were  treated  with  enemas  of  15  c.  c.  of  oil  of 
chenopodium  in  150  c.  c.  of  olive  oil.  All  were 
cured  and  remained  parasite  free,  having  been 
followed  for  periods  of  from  nine  to  twenty-eight 
months  with  repeated  stool  examinations. 

In  none  of  these  patients  were  there  any  un- 
toward elfects  from  this  dosage.  One  patient  who 
received  a second  treatment  in  twenty-four  hours, 
by  mistake,  developed  serious  symptoms. 

Two  of  the  patients  showed  parasites  after 
treatment  with  4 grains,  (.25  gm.)  of  acetarsone 
twice  daily  for  seven  days. 


Colloid  Carcinoma  of  Rectum.  An  Early  Case. 

Louis  J.  Hirschman  and  Millard  S.  Rosenblatt. 

Journal  A.  M.  A.  May  26,  1928. 

This  case  is  reported  because  it  is  an  example 
of  carcinoma  of  the  rectum  arising  from  an  in- 
ternal prolapsing  hemorrhoid  of  long  duration. 

Male,  47,  admitted  to  hospital  because  of  rectal 
prolapse.  Hemorrhoids  for  \1  years,  prolapse  for 
5 years.  Examination  negative  except  for  the 
following: 

Rectal  examination  showed  a marked  prolapse  of 
the  rectal  mucosa  with  three  tumor  masses  present 
which  were  non  ulcerating,  and  having  the  appear- 
ance of  internal  hemorrhoids.  Under  sacral  anes- 
thesia the  tumor  masses  were  removed  with  a wide 
berth  of  tissue,  ligatures  being  first  places  above 
the  lesions.  The  laboratory  reported  colloid  car- 
cinoma of  the  rectum. 

The  patient’s  convalescence  was  uneventful,  af- 
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ter  which  he  received  roentgenray  and  radium 
therapy. 

The  fact  that  the  tumor  developed  after  a his- 
tory of  disease  and  irritation  for  17  years  is  evi- 
dence in  favor  of  the  clinical  observation  that 
chronic  irritation  is  a localizing  cause  of  car- 
cinoma in  a patient  with  a cancer  diathesis. 

The  prognosis  in  this  case  is  good.  The  tumor 
was  removed  early,  it  was  excised  with  a wide 
berth,  and  the  patient  was  vigorously  treated  with 
radium  and  X-ray. 


INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

Medical  Building,  Knoxville 


Some  Results  of  Endocrine  Therapy  in  Behavior 

Disorders.  By  Sara  Geiger  in  Arch.  Neurol.  & 

Psychiast  18:  1050. 

Twenty  children  who  were  referred  to  the  In- 
stitute for  Juvenile  Research  on  account  of  be- 
havior disturbances,  such  as  poor  judgment,  ir- 
ritability, lack  of  concentration  etc.,  showed  evi- 
dence of  endocrine  disturbances.  These  children 
were  observed  weekly  for  a period  of  6 to  30 
months,  while  on  glandular  extracts. 

Pituitary  substance  by  mouth  or  hypo  pro- 
duced no  change  in  physique,  and  that  by  mouth 
produced  no  change  in  behavior,  while  the  hypo- 
dermic use  seemed  to  unquestionably  exert  a quiet- 
ing influence  on  the  restless  group. 

A loss  of  weight  was  noted  in  those  on  a 
selected  diet  low  in  carbohydrates  and  fats  alone 
or  combined  with  gland  products. 

Thyroid  given  orally  alone  or  with  pituitary  by 
hypo  reduced  the  irritability  stabilizing  the  emo- 
tions thus  leading  to  improved  adjustments  in 
home,  school  and  play. 

Further  reports  are  in  the  course  of  prepara- 
tion. 


A Flexible  Gastroscope.  By  William  S.  CoIIens, 

M.D.,  and  Irving  Gray,  M.D.,  in  Jr.  Am,  Med. 

Sc.,  June,  1928. 

The  authors  discuss  various ' types  of  gastro- 
scopes  on  the  market  following  which  they  de- 
scribe their  own  product  with  the  procedure  for 
making  a gastroscopic  examination.  Their  ap- 
paratus embodies  the  following  principles; 

1.  The  introduction  of  a flexible  armored  cable 
with  a soft  rubber  obturator. 

2.  The  passage  through  the  armored  cable  of  a 
hollow  rigid  tube  which  contains  an  illuminating 
and  telescopic  apparatus. 

3.  Use  of  a water  media  for  transmission  of 
images.  The  use  of  a flexible  gastroscope  make 
the  procedure  of  gastroscopy  less  painful  than 
heretofore  and  all  portions  of  the  walls  are  visi- 
ble. 
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NEUROLOGY  AND  PSYCHIATRY 

By  H.  J.  Hayes,  M.D. 

899  Madison  Ave.,  Memp^iis 


Cerebral  Circulation.  The  Vasomotor  Control  of 
Cerebral  Vessels.  Henry  S.  Forbes,  M.D.,  and 
Harold  G.  Wolff,  M.D.,  Boston. 

Forbes  and  Wolff,  by  direct  micrometry  and 
photo-micrography,  together  with  simultaneous 
measurements  of  cerebrosphinal  fluid  pressure  and 
of  intracranial  and  extracranial  vascular  pres- 
sure, evidence  has  been  secured  that  the  cir- 
culation of  the  brain  is  not  regulated  wholly  from 
a distance  by  splanchnic  or  systemic  vasomotor 
control.  On  the  contrary,  many  influences  share 
in  this  vital  regulation.  Thus  it  has  been  found 
that,  although  the  changes  in  caliber  of  the  cere- 
bral arteries  may  passively  follow  sharp  fluctua- 
tions in  systemic  arterial  pressure,  constriction 
of  arteries  also  follows  direct  application  of  epine- 
phrine or  stimulation  of  the  cervical  sympathetic 
nerves  whereas  dilation  follows  stimulation  of 
the  vagus. 

In  conclusion,  it  seems  justiflable  to  state  that 
evidence  of  a quantitative  nature  has  been  ob- 
tained that  the  circulation  of  the  mammalian 
brain  is  controlled  in  part  by  cerebral  vasomotor 
nerves. 


Encephalitis  Lethargica  and  the  Interpretation  of 

Mental  Disease.  By  Ives  Hendrick,  M.D. 

Hendrick,  after  a review  of  the  literature  on 
psychiatric  manifestations  of  encephalitis  lethar- 
gica, and  a study  of  15  cases  at  the  Boston  Psy- 
chopathic Hospital,  finds  no  equivocal  evidence  of 
a fundamental  relationship  between  the  symptoms 
and  the  patient’s  personality  prior  to  the  en- 
cephalitis, although  the  clinical  picture  may  be 
superficially  colored  by  his  individuality  and  en- 
vironmental experience.  The  antisocial  behavior 
and  emotional  instability  of  the  encephalitic 
seems  to  be  chiefly  the  result  of  a pathological 
defect  in  the  ability  to  control  impulses  which 
are  common  to  the  race,  rather  than  the  product 
of  the  disease  and  a specially  conditioned  person- 
ality. Many  symptoms  found  in  encephalitic  psy- 
choses resemble  closely  those  in  autochthonous 
disorders,  and  especially  schizophrenia:  but  the 
parallelism  of  the  fundamental  features  of  such 
disease  appears  to  be  exceptional.  Parkinsonian- 
ism  and  impairment  of  general  intelligence  are 
common,  in  adults  as  well  as  in  children  with 
psychotic  features.  The  patient’s  consciousness 
of  mental  and  physical  inferiority,  and  his  respon- 
siveness to  enlightened  discipline  has  been  too  lit- 
tle emphasized. 

These  conclusions,  however,  must  be  consid- 
ered tentative,  until  a much  more  thorough  study 
of  this  kind  has  been  made.  The  author’s  chief 
purpose  has  been  to  advance  the  current  interest 


in  encephalitic  psychiatry  as  an  exceptional  field 
for  the  study  of  the  mutual  relations  of  organic 
and  psychogenic  diseases,  and  the  relationship  of 
the  hereditary  constitution  and  environmental 
experience  to  psychotic  manifestations  of  the  per- 
sonality. 


OBSTETRICS 

By  James  R.  Reinbcrger,  M.D. 
416  Medical  Arts  Bldg.,  Memphis 


The  Fluctuation  In  Blood  Sugar  During  Eclampsia 

and  Its  Relation  to  Convulsions.  By  Titus, 

Dodds  & Wilets,  M.D.S.,  Pittsburgh,  Pa.  Ameri- 
can Journal  of  Gynecology  and  Obstetrics. 

March,  1928. 

The  author  (Titus)  in  1920  postulated  the 
theory  that  there  was  a profound  disturbance  in 
carbohydrate  metabolism  resulting  from  an  ac- 
tual deficiency  in  carbohydrates  seems  to  be  the 
underlying  factor  in  the  development  of  preg- 
nancy toxemias.  Thus  corroborating  certain 
earlier  findings  of  Hofbrauer’s,  who  showed  that 
there  was  a glycogen  depletion  in  the  liver  of  all 
pregnancies,  plus  the  usual  pathological  changes 
seen  in  the  livers  of  all  toxemias  of  pregnancy. 
The  author  believing  the  deficiency  of  carbohy- 
drates in  a measure  really  produced  the  early 
toxemias,  first  introduced  glucose  intravenously 
in  its  treatment.  His  results  were  so  favorable, 
and  now  generally  adopted,  that  he  likewise  after 
many  years  of  study,  thought  it  advisable  to  also 
use  glucose  in  the  treatment  of  eclampsia.  His 
results  were  striking.  The  convulsions  were  con- 
trolled both  in  severity  and  in  number,  and  in  this 
paper  is  prepared  to  show  (1)  that  there  is  an 
actual  disturbance  of  carbohydrate  metabolism  in 
eclampsia,  (2)  that  contrary  to  general  opinion, 
hyperglycemia  is  not  characteristic  of  eclampsia, 
(3)  but  that  eclamptic  convulsions  are  directly 
related  to,  and  probably  the  result  of  hypergly- 
cemic levels  during  the  course  of  this  disease. 

It  is  his  opinion  that  the  current  understanding 
of  blood  chemistry  in  eclampsia  is  erroneous,  in 
that  in  all  probability  the  blood  must  have  been 
taken  long  before  the  convulsive  seizure,  or  im- 
mediately following  same.  After  long  hours  of 
tedious  labor  in  collecting  these  specimens,  he 
cites  a series  of  blood  sugar  levels  in  thirteen  pa- 
tients, studied  at  regular  intervals  during  the 
course  of  the  disease.  He  states  that  in  nearly 
all  of  them  morphine  had  been  given  in  the  treat- 
ment, and  contrary  to  Stander  (this  increases  the 
blood  sugar)  only  four  of  the  thirteen  patients 
studied  showed  an  initial  blood  reading  above 
110  mg.,  per  100  c.  c.  of  blood.  Four  were  found 
at  average,  or  normal  level,  (Two  at  105  mg., 
and  one  at  110  mg.,  respectively)  while  the  re- 
maining five  were  all  below  90,  even  one  being  at 
the  low  level  of  55  mg.  He  states  that  quite  con- 
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trary,  as  j’^ou  will  note,  we  found  normal,  or 
lower  levels  predominating.  He  likewise  urged 
that  by  taking  the  blood  sugars  at  regular  fre- 
quent intervals  that  there  might  be  at  one  time 
a high  blood  sugar,  but  that  only  after  a few 
minutes  that  there  may  be  a tremendous  drop. 
He  has  seen  a drop  as  great  as  from  54  to  89  mg. 
within  fifteen  minutes.  And  so  in  nearly  all  of 
his  cases  studied,  that  while  a rise  in  blood  sugar 
might  be  present,  that  there  was  always  a rapid 
fall,  and  this  nearly  always  followed  by  a convul- 
sion. He  states  that  so  constant  was  this,  that  he 
was  nearly  able  to  prophecy  the  impending  con- 
vulsion. He  states  that  in  a short  time  a paper 
will  be  published  by  them,  also  to  show  the  direct 
relationship  of  pernicious  vomiting  of  pregnancy 
to  eclampsia. 

In  an  address  by  Titus,  the  reviewer  has  al- 
ready heard  him  make  the  statement  that  the 
only  reason  why  convulsive  seizures  did  not  com- 
plicate pernicious  vomiting  of  pregnancy,  was 
that  there  was  always  a very  slow,  gradual  drop 
in  the  blood  sugar,  as  is  nearly  always  present 
in  this  condition.  The  author  likened  the  con- 
vulsive seizure  of  eclampsia,  i.  e.,  the  rapid  drop  in 
blood  sugar,  plus  the  usual  convulsions,  to  that 
state  produced  by  an  overdose  of  insulin.  This 
is  again  his  argument  against  the  use  of  insulin 
in  the  treatment  of  toxemias,  in  that,  what  we 
really  need  is  a slow  reduction  in  our  blood  sugars, 
instead  of  a rapid  one,  which  would  necessarily 
follow  if  insulin  were  given  with  glucose. 

Generally  he  deducts  that  there  is  (1)  a definite 
relationship  between  the  hepatic  lesions  of  the 
two  states  is  less  distinctive  than  has  been  gen- 
erally supposed,  (2)  that  there  is  no  specific 
toxin  of  fetal  origin  responsible  for  these  toxic 
states,  (3)  that  eclampsia  in  particular,  and  other 
toxicosis  of  pregnancy  as  well  are  due  entirely 
to  disturbance  in  maternal  metabolism,  (4)  that 
nitrogenous  metabolism  plays  no  role  in  this, 
(5)  and  that  this  disturbance  is  one  of  carbohy- 
drate metabolism,  based  primarily  on  a deficiency 
of  carbohydrate  intake,  plus  the  increased  con- 
sumption of  carbohydrates  resulting  in  a deple- 
tion of  the  glycogen  stores,  with  consequential 
damage  to  the  liver  and  its  functions. 

With  the  above  as  a basis,  he  outlines  the  fol- 
lowing treatment  for  pre-eclampsia  and  eclampsia. 
In  the  pre-eclamptic  state,  a restriction  of  salt 
and  protein  intake,  rest,  and  elimination  by  bowel 
and  kidney,  with  an  increase  in  the  carbohydrate 
intake,  will  usually  improve  this  condition.  He 
says,  they  do  not  need  intravenous  injections  of 
glucose,  because  they  are  able  to  take  and  retain 
food  by  mouth. 

He  advises  in  the  treatment  of  eclampsia,  mor- 
phine by  hypodermic  injection,  or  magnesium  sul- 
phate by  intra-.muscular  or  intravenous  injec- 
tion, as  either  of  these  simply  control  the  convul- 
sion, or  puts  the  patients  to  rest.  He  advocates 
the  intravenous  administration  of  a 25  per  cent 


solution  in  single  doses  of  300  c.  c.  each  in  water 
(i.  e.  50  to  75  mg.  in  distilled  water).  This  can 
be  repeated  every  four  or  five  hours  during  the  at- 
tacks and  should  be  followed  for  a time  after  the 
attacks,  or  in  other  words,  until  the  patient  is 
able  to  take  carbohydrates  by  mouth.  He  states 
that  the  sedative  simply  controls  the  eclamptic 
convulsion,  while  the  use  of  glucose  is  directed 
towards  the  underlying  cause  of  the  disease.  It 
is  antidotal  to  the  hypoglycemia;  it  is  a liver- 
sparing effect,  in  restoring  glycogen  to  the  liver, 
and  it  furnishes  both  glucose  and  water  to  the 
tissues.  The  effect  is  almost  immediate  following 
the  injection.  There  is  a cessation  of  convul- 
sions with  a lowering  of  the  blood  pressure,  and 
a prompt  regaining  of  consciousness.  Likewise 
there  is  a marked  diuresis,  the  edema  lessens,  and 
the  odor  of  acitone  disappears  from  the  breath. 
He  does  not  advocate  interference,  but  if  labor 
is  in  progress,  and  the  cervix  is  completely  di- 
lated, that  it  should  be  terminated  by  version, 
or  forceps.  If  occurring  early  in  pregnancy  a 
small  percentage  may  have  to  be  terminated  after 
the  cessation  of  convulsions,  while  a small  per- 
centage will  recover  and  go  on  to  term  and  be 
delivered  spontaneously,  while  another  small  per- 
centage will  terminate  in  the  death  of  the  fetus, 
followed  by  abortion,  or  premature  labor,  even 
though  they  have  recovered  from  the  acute  at- 
tack. 


ORTHOPEDIC  SURGERY 

By  Robert  Patterson,  M.D, 

Acnff  Building,  Knoxville 

“March  Foot  with  Fracture  of  Metatarsal  Bone.” 

Report  of  Case.  By  S.  £.  Goldman,  Jour.  Bone 

& Joint  Surgery,  April,  1928. 

The  author  states  that  fractures  of  the  metatar- 
sal bones  due  to  indirect  violence  frequently  occur 
with  those  who  engage  in  strenuous  exercise  with 
their  feet  when  violent  muscular  effort  is  required. 

An  interesting  fracture  of  this  type  is  that 
which  occurs  in  the  condition,  called  “march  foot.” 
Jones  describes  it  as  follows:  “An  interesting 
fracture  is  that  of  the  middle  of  the  shaft  of  the 
second  or  third  metatarsal  bone  which  may  be 
due  to  a trivial  accident  to  the  foot  in  ordinary 
walking  as  for  example  in  soldiers  on  the  march. 
No  displacement  occurs  and  the  patient  may  be 
unaware  of  its  existence.  A little  pain  and  ten- 
derness and  puffiness  on  the  dorsum  of  the  foot 
are  all  the  symptoms  and  an  unsuspected  frac- 
ture is  revealed  by  the  routine  skiographic  ex- 
amination.” 

He  reports  a case  with  symptoms  coming  on 
gradually  with  increasing  pain  and  tenderness  in 
a man  who  walked  about  ten  miles  a day  carrying 
an  80-lb.  pack  on  his  right  shoulder.  Examina- 
tion revealed  simply  a puffiness  on  dorsum  of  foot 
with  marked  tenderness  over  second  metatarsal 
bone.  There  had  been  no  history  of  injury. 
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X-ray  revealed  oblique  fracture  of  second  meta- 
tarsal bone. 

Author’s  comment:  We  can  recall  two  cases  of 
this  kind  occurring  without  any  history  of  injury. 
They  are  very  puzzling  unless  a skiogram  is  taken. 


PEDIATRICS 

By  John  M.  Lee»  M.D. 
Doctors  Bnilding,  Nashville 


Intramuscular  Use  of  Convalescent  Serum  in 
Treatment  of  Poliomyelitis.  E.  B.  Shaw,  M.D., 
and  H.  E.  Thelander,  M.D.,  Jour.  A.  M.  A.  June, 
16,  1928. 

The  intramuscular  administration  of  convales- 
cent serum  for  the  treatment  of  poliomyelitis  is 
preferable  to  its  use  intraspinally  or  intravenously. 
This  method  eliminates  certain  technical  difficul- 
ties encountered  in  intravenous  injections  of  blood 
sera,  and  the  authors  believe  the  disease  more 
effectively  and  safely  combatted  than  is  the  case 
with  intraspinal  treatments.  If  serum  is  not  avail- 
able, the  whole  blood  may  be  given  intramuscular- 
ly. The  earlier  the  serum  is  given,  the  better  the 
results.  Forty-three  patients  were  given  con- 
valescent serum  intramuscularly  during  the  active 
stage  of  the  disease  and  thirteen  had  persistent 
paralysis,  all  of  the  latter  being  treated  late  in 
the  febrile  stage.  Of  thirty-eight  cases  not  treated 
with  serum,  thirty-three  had  residual  persistent 
paralysis.  The  authors  believe  that  convalescent 
serum  administered  intramuscularly  is  of  distinct 
value  in  the  treatment  of  poliomyelitis.  The  ef- 
fectiveness of  such  treatment  depends  on  early 
diagnosis  and  treatment,  with  sufficiently  large, 
and  if  necessary,  repeated  doses  of  potent  serum. 
The  method,  on  account  of  its  ease,  safety  and 
simplicity,  may  be  applied  in  the  doubtful  case 
without  waiting  for  confirmatory  evidence,  and 
is  particularly  apt  to  provide  treatment  in  the 
early  stages  when  much  may  be  expected  as  a 
result  of  treatment.  It  is  extremely  desirable  that 
stores  of  pooled  convalescent  serum  be  made  avail- 
able for  general  use  and  particularly  that  such 
stores  be  on  hand  prior  to  the  outbreaks  of  actual 
epidemics. 


SURGERY  — GENERAL  AND 
ABDOMINAL 

By  John  L.  Dies,  M.D. 

1213  Exchange  Building,  Memphis 


The  Importance  of  Ascarides  in  Surgery — Pedotti, 
Fausta — Schweizerische  medizinische  Wochen- 
schrift,  58:  148-158,  February  2,  1928. 

Ascaris  lumbricoides  is  the  most  frequent  hu- 
man parasite.  The  microscopic  larva  is  usually 
swallowed  with  badly  washed  vegetables.  They 
penetrate  the  wall  of  the  intestine  and  reach  the 
liver  through  the  portal  vein  of  lymphatic  vessels. 


They  then  pass  through  the  inferior  vena  cava  to 
the  right  heart  and  then  to  the  lungs.  They  next 
pass  through  the  alveoli  and  up  the  trachea  to 
the  pharynx  and  then  down  the  oesophagus  to  the 
stomach  and  duodenum  where  they  develop  into 
adult  worms. 

The  migration  through  the  lungs  may  cause 
severe  bronchopulmonary  complications.  The 
presence  of  one  or  more  ascarides  in  the  upper 
third  of  the  intestinal  tract  may  cause  no  symp- 
toms, but  their  toxic  products  may  produce  such 
alar.ming  syndromes  as  pseudomeningitis,  chorea 
minor,  epileptiform  attacks,  hysteria,  etc.  The 
individual  sensitivity  of  the  host  and  the  number 
of  the  parasites  both  play  an  important  role  in  the 
occurrence  of  these  symptoms.  Usually  only  one 
isolated  parasite  is  found  but  there  may  be  several 
of  hundreds.  Febrile  conditions  cause  the  Ascaris 
to  leave  the  small  intestine,  at  the  onset  of  an 
acute  infectious  disease. 

Aberrant  migration  of  the  parasites  into  the 
biliary  passages  and  pancreas  does  occur  and  is 
of  interest  to  the  surgeon.  Under  normal  condi- 
tions they  never  ascend  the  duodenum.  The  acid 
chyme  does  not  seem  to  form  an  ideal  medium. 
The  papilla  of  Vater  contracts  and  prevents  a 
foreign  body  from  ascending  the  common  bile 
duct.  The  papilla  may  cease  to  function  due  to 
inflammatory  conditions  and  the  parasite  may  inr 
vade  the  biliary  organs.  The  alkaline  bile  offers 
an  ideal  medium  and  the  parasite  may  live  for  a 
long  time.  The  common  bile  duct  becomes  ob- 
structed causing  icterus,  hepatargia,  cholaemia,  di- 
lation of  the  hepatic  ducts  or  degeneration  and 
necrosis  of  the  parenchyma.  Infection  by  the 
Bacillus  coli  may  occur  and  cause  cholangitis, 
cholecystitis  or  an  hepatic  abscess.  The  diagnosis 
is  impossible,  as  the  clinical  picture  is  the  same 
as  cholelithiasis  or  cholangitis.  The  treatment  is 
also  the  same. 

Acute  heamorrhage  pancreatitis  due  to  the  pres- 
ence of  an  Ascaris  in  the  duct  of  Wirsung  has 
been  observed  but  is  an  extremely  rare  occur- 
rence. 

The  Ascaris  frequently  enters  the  appendix  and 
may  produce  an  “appendicial  crisis,”  or  there  may 
be  the  clinical  picture  of  an  acute  appendicitis. 
The  differential  diagnosis  is  impossible,  but  this 
is  immaterial  as  operation  is  always  indicated  in 
the  presence  of  these  symptoms.  The  serious 
transudation  and  the  numerous  enlarged  mesen- 
teric glands  may  suggest  mesenteric  tuberculosis. 

The  macroscopic  appearance  of  the  excised  ap- 
pendix may  not  resemble  an  acute  inflammation, 
but  the  microscopic  examination  will  confirm  the 
diagnosis.  The  acute  inflammation  may  be  the 
result  of  focal  injury  of  the  submucosa  caused  by 
the  parasite,  or  may  have  been  present  before  the 
parasite  entered  the  appendix. 

These  parasites  may  be  the  cause  of  an  intes- 
tinal obstruction.  This  may  be  of  4 forms:  first, 
simple  mechanical  occlusion  due  to  the  collection 
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of  a mass  of  worms;  second,  spastic  occlusion 
due  to  reflex  irritation  and  contraction  of  the 
lumen  and  anaemia  of  the  walls;  third,  invagina- 
tion and  fourth,  volvulus.  The  first  two  forms 
usually  require  extensive  resections. 

Other  complications  which  have  been  noted  are: 
intestinal  perforation  with  diffuse  peritonitis, 
strangulated  inguinal  or  femoral  herniae,  breaking 
down  of  gastric  or  intestinal  sutures  after  resec- 
tions, inflammatory  intestinal  tumors  with  the 
expulsion  of  the  parasites  at  the  umbilicus,  perisig- 
moid  absess,  etc. 

The  parasites  may  also  reach  the  nose,  antrum 
of  Highmore,  nasolacrimal  canal,  frontal  sinus, 
eustachian  tube  middle  ear  and  mastoid  cells.  The 
parasites  have  been  vomited  and  asphyxia  has  oc- 
curred. They  may  also  migrate  into  the  bladder, 
uterus  and  fallopian  tubes. 

The  diagnosis  depends  upon  the  history,  the 
presence  of  the  eggs  in  the  faeces,  the  eosinophil- 
ia  and  the  roentgen  ray  examination. 

Systematic  roentography  of  the  gastrointestinal 
tract  is  indicated  in  all  vague  abdominal  disturb- 
ances. The  longitudinal  displacement  of  the  ba- 
rium perpendicularly  to  the  transverse  mucous 
folds  in  the  small  intestine  is  typical.  These 
longitudinal  stripes  are  frequently  arranged  in 
parallel  rows  which  are  classical.  They  furnish 
definite  information  concerning  the  number  and 
location  of  the  parasites. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S., 
and  F.  K.  Garvey,  M.D. 
Medical  Bmlding,  Knoxville 


'^Benign  Prostatic  Hypertrophy/*  A Review  of 
One  Thousand  Cases.  Hunt,  Verne  C.,  M.D., 
(Surgery,  Gynecology  and  Obstetrics,  June, 
1928). 

Grave  organic  diseases  are  usually  associated 
with  enlargement  of  prostate.  Cardio-vascular  dis- 
ease was  found  in  42  per  cent  of  cases.  He 
thinks  renal  insufficiency  is  a factor  in  decreasing 
cardio-vascular  reserve.  This  reserve  may  be  de- 
finitely increased  by  prolonged  drainage. 

True  adenomatous  h3rpertrophy  comprised  85 
per  cent  of  benign  obstructing  lesions,  the  other 
15  per  cent  being  inflammatory  or  prostatic  type. 
Enlargement  of  prostate  was  found  in  more  than 
60  per  cent  of  men  over  50  years  of  age.  The 
average  of  his  cases  was  64.2  years.  Rectal  ex- 
amination is  not  always  conclusive,  as  the  enlarge- 
ment may  be  inside  the  bladder  and  not  protrude 
into  the  rectum.  Cystoscopic  examination  is  in- 
dicated only  in  cases  where  the  rectal  examination 
does  not  explain  the  urinary  symptoms,  23  per 
cent  of  his  cases  had  complete  retention,  or  were 
retaining  urine  to  the  full  capacity  of  the  bladder. 

Pre-operative  treatment  consists  in  adequate 
drainage.  This  usually  can  be  accomplished  per 
urethra.  All  cases  are  subjected  to  preliminary 


drainage  regardless.  A minimum  of  ten  days  is 
the  rule. 

Suprapublic  drainage  is  indicated  with  asso- 
ciated vesical  lesions,  as,  stones,  diverticulae,  etc. 
He  utilized  this  method  of  drainage  in  28.8  per 
cent  of  cases. 

He  considers  phenolsulphonephthalein  and  blood 
urea  tests  as  the  best  indications  of  renal  reserve. 
A phenolsulphonephthalein  below  -25  per  cent,  and 
urea  above  50  mg.  for  each  100  c.c.  of  blood 
are  contra-indications  for  operation. 

Seventy-two  per  cent  of  his  cases  were  done  in 
one  stage.  He  employs  sacral  anaesthesia  rou- 
tinely. 

He  states  that  85  per  cent  of  his  cases  were  en- 
tirely relieved  by  operation.  His  mortality  was 
2.5  per  cent. 

“Backache  Due  to  Seminal  Vesiculitis  and  Pros- 
tatitis.” Wesson,  Miley  B.,  M.D.  (Reprint 

from  California  and  Western  Medicine.) 

Wesson  pleads  for  more  careful  examination  of 
the  prostate  and  seminal  vesicules,  in  cases  of 
backache,  believing  that  most  cases  of  lumbar 
backache  in  the  male  are  due  to  infection  of  the 
seminal  vesicules,  or  prostate,  either  through  re- 
ferred pains,  or  by  metastic  infection  -wdth  result- 
ant local  fibrosititis,  or  arthritis  in  the  lumbosacral 
spine,  thereby  causing  an  attitude  or  posture  on 
walking,  or  standing  which  increases  the  muscular 
back  strain.  He  considers  careful  diagnosis 
through  rectal  palpation,  massage  of  prostate  and 
vesicules  together  with  a careful  urinalysis,  es- 
sential before  the  commonly  employed  procedure 
of  physiotheraphy  is  instituted.  He  emphasizes 
the  fact  that  not  all  infections  of  these  pelvic  or- 
gans are  venereal  in  origin  and  enumerates  the 
numerous  other  common  causes,  such  as  prolonged 
ungratified  sexual  desires,  excessive  normal  or 
abnormal  sexual  indulgence,  masturbatory,  sex- 
ual perversions,  etc.,  which  he  considers  more  im- 
portant in  producing  prostatitis  than  gonorrheal 
infection. 

The  pathology  in  fibrosititis  is  a hyperplasia  of 
connective  tissue  with  exudation  and  proliferation 
of  fibrous  tissue  elements.  The  distribution  of 
.referred  pains  from  prostatitis,  or  vesiculitis  is 
due  to  the  fact  the  innervation  is  entirely  sympa- 
thetic and  parasympathetic.  Its  connections  are 
from  the  tenth  dorsal  to  the  third  sacral  segment, 
there  common  pain  in  region  of  vesicles  and  pros- 
tate is  due  to  lack  of  drainage. 

Treatment  locally  at  these  sites  is  necessary  and 
the  focus  eradicated  completely  before  any  or- 
thopedic procedure  is  started,  provided  there  is 
pus  in  the  secretion.  If  not  then  by  repeated  mas- 
sages, and  microscopic  examinations,  the  focus 
should  be  eliminated  from  the  possibilities  of 
cause. 

Several  brief  case  reports  are  given,  illustrating 
the  above  points  and  the  cure  by  proper  massage, 
irrigations,  etc. 
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AN  UNIQUE  CASE  OF  UTERINE  PREGNANCY* 


Chas.  N.  Cowden,  M.D.,  F.A.C.S.,  Nashville 


A WHITE  housewife,  thirty-eight  years 
of  age  was  a strong,  healthy  girl  up 
to  the  time  of  her  marriage  at  the 
age  of  twenty-two  years.  Two  and  one- 
half  months  after  she  became  a bride,  I 
operated  upon  her  for  a severe  case  of  ap- 
pendicitis. Her  appendix  was  almost 
gangrenous,  and  drainage  was  instituted 
and  she  made  a slow,  but  complete  recovery 
with  no  post  operative  complications.  She 
was  then  in  perfect  health  for  six  years, 
when  I saw  her  after  she  had  had  repeated 
attacks  over  a period  of  six  months,  of  pel- 
vic inflammation  confined  to  the  right  side. 
The  attacks  would  come  at  the  close  of 
each  period,  lasting  for  a week,  with  tem- 
perature ranging  from  101  to  102.3  F. 
When  I saw  her  she  was  just  recovering 
from  one  of  these  attacks,  and  the  physical 
examination  showed  a very  scant  leucor- 
rhea  following  each  period  with  no  redness 
or  discoloration  of  the  vaginal  mucosa. 

The  fornix  and  broad  ligament  on  the 
right  side  were  very  tender  and  somewhat 
indurated,  with  a mass  the  size  of  a small 
orange  in  the  region  of  the  right  ovary.  A 
diagnosis  of  unilateral  salpyngitis  was 
made  and  operation  advised.  The  patient 
declined  operation,  only  to  have  a more  se- 
vere recurrence  following  the  next  period. 

*Read  before  the  Southern  Surgical  Association, 
Augusta,  Ga.,  Dec.,  1927. 


This  was  January  15,  1919.  She  was  put 
on  hot,  prolonged  douches  and  came  for  op- 
eration February  10,  1919,  just  prior  to 
next  menstrual  period.  We  found  all  the 
structures  on  right  side  in  a dense  mass  of 
adhesions.  The  tube  about  two  C.M.  in 
diameter  at  its  outer  extremity  with  com- 
plete closure  of  its  fimbriated  end.  The 
ovary  was  about  six  C.M.  in  diameter,  with 
many  enlarged  follicles  and  small  focci  of 
pus  scattered  throughout  the  mass.  Both 
tube  and  ovary  was  removed,  and  as  we  did 
not  rupture  the  tube  or  soil  the  cavity,  we 
closed  the  wound  with  no  drainage.  Left 
tube  and  ovary  normal.  Patient  made  a 
rapid,  uneventful  recovery  and  remained  in 
perfect  health  for  almost  eight  years  with 
normal  menstruation. 

In  September,  1926,  she  had  an  irregu- 
lar period,  followed  by  a mild  pelvic  dis- 
tress that  lasted  only  a few  days.  Follow- 
ing her  next  period,  she  had  a well-marked 
attack  of  pelvic  infection  limited  to  the  left 
side.  The  attacks  were  repeated  after  each 
period  until  I saw  her  following  the  period 
in  February,  1927.  She  had  a temperature 
of  102  F,  with  leukocyte  count  above  18000. 
A large  mass  was  fixed  in  the  left  side  of 
pelvis.  Again  operation  was  advised,  and 
the  patient  came  for  operation  on  March 
20th.  The  same  condition  found  at  the 
previous  operation  was  encountered,  and 
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after  carefully  freeing  the  mass,  the  left 
tube  and  ovary  were  removed  in  toto.  In 
examining  the  uterus,  it  was  rather  small 
and  presented  a mottled  redish  color,  just 
as  seen  in  a pregnant  uterus,  and  I re- 
marked in  a jesting  way,  that  I believed  the 
patient  was  pregnant,  but  did  not  for  a 
moment  believe  what  I said.  The  abdomen 
was  closed  again  with  no  drainage,  and  the 
patient  entered  on  a satisfactory  course  of 
recovery  with  nothing  unusual  except,  pa- 
tient was  very  nervous,  until  about  the 
fourteenth  day  when  the  patient  had  an  at- 
tack of  nausea  and  vomiting.  Nothing  of 
importance  was  attached  to  this,  until  it 
recurred  from  day  to  day  with  increasing 
severity,  lasting  over  a period  of  two  or 
more  weeks,  when  the  patient  was  reduced 
to  extremis,  and  looked  as  though  she  would 
die,  notwithstanding  the  use  of  all  of  our 
remedies  to  combat  the  trouble. 

The  patient  just  seemed  to  be  vomiting 
without  any  explainable  cause.  One  of  my 
assistants  called  attention  to  the  possibility 
of  pregnancy,  as  noted  by  my  jesting  re- 
mark at  the  operating  table  and  suggested 
the  use  of  corpus  luteum.  Having  failed 
with  everything  else,  corpus  luteum  was 
given  a trial  and  administered  twice  daily. 
The  second  day  the  vomiting  was  much  bet- 
ter and  entirely  under  control  at  the  end 
of  first  week.  A uniform  enlargement  of 
the  uterus  was  noted,  but  a diagnosis  of 
pregnancy,  although  suspected,  was  not 
made  until  sometime  later.  It  developed 
that  discontinuing  the  use  of  the  hypoder- 
mic of  the  corpus  luteum  for  three  to  five 
days,  the  patient  would  have  a return  of 
the  vomiting,  but  at  no  time  was  she  threat- 
ened with  an  abortion.  The  administra- 
tion of  the  corpus  luteum  had  to  be  con- 
tinued well  into  the  seventh  month,  but  it 
took  less  of  it  and  at  longer  intervals  to 
control  the  vomiting. 

The  patient  all  through  the  entire  period 
of  her  pregnancy,  lost  flesh,  with  dry 
parched  skin  and  seemed  to  be  dehydrated. 
She  developed  no  edema  of  her  feet  and 
ankles  through  the  latter  months  of  preg- 
nancy, and  no  kidney  complications  what- 
ever, except  a scant,  high,  concentrated 
urine.  Her  blood-pressure  was  slightly  sub- 
normal at  first,  and  only  a few  points  above 


normal  during  the  latter  months.  It  was 
impossible  to  get  the  patient  out  for  exer- 
cise, and  she  practically  spent  all  of  her 
time  indoors.  On  November  18th  she  went 
into  labor.  The  pains  were  very  weak  and 
irregular  and  continued  so  for  twenty-four 
hours,  with  slow  dilatation,  although  the 
cervix  was  soft  and  yielding.  The  second 
stage  was  characterized  by  weak  expulsive 
pains,  and  after  six  hours  almost  stopped. 
The  child  was  in  normal  position  with  the 
head  already  engaged  in  the  upper  straight. 

As  the  patient  could  not  be  transported 
eighty  miles  to  a hospital,  forcep  delivery 
was  decided  upon  instead  of  a Caesarean 
section  and  resulted  in  the  most  difficult  de- 
livery that  I ever  attempted;  the  shoulders 
being  the  most  difficult  part  to  deliver. 
There  was  very  slight  laceration  of  the  cer- 
vix and  pelvic  outlet  resulting.  After  the 
delivery  of  the  baby,  we  found  that  our. 
trouble  was  not  ended.  We  soon  discovered 
that  we  had  a firmly  attached  placenta  and 
to  verify  this,  we  noted  that  she  had  no 
hemorrhage  except,  from  the  slight  lacera- 
tions, even  when  slight  pains  had  begun  to 
expel  the  placenta.  It  had  to  be  peeled  off 
manually,  inch  by  inch,  from  the  uterine 
wall,  although  she  had  fairly  good  pains  to 
develop,  with  firm  contraction.  Both  moth- 
er and  child  made  an  uninterrupted  re- 
covery. 

Right  here,  I would  call  your  attention 
to  the  fact,  that  the  left  tube  was  filled  with 
pus,  and  its  fimbriated  extremity  closed, 
and  the  only  possible  way  that  the  ova  could 
reach  the  endometrium,  was  for  it  to  mi- 
grate from  the  left  to  the  right  side  and 
enter  through  the  small  stump  of  the  right 
tube,  which  was  about  one  C.  M.  long  and 
found  to  be  patulous  at  the  operation. 

An  interesting  question  in  connection 
with  the  case  reported,  is  what  effect  or 
influence,  if  any  at  all,  do  the  ovaries  have 
upon  the  animal  economy  during  preg- 
nancy. This  question  seems  to  be  very  diffi- 
cult of  solution,  and  the  endocrinologist  has 
written  volumes  upon  the  subject.  Many 
interesting  experiments  have  been  con- 
ducted by  a number  of  physiologists  to  dem- 
onstrate a hormone  in  the  ovary  and  specify 
its  influence  upon  the  system.  Allen,  Doisy, 
Ralls,  and  many  others  have  tried  to  locate 
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in  what  part  of  the  ovarian  tissue  this  hor- 
mone originates,  and  to  determine  its  exact 
nature.  It  seems  to  be  the  consensus  of 
opinion,  that  this  hormone  is  found  most 
abundantly  in  the  contents  of  the  larger 
follicles  of  the  ovary,  and  the  concentration 
of  the  hormone  seems  to  increase  in  in- 
tensity with  the  development  and  size  of 
the  follicles.  It  seems  also  probable  that 
different  portions  of  the  ovary  elaborate 
substances  that  have  specific  effects.  There 
are  two  anatomic  structures  that  may  be 
reasonably  considered,  to  be  the  sources  of 
the  hormone.  The  follicle  and  the  corpus 
luteum  section  of  the  ovary. 

It  is  accepted  by  many  physiologists  that 
the  corpus  luteum  that  follows  in  the  wake 
of  the  ruptured  follicle,  is  the  tissue  of  in- 
ternal secretion,  also;  that  it  is  connected 
with  menstruation,  and  the  absence  of 
ovulation  during  pregnancy,  is  due  to  the 
continued  presence  of  the  corpus  luteum. 
It  has  been  shown  by  experimentation,  that 
ovulation  may  be  accelerated  by  the  exci- 
sion or  destruction  of  the  corpus  luteum. 
The  common  belief  among  women,  that 
nursing  the  baby  prevents  pregnancy,  is 
explained  by  Oschner,  to  be  due  to  the  fact 
that  absorption  or  retrogression  of  the 
corpus  luteum,  is  delayed  during  the  period 
of  lactation ; hence  the  prevention  of  ovula- 
tion. All  this  goes  to  show  that  the  corpus 
luteum  has  a vital  influence  upon  the  com- 
plex function  of  the  pelvic  organs,  and  plays 
an  important  part  in  the  early  months  of 
pregnancy;  and  when  it  is  excised  or  de- 
stroyed, many  complications  may  arise. 
This  is  verified  by  the  case  that  I am  re- 
porting. 

The  ovary  is  a complex  glandular  organ, 
and  it  has  been  definitely  determined  that 
it  has  at  least  two  distinct  functions.  First, 
the  production  of  the  ripened  ova ; and  sec- 
ond, the  elaboration  of  one  or  more  internal 
secretions.  While  neither  of  these  func- 
tions are  necessary  to  the  life  of  the  indi- 
vidual, the  former  is  positively,  and  the  lat- 
ter function  is  probably  necessary  for  the 
propagation  of  the  species.  True,  it  is,  the 
elaboration  of  the  internal  secretion  is  very 
essential  to  the  comfort  and  well  being  of 
the  individual,  and  there  is  no  one  subject  in 


gynecology  which  has  received  so  much 
study  in  recent  years  as  the  histogenesis 
and  function  of  the  corpus  luteum. 

Does  the  ovarian  activity  cease  after  con- 
ception takes  place,  or  does  the  corpus 
luteum  play  any  part  in  the  early  stages  of 
pregnancy?  The  voluminous  work  and  ex- 
periments of  Frankel,  Loeb,  Hitschman  and 
Adler  has  thrown  much  light  upon  the 
corpus  luteum,  and  demonstrated  that  a 
definite  relation  exists  between  the  endome- 
trium and  the  corpus  luteum,  and  that  the 
most  probable  function  of  the  corpus 
luteum  is  to  maintain  the  nutrition  of  the 
uterus,  through  its  hormone  from  puberty 
to  the  menapause,  and  to  prepare  the  en- 
dometrium for  the  reception  and  mainte- 
nance of  the  ovum.  If  the  ovum  becomes 
fertilized,  the  corpus  luteum  is  very  impor- 
tant in  forming  the  seed-bed  for  its  recep- 
tion, implantation  and  nutritution  during 
the  early  months  of  pregnancy.  If  the 
ovum  escapes  fertilization,  there  is  no  retro- 
gression of  the  hyperemia  resulting  in  a 
return  to  the  normal  of  the  endrometrium, 
and  the  corpus  lutreum  zone,  is  invaded  by 
connective  tissues,  until  nothing  is  left  but 
a thin  wavy  lutean  layer,  surrounding  a 
core  of  connective  tissue.  If  conception 
takes  place  or  the  ovum  is  fertilized,  Loeb, 
Vincent  and  many  others  have  shown  that 
the  cells  of  the  corpus  luteum  do  not  retro- 
gress, but  become  enlarged  and  exert  a 
marked  influence  upon  the  decidual  forma- 
tion and  nutritional  maintenance  of  the 
ovum  during  early  pregnancy.  The  work 
of  these  men  corroborates  the  early  re- 
searches of  Frankel  of  the  important  role 
played  by  the  corpus  luteum  in  the  early 
months  of  pregnancy.  Some  of  them  go  so 
far  as  to  make  the  statement  that  the  re- 
moval of  both  ovaries  in  the  early  months 
of  pregnancy,  causes  abortion  to  inevitably 
take  place.  Oschner  claims  that  a rupture 
or  an  excision  of  the  true  corpus  luteum,  in- 
variably results  in  the  interruption  of  preg- 
nancy, at  least  if  it  is  done  during  the  early 
months,  and  its  failure  to  develop  or  func- 
tion, may  be  looked  upon  as  one  of  the  com- 
mon causes  of  abortion.  Both  Frankel  and 
Loeb  made  the  observation,  that  castration 
of  animals  during  the  first  weeks  of  preg- 
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nancy,  was  followed  by  abortion.  This  con- 
clusion is  also  borne  out  by  the  observation 
of  Hirst  in  the  use  of  corpus  luteum,  in  the 
treatment  of  four  cases  of  habitual  abor- 
tion. Each  of  the  patients  had  aborted 
from  four  to  six  times.  He  begun  the  use 
of  corpus  luteum  early  in  these  cases,  and 
all  were  delivered  with  full  termed  babies. 
None  of  these  cases  had  ever  gone  beyond 
the  thitd  month.  From  the  observation  of 
these  men,  much  importance  is  attached  to 
the  influence  of  the  corpus  luteum  in  early 
pregnancy. 

Against  this  theory  is  the  very  interest- 
ing contribution  by  Allen,  Pratt  and  Doisy. 
They  take  the  position  that  if  one  of  the 
functions  of  the  corpus  luteum  is  the  im- 
bedding and  safeguarding  the  ovum  after 
it  has  become  fertilized,  they  raised  the 
question  in  women  who  habitually  abort, 
as  claimed  by  Oschner  and  Hirst,  they 
should  be  able  to  show  or  demonstrate  some 
irregularity  or  deficiency  in  the  corpus 
luteum.  They  claim  that  the  corpus  luteum 
could  be  excised  or  destroyed  without  inter- 
fering with  normal  gestation.  Hence  they 
conclude  that  this  endocrine  function  of 
the  corpus  luteum  in  women  at  this  speci- 
fied time  does  not  seem  to  be  a necessary 
one;  that  the  ovaries  can  be  removed  with 
little  or  no  effect  on  the  pregnancy,  that 
they  can  be  is  demonstrated  by  the  case 
under  consideration,  but  the  administration 
of  corpus  luteum  had  to  be  continued  be- 
yond the  seventh  month  to  combat  the  com- 
plications. 

Compston,  in  a series  of  cases  of  unila- 
teral ovariotomy  done  during  pregnancy 
for  different  growths  of  the  ovary,  proves 
that  gestation  was  no  contra-indication  to 
the  operation  insofar  as  fatality  to  the 
mother.  But  out  of  two  hundred  and  sixty- 
six  cases  in  which  only  one  ovary  was  re- 
moved, 22.4  aborted.  He  called  the  atten- 
tion to  the  fact  that  a bilateral  ovariotomy 
had  been  done,  and  premature  labor  did  not 
occur.  In  the  cases  reported  by  him,  the 
time  in  which  the  operation  had  been  done 
was  not  mentioned,  and  this  may  be  the 
way  in  which  these  widely  separated  re- 
sults can  be  reconciled.  Oschner  and 
Hirst  claim  that  the  influence  was  only  re- 
quired during  the  first  months,  and  it  may 


be  possible  that  the  experience  of  the  other 
side  was  obtained  during  the  latter  months 
of  gestation.  Many  cases  of  unilateral 
ovariotomy  done  after  conception  had  taken 
place  has  been  reported,  but  only  a very 
few  cases,  after  a pretty  thorough  search 
of  the  literature,  were  found  where  both 
ovaries  had  been  removed.  Sutton,  of  Pitts- 
burgh, reported  two  cases  of  pregnancy  go- 
ing on  to  full  term  following  a double 
ovariotomy.  Both  of  them  were  operated 
upon  for  bilateral  cysts.  Both  patients  had 
a stormy  time,  but  he  does  not  say  whether 
they  were  given  the  corpus  luteum  during 
the  early  stages.  Mcllroy  reports  another 
case  of  double  ovariotomy  with  many  com- 
plications terminating  in  a difficult  full 
term  labor.  In  none  of  the  cases  was  the 
diagnosis  of  pregnancy  made  at  the  time 
of  operation,  but  in  one  of  the  cases  a slight 
enlargement  of  the  uterus  was  attributed  to 
the  hypertrophied  condition  of  the  organ. 

The  most  convincing  evidence  that  the 
corpus  luteum  does  exert  some  unexplain- 
able influence  during  pregnancy,  is  shown 
by  the  almost  magical  results  obtained 
when  given  hypodermically  for  the  nausea 
and  vomiting  during  the  early  months, 
whether  this  influence  in  controlling  the 
early  vomiting  is  due  to  a deficient  amount 
of  the  corpus  luteum,  that  causes  disturb- 
ances of  metabolism  or  to  a general  dis- 
turbance of  the  sympathetic  nervous  sys- 
tem, has  never  been  fully  determined. 

There  has  been  a few  cases  of  pregnancy 
reported  in  the  literature  occuring  after 
double  ovariotomy,  but  a small  amount  of 
the  ovarian  tissue  must  have  been  left  be- 
hind, or  there  was  an  aberrant  or  accessary 
ovary  present. 

The  artificial  induction  of  labor,  which 
was  formerly  supposed  to  be  indicated  in 
these  cases,  is  now  contraindicated,  because 
it  is  well  known  that  the  chance  of  deliver- 
ing a full  term  baby  is  almost  assured  in  75 
per  cent  of  the  cases.  I believe  that  it  is 
the  consensus  of  opinion  that  operative  pro- 
cedures upon  the  ovaries,  should  be  done 
after  the  fifth  month  of  gestation  to  avoid 
the  complications  during  pregnancy,  labor, 
and  the  puerperium.  The  danger  to  the  ab- 
dominal wall  during  labor,  even  when  the 
abdomen  has  been  opened  during  the  latter 
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months  of  pregnancy,  has  been  greatly  ex- 
aggerated, because  in  many  instances  dur- 
ing the  expulsive  stage  the  wound  was  not 
disturbed.  Indication  for  the  interruption 
of  labor  should  be  considered  only  in  a cer- 
tain class  of  cases  with  such  other  path- 
ological processes  that  would  endanger  the 
labor,  or  in  which  certain  complications 
such  as  malignancy,  the  severe  toxemias, 
severe  nephritis,  and  other  complications 
would  endanger  the  life  of  the  mother. 

A few  of  the  practical  lessons  that  we 
get  from  this  case  is,  first:  disease  of  the 
ovary  is  not  a certain  cause  of  sterility,  be- 
cause as  a matter  of  fact,  numerous  cases 
have  been  recorded,  in  which,  in  spite  of 
advanced  degeneration  of  both  glands, 
pregnancy  has  occurred.  This  goes  to  show 


that  only  a small  portion  of  healthy  ovarian 
tissue  is  sufficient  for  the  occurrence  of  nor- 
mal ovulation.  Second:  the  theory  of  the 
rupture  of  one  or  more  of  the  follicles,  with 
a drop  or  two  of  the  contents  emptied  into 
the  peritoneal  cavity  would  cause  abortion, 
is  certainly  not  true  in  this  case;  since  1 
spilled  the  contents  of  many  of  them,  tak- 
ing no  precaution  whatever  in  dissecting 
out  the  mass.  Whether  the  administration 
of  the  corpus  luteum  prevented  it,  I do  not 
know. 

Third:  when  operation  of  ovariotomy  is 
indicated  or  required  the  administration  of 
corpus  luteum,  will  be  followed  by  many 
good  results  and  the  patient  saved  many 
complications  and  a possible  abortion  pre- 
vented. 
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ACUTE  MECHANICAL  INTESTINAL  OBSTRUCTION* 


R.  A.  Barr,  M.D.,  Nashville 


IN  acute  mechanical  intestinal  obstruction 
the  matter  of  occlusion  of  the  lumen  of 
the  gut,  while  accorded  the  dignity  of 
having  the  condition  named  for  it,  is  the 
matter  of  least  consequence  among  the 
serious  factors.  The  exception  to  this  rule 
occurs  in  very  high  obstruction,  which  type 
in  practice  is  exceedingly  rare.  This  is 
made  as  a statement  of  fact  because  it  is 
conceded  to  be  a fact  by  all  who  have  given 
obstruction  more  than  the  most  superficial 
study. 

The  factor  of  most  importance  is  the 
pathology — the  damage  done  to  the  gut  wall 
and  to  its  mesentery.  Here  we  are  not 
considering  such  pathology  as  malignancy, 
which  might  possibly  be  the  cause  of  ob- 
struction, but  the  acute  pathology — oedema, 
infiammation,  necrosis,  possible  perforation 
or  gangrene.  Such  acute  pathology  is  likely 
most  marked  at  the  sight  of  obstruction, 
but  it  may  assume  serious  or  desperate 
significance  above  the  obstruction.  The 
bowel  below  the  obstruction  is  not  involved 
by  the  obstruction  per  se.  In  some  condi- 
tions producing  obstruction,  as  in  stricture 
benigh  or  malignant,  the  actual  acute  path- 
ology at  the  sight  of  obstruction  is  more 
or  less  negligible,  the  real  risk  being  from 
changes  occuring  in  the  bowel  proximal  to 
the  occlusion. 

It  is  foreign  to  my  purpose  to  discuss  the 
toxic  agent  which  produces  death  in  ob- 
struction, either  independently  or  in  com- 
bination with  sepsis  from  a complicating 
peritonitis.  Whatever  its  nature  (proteose, 
amine  or  what  not)  Brooks  and  his  collab- 
orators proved  beyond  reasonable  doubt  as 
long  ago  as  1918  that  it  was  not  absorbed 
until  after  pathological  changes  overcome 
the  protective  influences  present  in  the  nor- 
mal mucoss.  This  fact  gives  the  pathology 
of  obstruction  a double  deadly  significance, 
first  by  its  promotion  of  the  passage  of  bac- 
teria through  the  bowel  wall  to  the  peri- 
toneum, and  secondly  because  it  permits 

*Read  before  the  Tennessee  State  Medical  Asso- 
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absorption  of  that  deadly  unknown  poison 
which  is  produced  in  the  bowel  lumen  and 
possibly  in  the  bowel  wall  as  well. 

As  already  stated  the  pathology  at  the 
site  of  obstruction  varies  greatly  in  its 
significance.  The  bowel  wall  involved  may 
be  hardly  more  than  a line’s  breadth  in 
length,  and  the  danger  of  peritoneal  con- 
tamination or  of  toxin  absorption  may  be 
negligible  so  far  as  it  is  concerned.  On 
the  other  hand  a long  loop  of  bowel  may  be 
strangulated  by  a band  or  through  torsion, 
and  this  local  pathology  may  be  extremely, 
desperately  urgent  in  its  demand  for  re- 
lief, a relief  that  cannot  be  visualized  as 
assured  except  through  the  aid  of  surgery. 

A type  of  local  pathology  intermediate  in 
seriousness  between  the  two  just  discussed 
is  where  there  are  massed  adhesions  with- 
out severe  twist  or  kink  or  constriction. 
Here  the  changes  seldom  lead  to  perforation 
or  gangrene  but  there  is  sufficient  damage 
done  to  permit  the  passage  of  bacteria 
through  the  wall  and  absorption  of  the  toxin 
of  obstruction.  While  massed  adhesions  may 
interfere  with  the  circulation  of  the  involved 
coils  of  bowel,  this  interference  does  not  in 
theory  or  from  observation  appeal  to  me  as 
most  important  in  producing  the  pathologi- 
cal changes.  The  damage  from  volvulus, 
strangulation  by  bands,  or  pressure  necro- 
sis from  a foreign  body  in  the  lumen  is 
plain  to  anyone.  In  massed  adhesions  the 
changes  are  equally  deadly  without  relief 
but  progress  to  perforation  and  gangrene 
is  practically  never  seen.  In  all  probability 
the  pathology  at  the  site  of  obstruction  in 
this  type  is  of  no  more  (if  of  as  much) 
acute  importance,  so  to  speak,  than  is  that 
above  obstruction. 

Without  going  into  the  nature  of  the 
pathology  of  the  bowel  above  the  obstruc- 
tion we  will  merely  say  that  it  seldom  leads 
to  perforation  or  gangrene  but  rather  to 
oedema  and  friability.  However,  the 
changes  are  sufficient  here  to  lead  to  both 
bacterial  infection  of  the  peritoneum,  and 
to  absorption  of  the  toxin  of  obstruction. 
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Since  there  is  never  any  strangulation  of 
the  blood  supply  of  the  bowel  above  the  ob- 
1 struction,  and  frequently  none  at  the  site 
of  obstruction,  what  is  the  mechanism  for 
j production  of  the  pathology  that  is  so 
deadly?  Leaving  out  those  cases  with  defi- 
nite necrosis  or  gangrene  at  the  site  of 
I obstruction  what  agency  so  damages  the 
1 bowel  both  at  and  above  the  obstruction  as 
to  lead  to  fatal  poisoning?  There  is  only  one 
tangible  element — peristalsis.  Violent  mus- 
cular effort  against  an  occlusion  apparently 
damages  the  bowel  wall  and  by  hydrostatic 
pressure  causes  absorption  of  poison.  Since 
great  distention  in  coils  closed  at  both  ends 
in  the  experiment  made  by  Brooks  did  not 
lead  to  absorption  of  the  contained  poison 
evidently  some  other  feature  than  mere  dis- 
tention must  be  added.  It  is  difficult  to 
visualize  this  feature  as  anything  other 
than  violent  peristaltic  effort. 

If  this  reasoning  is  correct  cases  of  acute 
obstruction  should  be  divided  clinically  into 
two  classes. 

First:  Those  in  which  destructive  proc- 
esses at  the  site  of  occlusion  cannot  be 
excluded.  These  are  urgently  and  imme- 
diately surgical. 

Second : Those  in  which  destructive  proc- 
esses at  the  site  of  obstruction  can  be 
excluded. 

I Under  this  second  head  comes  acute  ob- 

I-  struction  developing  upon  a history  of 

chronic  obstruction  (particularly  where  the 
previous  history  points  to  cancer  of  the 
colon),  and  the  great  majority  of  cases  of 
acute  obstruction  developing  within  a few 
1 weeks  after  an  attack  of  peritonitis  or  after 
an  operation  in  which  drainage  was  used. 
In  this  second  class  of  cases  the  indica- 
I . tions  for  immediate  surgical  intervention 
i are  not  clear.  I believe  that  in  many 

Ij  of  them  a surgical  effort  to  actually  remove 

the  obstruction  is  contraindicated.  Partic- 
l':  ularly  is  this  so  where  only  massed  ad- 
: hesions  are  found  to  account  for  the  ob- 

j struction.  The  breaking  up  of  these  ad- 
i:'  1 hesions  is  useless  since  they  will  reform  at 
^ once,  and  the  traumatism  is  often  deadly  in 
its  effect.  Short  circuiting  around  the  ad- 
hesions if  done  during  an  acute  attack  must 
be  done  with  bowel  that  is  damaged  and  in 
the  presence  of  many  factors  inimical  to 


satisfactory  union.  Enterostomy  (properly 
placed)  can  always  find  some  justification 
in  any  acute  obstruction  if  done  for  the  sole 
purpose  of  preventing  absorption  of  the 
poison  in  the  bowel  above  the  obstruction. 
However,  it  is  always  a nasty  complication 
even  when  it  is  so  placed  as  to  best  serve 
its  purpose.  It  is  also  often  in  the  way  of 
the  complete  surgery  that  it  may  be  de- 
sirable to  do  after  acute  symptoms  have 
passed  off.  Then,  too,  in  cases  opened  by 
me  after  enterostomy  (at  hands  of  others, 
as  well  as  when  done  by  me)  I have  found 
that  a surprising  extent  of  adhesions  may 
follow  this  simple  procedure. 

Since  actual  removal  of  the  cause  is  often 
unnecessary,  often  undesirable,  often  abso- 
lutely contraindicated  in  the  presence  of 
acute  obstruction,  and  since  enterosfiimy 
(not  to  say  colostomy)  has  definite  draw- 
backs is  there  any  substitute  for  enteros- 
tomy? I think  there  is.  It  is  in  a medical 
plan  of  handling  that  I will  discuss  shortly. 

I cannot  agree  to  medical  handling  or  to 
mere  enterostomy  in  the  type  of  case  where 
a destructive  process  at  the  site  of  ob- 
struction cannot  be  excluded.  Under  this 
head,  I would  classify  all  cases  of  intussus- 
ception, of  volvulus,  of  obturation  of  the 
small  intestine,  and  all  cases  of  any  type 
of  strangulation  by  bands  or  in  hernial 
openings. 

For  such  cases  thorough  morphinization, 
glucose  and  sodium  chloride  intravenously, 
and  (unless  the  patient  is  moribund)  op- 
eration under  local  anesthesia  are  the  indi- 
cations. I wish  to  emphasize  local  anesthe- 
sia. It  enforces  the  gentleness  that  is  an 
essential  part  of  the  surgery  of  acute  ob- 
struction. Hours  of  careful,  gentle  work 
under  a local  anesthetic  are  preferable  in 
my  opinion  to  30  to  60  minutes  under  any 
general  anesthetic,  even  the  so-called  gas 
anesthesia  which  is  often  more  Ether  than 
Nitrous  Oxide.  I will  not  go  into  surgical 
details  beyond  urging  the  use  of  an  aspira- 
tor to  empty  distended  coils  of  intestine.  A 
small  cat  gut  suture  closes  the  puncture 
made,  and  any  number  of  punctures  is  pref- 
erable to  mauling  the  distended  coils  in  try- 
ing to  get  them  out  of  the  way.  For  this 
purpose  local  anesthesia  gives  you  all  the 
time  you  need. 
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For  cases  of  the  second  type  where  a de- 
structive process  can  be  excluded  (and  for 
apparently  hopeless  cases  of  any  type) 
medical  treatment  is  indicated.  Enter- 
ostomy might  properly  be  classed  as  medi- 
cal treatment,  and  with  those  who  advocate 
it,  I have  no  quarrel,  though  I doubt  its 
value,  and  I object  to  it,  unless  it  has  great 
value,  because  of  reasons  already  given. 

To  my  mind  it  is  largely  merely  a method 
of  quieting  peristalsis  and  for  this  purpose 
in  acute  obstruction,  I prefer  opiates.  For 
nearly  twenty  years  now  I have  acted  with 
uniformity  on  this  theory.  Cases  coming 
in  with  a history  of  chronic  obstruction 
with  an  acute  exacerbation  (which  is 
usually  precipitated  by  purgatives)  are 
given  enough  morphia  to  quiet  all  pain, 
they  are  given  a pint  of  water  every  three 
or  four  hours  by  bowel,  25  per  cent  glucose 
(half  to  one  pint)  twice  a day  intra- 
venously, the  stomach  is  kept  lavaged  and 
no  effort  whatever  is  made  to  empty  even 
the  lower  boivel. 

The  value  of  sodium  chloride  has  been 
demonstrated  and  I give  it  intravenously 
in  all  cases.  A point  in  connection  with  the 
use  of  sodium  chloride  that  is  highly  im- 
portant has  not  been  properly  stressed.  In 
their  experiments  Haden  and  Orr  were  im- 
pressed with  the  value  of  giving  the  salt 
early.  All  cases  suspected  of  acute  ob- 
struction should  be  given  salt  solution  sub- 
cutaneously while  under  observation  or 
waiting  for  surgical  consultation.  It  is 
not  sufficient  to  begin  administration  after 
the  patient  has  reached  the  hospital. 

In  conclusion,  I wish  to  emphasize  the 
following  points: 

First:  That  thorough  morphinization 
and  local  anesthesia  should  always  be  used 
in  operations  for  acute  obstruction. 

Second:  That  gentleness  is  more  impor- 
tant in  this  than  in  any  other  abdominal 
work. 

Third:  That  enterostomy  is  useless  in 
cases  of  obstruction  with  destructive  proc- 
ess at  the  site  of  obstruction.  The  pa- 
tient will  die  of  peritonitis  in  spite  of  the 
stoma. 

Fourth:  That  enterostomy  in  acute  ob- 
struction without  destructive  process  has 


no  proved  value  over  opiates.  Cases  that 
get  well  with  it  would  get  well  without  it 
if  properly  handled.  It  is  an  unpleasant 
and  sometimes  dangerous  complication  even 
when  it  does  not  add  to  the  difficulty  and 
risk  of  the  curative  surgery  that  often  must 
follow. 


DISCUSSION 

DR.  R.  L.  SANDERS,  Memphis:  Dr.  Barr’s 
paper  is  very  timely,  refreshing,  appropriate  and 
illuminating.  Just  as  a Methodist  meeting  is  never 
complete  without  a collection,  so  also  no  medical 
meeting  should  be  complete  without  a paper  or 
discussion  on  intestinal  obstruction. 

The  essayist  has  based  his  paper  on  his  per- 
sonal experience  over  a period  of  many  years,  and 
it  is  therefore  of  great  value.  We  may  not  agree 
with  him  in  every  detail  regarding  the  treatment 
but  his  classification  and  fundamental  principles 
are  excellent.  In  the  main,  I think  Dr.  Barr  is 
speaking  chiefly  of  postoperative  obstruction,  and 
especially  conditions  involving  the  small  intestine. 
In  the  management  of  neoplastic  diseases  of  the 
colon  (carcinoma,  diverticulitis,  etc.),  with  obstruc- 
tion, it  is  quite  generally  conceded  that  a prelimi- 
nary colostomy  is  the  best  and  safest  method  of 
procedure.  When  the  actual  lesion  is  attacked  at 
a subsequent  stage,  the  dangers  are  much  lessened. 
In  the  early  days  we  lost  a few  patients  by  resect- 
ing the  colon  as  a primary  operation  before  the 
obstruction  had  been  relieved.  Our  mortality  rate 
has  been  lowered  and  the  morbidity  rate  improved 
since  we  have  been  using  the  preliminary  colostomy 
to  relieve  the  obstruction. 

Dr.  Barr’s  description  of  the  pathological  proc- 
esses going  on  in  the  bowel  well  above  the  site  of 
the  obstruction  is  excellent.  Peristaltic  waves  are 
interrupted  at  the  site  of  the  obstruction  and  the 
damage  is  chiefly  done  in  the  proximal  loop.  The 
protective  influence  in  the  wall  is  soon  lost  by  the 
bombarding  effect  of  peristalsis  and  intestinal  dis- 
tension. Prompt  surgical  relief  sould  be  instituted. 
It  is  not  always  necessary  nor  expedient  to  search 
for  and  relieve  the  cause  of  the  obstruction,  but 
one  should  open  the  distended  proximal  loop  by  a 
properly  placed  enterostomy  under  local  anaes- 
thesia. After  this  is  done  I thoroughly  agree  with 
him  that  morphine  should  be  freely  used.  It  is 
my  belief  that  overcoming  the  intraintestinal  dis- 
tension by  external  drainage  through  a properly 
placed  enterostomy  is  often  life  saving.  It  is  my 
practice  to  institute  such  treatment  as  early  as 
the  obstructive  nature  of  the  disease  can  be  deter- 
mined. I quote  from  a recent  article  by  Dr.  C.  H. 
Mayo  on  this  subject:  “The  inestimable  value  of 
enterostomy,  when  the  operation  is  indicated,  is 
apparently  not  fully  appreciated  by  the  medical 
profession.  Certainly  the  prompt  relief  secured 
when  it  is  made  either  for  alimentation  or  for  the 
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relief  of  obstruction  is  so  immediate  and  effectual 
that  the  slight  hazard  and  simplicity  of  the  opera- 
tion should  not  weigh  in  the  balance  in  leading  to 
delay  in  its  application.  The  operation  is  of  the 
greatest  importance  in  relieving  obstruction  which 
occurs  within  a few  days  after  a laparotomy, 
which  may  have  been  performed  for  a pelvic  con- 
dition, for  acute  or  for  subacute  appendicitis,  or 
in  the  upper  abdomen  for  conditions  involving  the 
gall-bladder,  the  ducts,  or  the  stomach.”  He  fur- 
ther states:  “As  a rule,  the  surgeon  does  not  dis- 
criminate sufficiently  between  patients  with  total 
or  chronic  nearly  total  obstruction,  and  in  perform- 
ing a complete  operation  too  much  is  done  at  one 
time.  Relieving  the  obstruction  and  devising  a 
plan  for  future  surgery,  if  indicated,  should  be 
the  essential  features  of  the  primary  operation.” 

Dr.  Barr’s  paper  is  most  valuable.  If  it  has 
served  no  other  purpose  than  to  stimulate  a re- 
newed interest  in  this  all  important  subject  his 
efforts  have  been  well  worth  while. 

DR.  ROBERT  CALDWELL,  Nashville:  There 
is  one  point  Dr.  Barr  brought  out  that  I wish  to 
mention,  for  I do  not  know  whether  he  meant  to 
leave  the  impression  or  not,  but  it  seems  to  me 
that  his  treatment  of  morphinization  is  not  for 
the  permanent  and  complete  obstruction.  If  we 
have  a definite,  complete  and  permanent  obstruc- 
tion then  why,  although  the  morphine  does  delay 
the  time  of  the  toxemia,  why  put  the  evil  day  off? 
Why  not  attend  to  the  obstruction  at  the  time  if 
it  is  at  all  possible?  If  it  is  not  a complete  ob- 
struction, well  and  good.  A lot  of  cases  seemingly 
have  postoperative  obstruction  of  some  degree. 
They  can  be  treated  by  keeping  them  quiet  and 
allowing  the  inflammatory  process  to  subside,  and 
many  of  the  patients  will  be  all  right,  but  let  us 
not  teach  delay  in  acute  obstruction,  by  giving  mor- 
phine and  delaying  in  caring  for  them  if  we  have  a 
definite  obstruction. 

The  only  salvation  that  we  have  at  present  for 
these  unfortunate  victims  is  early  operation.  That 
is  the  whole  life-saving  secret,  early  diagnosis  and 
early  treatment.  Then  the  patients  get  well.  If 
we  are  late  we  lose  the  patient,  no  matter  whether 
we  do  an  enterostomy,  or  give  morphine — we  will 
lose  the  patient  if  we  are  late.  I issue  the  warn- 
ing to  be  careful  about  giving  these  patients  mor- 
phine for  curative  effects  if  we  are  not  convinced 
that  the  obstruction  is  only  partial.  If  there  is  a 
complete,  permanent  obstruction,  shall  we  delay 
two  or  three  days  and  give  morphine  to  see  if  the 
patient  will  get  well?  No.  We  must  operate  with- 
in the  first  few  hours  if  we  are  to  have  good  re- 
sults. If  there  is  partial,  temporary  obstruction 
and  we  give  morphine  many  of  these  patients  will 
get  well  if  we  stop  the  peristalsis  and  keep  them 
quiet.  Just  as  in  appendicitis,  many  patients  re- 
fuse operation,  and  you  can  cure  many  of  them 
of  an  attack  by  keeping  them  quiet  under  mor- 
phine, but  if  there  is  an  acute,  violent,  complete 
obstruction,  do  not  temporize  with  morphine  but 


relieve  them  at  once  by  operation,  if  the  patients 
will  stand  it.  If  not,  put  in  an  enterostomy  as  Dr. 
Sanders  said,  and  give  them  some  relief,  but  it  is 
not  best  to  tide  them  over  a few  days  when  you 
might  end  the  trouble  at  once.  If  you  have  a 
patient  with  simple  obstructive  symptoms,  six, 
eight  or  ten  days  after  operation,  you  are  prob- 
ably justified  in  trying  morphine  to  see  if  they 
will  not  recover.  If  these  symptoms  come  on  six 
months  or  a year  after  operation,  do  not  use 
morphine. 

DR.  R.  A.  BARR,  Nashville  (closing)  : I have 
not  carried  on  parallel  series  of  cases,  and  my  life 
would  not  be  long  enough  for  that  to  be  worth 
while  for  I would  not  have  enough  cases.  Besides, 
it  is  not  often  that  I have  so  little  conviction  of 
what  is  right  in  a given  condition  as  to  be  willing 
to  carry  on  parallel  series.  Then,  too,  if  I were 
operating  at  a large  Charity  Clinic  conditions  would 
be  different,  but  my  patients  are  private  patients 
who  come  to  me  to  have  me  do  the  best  I can  for 
them,  which  I do. 

Enterostomy  has  been  referred  to  as  life-saving. 
How  easy  it  is  for  a man  to  get  the  impression 
that  he  has  done  something  that  is  life-saving,  and 
the  only  life-saving  thing  that  could  be  done.  I 
consider  morphine  life-saving.  Many  of  these  pa- 
tients that  have  enterostomies  need  a lot  of  sur- 
gery later  and  it  is  often  made  more  dangerous  and 
difficult  by  the  enterostomy.  I have  had  to  operate 
on  these  patients  following  enterostomy  by  good 
surgeons,  and  have  encountered  many  difficulties. 
If  an  enterostomy  is  the  only  life-saving  procedure 
all  right,  but  if  another  thing  can  also  save  life, 
that  may  be  worth  while  too.  So  far  as  you  can 
visualize  the  only  thing  that  will  be  stopped  by  the 
enterostomy  is  peristalsis.  If  morphinization  will 
stop  the  peristalsis,  why  not  use  it?  Perhaps  the 
delay  in  getting  rid  of  the  toxic  bowel  contents 
under  morphine  would  be  offset  by  the  trauma  of 
the  enterostomy.  Enterostomy  is  surgery,  and  even 
though  it  may  be  done  under  local  anesthesia,  there 
is  still  some  shock  to  it  as  to  any  operative  pro- 
cedure. 

Dr.  Brooks  in  his  experiments  closed  both  ends 
of  a coil  of  intestine  40  or  more  centimetres  long, 
and  then  reestablished  the  continuity  of  the  gut  by 
anastomosis  of  the  ends  of  gut  proximal  and  dis- 
tal to  the  loop.  This  closed  coil  of  intestine  be- 
came very  much  distended,  but  one  dog  with  such 
a loop  was  doing  fairly  well  at  the  end  of  21  days. 
The  contents  of  this  loop  when  injected  intra- 
venously into  another  dog  caused  prompt  death. 
I can  see  no  agency  acting  upon  the  bowel  above 
an  obstruction  other  than  those  acting  on  such  an 
isolated  coil — ^with  the  exception  of  peristalsis.  It 
is  peristalsis  which  causes  the  absorption  if  not  the 
production  of  the  poison. 

I tried  to  make  it  clear  that  wherever  there  is  a 
suspicion  of  a destructive  process  at  the  site  of 
obstruction  I think  we  should  operate  at  once. 
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The  class  of  cases  I am  particularly  interested  in 
are  those  of  early  obstruction  after  peritonitis, 
because  I have  seen  a lot  of  them  operated  on 
where  I felt  sure  it  did  not  do  any  good.  At  opera- 
tion nothing  was  done  that  was  tangible,  and  while 
sometimes  the  patients  got  well  I was  convinced 
that  those  who  got  well  would  have  done  better 
without  operative  procedure. 

Dr.  Caldwell  thinks  even  if  I was  right  about 
morphinization  that  I said  some  things  that  might 
mislead  some  one.  I think  the  only  way  to  present 
a paper  before  an  organization  is  to  assume  that 
every  one  who  is  listening  has  as  much  sense  as 
you  have.  I am  not  afraid  to  tell  doctors  what  I 
think  are  facts.  Some  might  morphinize  a patient 
with  a strangulated  bowel,  and  do  nothing  further, 
but  usually  the  doctor  realizes  that  patients  with 
obstruction  need  first  of  all  morphine  and  then  to 
be  hurried  to  the  surgeon.  They  usually  handle 
these  cases  intelligently  when  there  is  any  suspi- 
cion of  obstruction.  I do  not  know  that  anything 
can  be  added  to  help  the  general  practitioner,  ex- 


cept that  sodium  chloride  should  be  given  under 
the  skin  or  intravenously,  for  apparently  patients, 
as  well  as  animals  with  experimental  obstruction, 
live  longer  if  the  sodium  chloride  content  of  the 
blood  is  kept  up. 

To  repeat  I think  we  can  accomplish  as  much  in 
cases  of  second  type  discussed  by  giving  morphine, 
keeping  theni  supplied  with  water,  and  giving  glu- 
cose intravenously  as  by  enterostomy.  I have 
never  seen  any  one  demonstrate  anything  different. 

There  are  patients  of  course  who  get  over  the 
acute  symptoms  and  have  to  be  built  up  for  radical 
operation,  and  then  you  may  have  to  make  a stoma 
to  be  able  to  feed  them  and  to  get  the  pathology, 
after  it  has  been  definitely  located,  in  best  shape 
for  resection.  However,  when  a patient  comes  in 
with  acute  obstruction  following  a history  of 
chronic  obstruction,  the  acute  symptoms  usually 
being  precipitated  by  the  administration  of  a pur- 
gative, we  should  carefully  consider  the  propriety 
of  the  medical  plan  of  handling  just  emphasized 
for  the  acute  stage. 
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These  cases  are  reported  because  they 
are  quite  unusual  to  me  and  especially 
because  they  might  be  of  interest  to 
both  the  ophthalmologists  and  rhinologists. 

Case  1.  Dick  S.,  4 years  old,  came  with 
the  complaint  of  redness  and  swelling  of 
lachrymal  sac  region  with  tears  over  cheek 
practically  all  his  life.  The  skin  became 
quite  red  and  swollen  at  times. 

When  the  patient  was  first  seen  the  right 
eye  including  the  lids  and  conjunctiva  were 
red  and  swollen.  The  skin  was  especially 
red  in  the  lachrymal  sac  region.  Pus  came 
from  the  lower  canaliculus  on  pressure  over 
this  region.  The  tonsils  and  adenoids  were 
large.  The  lachrymal  sac  and  adenoids  and 
tonsils  were  removed.  The  purulent  dis- 
charge continued  for  more  than  one  year 
when  the  lachrymal  sac  region  was  again 
opened.  The  usual  incision  for  lachrymal 
sac  operation  was  made.  Pus  was  pressed 
from  both  upper  and  lower  canuliculi.  A 
No.  3 probe  passed  into  the  lachrymal  sac 
region.  The  lachrymal  sac  region  con- 
tained a granular  mass  in  which  there 
seemed  to  be  a small  cavity  which  was 
thought  to  be  another  portion  of  the 
lachrymal  sac.  In  removing  this  granular 
mass  there  was  uncovered  just  posteriorly 
to  the  lachrymal  fossa  an  opening  in  the 
bone  extended  directly  into  the  anterior 
ethmoid  cells.  This  opening  was  enlarged 
and  the  anterior  ethmoid  cells  were  found 
entirely  filled  with  thickened  membrane 
which  was  granular  in  appearance.  Two 
or  three  posterior  ethmoid  cells  were  large 
and  were  not  entirely  filled  with  mucous 
membrane  but  contained  a moderate 
amount  of  pus.  The  entire  ethmoid  cavity 
was  thoroughly  cleansed  of  mucous  mem- 
brane, leaving  the  entire  middle  turbinate. 
The  cavity  was  packed  with  iodiform  gauze. 
The  wound  was  closed  with  dermal. 


*President’s  address,  Ear,  Eye,  Nose  and  Throat 
Section,  Tennessee  State  Medical  Association.  Read 
April  10,  1928. 


Case  2.  Capt.  A.,  came  with  a history 
of  swelling  and  redness  of  lachrymal  sac 
region  over  a period  of  several  years.  He 
had  a purulent  discharge  from  the  eye,  the 
discharge  having  had  a foul  order  for  the 
last  year.  The  pus  came  from  the  canali- 
culi  on  pressure  over  the  sac.  A lachrymal 
sac  exinteration  was  done  one  year  ago  but 
since  the  operation  the  lachrymal  sac  re- 
gion has  been  red  and  pus  has  continued 
coming  from  the  lachrymal  canalicula  and 
from  a fistula  in  the  skin.  An  X-ray  showed 
all  sinuses  increased  in  density  and  espe- 
cially those  of  the  right  side. 

On  January  20,  1928,  the  lachrymal  sac 
region  was  again  opened.  The  fistula  from 
the  lachrymal  sac  was  dissected  from  the 
surrounding  tissue.  The  fistula  led  down 
toward  the  posterior  lachrymal  crest  to  an 
opening  in  the  bone  posteriorly  and  superi- 
orly from  the  lachrymal  fossa  leading  into 
the  anterior  ethmoids.  Granulations  were 
protruding  from  the  ethmoids  into  the 
lachrymal  sac  region.  The  ethmoid, 
sphenoid  and  frontal  were  filled  with  thick 
polypoid  mucous  membrane  and  muco-pus 
which  were  removed. 

I report  these  two  cases  because  they  are 
entirely  different  from  that  of  the  usual 
lachrymal  sac  or  ethmoid  cases.  There  is 
very  little  if  anything  just  exactly  as  these 
cases  in  the  literature.  Many  cases  acute  and 
chronic  of  ethmoiditis  involve  the  orbit  but 
ethmoid  infection  involving  the  lachrymal 
sac  and  draining  through  the  canaliculi  or 
through  the  skin  of  the  lachrymal  region 
before  or  after  a lachrymal  sac  operation 
are  not  common.  It  might  be  said  that 
probably  at  the  time  of  the  first  operation 
on  the  lachrymal  sac  that  an  injury  to  the 
ethmoid  capsule  was  brought  about  but  at 
neither  of  these  operations  was  anything  of 
the  kind  noticed. 

Both  of  these  cases  are  entirely  relieved 
from  all  symptoms  of  the  lachrymal  sac  re- 
gion. 
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WHEN  attacks  of  hay  fever  are  sea- 
sonal or  the  paroxysms  of  bronchial 
asthma  are  typical  in  character,  the 
diagnosis  offers  few  difficulties.  Unfortu- 
nately, however,  there  are  many  sufferers 
who  exhibit  symptoms  referable  to  the  eyes 
or  respiratory  tract  which  are  allergic  in 
origin  but  not  recognized  as  such.  Fre- 
quently these  patients  have  undergone  one 
or  more  operations  about  the  nose  or  throat 
or  have  tried  various  treatments  without  re- 
lief. Vasomotor  rhinitis,  perennial  or  non- 
seasonal  hay  fever  and  affections  of  the  res- 
piratory tract  which  are  allergic  in  nature 
but  not  typical  are  quite  difficult  at  times 
to  recognize. 

Balyeat,^  Kahn^  and  others  have  called 
attention  to  the  fact  that  asthma  in  children 
is  sometimes  overlooked  for  the  reason  that 
symptoms  often  consist  of  nothing  more 
than  repeated  attacks  of  bronchitis,  more  or 
less  constant  “colds,”  “running”  or  “wet” 
nose,  attacks  of  sneezing  or  sometimes  at- 
tacks of  atypical  bronchial  pneumonia. 

The  majority  of  adults  have  fairly  typical 
attacks  but  some  are  encountered  who  are 
sensitive  to  one  or  more  of  the  usual  ex- 
citants together  with  a form  of  “physical 
allergy”  or  hypersensitiveness  to  physical 
agents  such  as  heat,  cold,  light  and  other  in- 
fluences. In  his  monograph  Duke®  discusses 
at  length  this  form  of  allergy.  Reference  is 
not  made  to  the  sufferer  whose  symptoms 
are  usually  made  worse  by  exposure  to  ex- 
treme cold,  dampness  and  other  factors 
known  to  act  unfavorably,  but  to  the  type 
extremely  sensitive  to  the  slightest  varia- 
tions in  physical  change.  Recently  a patient 
was  examined  who  had  rather  violent  at- 
tacks of  sneezing  and  coughing  on  entering 
a room  varying  in  temperature  from  that  of 
another,  or  if  she  changes  from  a warm 
chair  to  a cold  one.  Another  patient  has 
paroxysms  of  sneezing  caused  by  looking  at 
the  sun. 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  12,  1928. 


There  seems  to  be  no  doubt  that  hay  fever 
and  asthma  are  inherited.  Coca'*  states  that 
the  date  at  which  an  atopic  or  allergic  in- 
dividual will  begin  to  experience  atopic 
symptoms  is  usually  predetermined  by 
heredity.  He  quotes  the  work  of  Cooke  and 
his  associates  who  have  shown  that  where 
there  is  a history  of  allergy  on  both  sides 
of  the  family  72  per  cent  of  the  affected 
offspring  begin  to  exhibit  symptoms  before 
the  tenth  year  of  age,  while  only  about  35 
per  cent  of  the  affected  children  have  begun 
to  show  symptoms  by  that  age  when  there 
is  a history  of  allergy  on  one  side  only. 
These  findings  are  significant  and  are  men- 
tioned under  diagnosis  for  the  reason  that 
the  presence  of  allergy  in  other  members 
of  the  family  must  be  established,  if  pos- 
sible, in  all  doubtful  cases.  Often  the  mani- 
festation varies  in  different  members.  A 
grandparent,  for  example,  may  have 
asthma,  one  of  the  parents  eczema,  and  a 
child  hay  fever.  In  the  atypical  but  sus- 
picious cases,  the  history  of  allergy  in  other 
members  of  the  family  is  often  the  light 
which  encourages  one  to  carry  on  until  the 
problem  has  been  solved. 

As  a further  aid  in  diagnosis,  it  should  be 
remembered  that  perennial  hay  fever  is  fre- 
quently caused  by  excitants  which,  in  the 
past,  have  usually  been  associated  with 
asthma  only.  For  example,  various  animal 
emanations,  different  kinds  of  dusts,  insect 
powders  containing  pyrethrum,  cosmetic 
powders  containing  orris  root,  certain  foods, 
drugs,  odors  or  physical  agents.  Pollens 
may  be  factors  in  the  production  of  asthma 
although  the  patient  does  not  experience 
symptoms  usually  thought  of  in  connection 
with  hay  fever. 

Treatment.— ^’kin  testing  is  so  intimately 
related  to  both  diagnosis  and  treatment  that 
it  is  questionable  under  which  head  it 
should  be  discussed.  The  successful  man- 
agement of  hay  fever  and  asthma  depends, 
to  a large  extent,  upon  the  ability  to  deter- 
mine the  offending  agent  or  agents  in  each 


August,  1928  DIAGNOSIS  AND  TREATMENT  OF  HAY  FEVER  AND  ASTHMA— Henry  135 


particular  case.  Frequently  the  dislike  for 
routine  procedures  or  neglect  of  minute  de- 
tails spells  failure.  Such  routine  consists 
of  a complete  history  with  special  emphasis 
upon  heredity  and  those  circumstances  or 
factors  which  the  patient  has  noted  as  in- 
fluencing the  course  of  the  disease.  Com- 
plete physical  examination  instead  of  a par- 
tial one  should  follow.  Our  experience  has 
convinced  us  that  successful  treatment  of 
asthma  is  utterly  impossible  without  the  as- 
sistance of  a specialist  who  can  furnish 
complete  data  concerning  the  nose  and 
sinuses.  The  otorhinologist  should  be  able 
not  only  to  recognize  and  properly  handle 
the  surgical  conditions,  but  what  is  equally 
important,  should  be  familiar  with  allergic 
nasal  phenomena  in  many  of  which  surgery 
is  contraindicated.  Sinus  infection,  par- 
ticularly of  the  antra,  is  found  in  a high 
per  cent  of  our  cases.  Since  the  method  of 
injecting  these  cavities  with  lipiodol  com- 
bined with  X-ray  examination  has  been  em- 
ployed, a number  of  thickened,  infected 
mucous  membranes  and  polyps  have  been 
discovered  which  might  have  escaped  notice 
by  transillumination  and  X-ray  alone. 

It  is  believed  that  infection  counts  as  a 
factor  just  as  sensitiveness  to  a pollen  or 
some  animal  emanation  does.  For  this  rea- 
son, it  is  highly  important  to  eradicate 
every  source  of  infection  when  possible. 
Frequently  patients  are  able  to  handle  one, 
two  or  more  factors  without  symptoms.  The 
addition  of  one  more  factor  is  the  “straw 
that  breaks  the  camel’s  back.”  Such  is  the 
role  of  infection.  There  are  patients,  for 
example,  sensitive  to  a few  factors  such  as 
one  or  two  kinds  of  feathers,  an  animal  hair 
or  a few  pollens  and  yet  do  not  have  symp- 
toms. Let  an  infection  such  as  cholecystitis 
or  sinusitis  be  superimposed  and  asthma 
may  follow.  If  successful  treatment  is  in- 
stituted early,  these  patients  frequently  re- 
vert to  their  former  status  and  remain  per- 
manently well  or  until  infection  again  in- 
tervenes. 

After  history  and  physical  examination, 
including  essential  laboratory  findings, 
complete  testing  for  specific  sensitiveness 
should  be  done.  The  accepted  methods  are 
by  several  routes:  the  ophthalmic,  nasal. 


cutaneous,  intracutaneous,  subcutaneous 
and  clinical.  The  cutaneous  or  “scratch” 
method,  the  intracutaneous  with  hypodermic 
needle  and  syringe,  and  the  clinical  are  the 
most  widely  used.  In  most  instances  the  in- 
tracutaneous is  the  most  satisfactory. 
Briefly,  the  method  consists  of  injecting 
about  .05  cc.  of  material  between  the,  layers 
of  the  skin.  Solutions  varying  in  strength 
from  1/10,000  to  1/100  are  employed,  de- 
pending upon  the  sensitivity  of  the  skin. 

Positive  reactions  are  judged  by  the  size 
of  wheal  formation  and  surrounding  ery- 
thema. All  tests  are  carefully  controlled. 

For  the  “scratch”  tests  linear  incisions 
about  one-fourth  inch  in  length  through  the 
superficial  layers  of  the  skin  are  made.  It 
is  desirable  to  obtain  serum  but  not  blood. 
1/100  dilutions  of  pollens  are  applied  or  the 
dried  pollen  dissolved  in  a drop  of  N/10 
sodium  hydroxid  is  rubbed  into  the  incision 
by  using  the  blunt  end  of  a sterile  tooth- 
pick. The  same  method  is  used  for  the  pow- 
dered food  proteins,  animal  epidermals  and 
miscellaneous  products. 

Statistics  vary  as  to  the  number  showing 
positive  skin  reactions.  This  variation  is 
attributable  to  several  causes,  among  which 
may  be  mentioned  the  method  of  testing, 
selection  and  preparation  of  materials,  the 
personal  equation  in  interpretation  and 
other  factors.  It  is  our  belief  that  the  in- 
tracutaneous method,  using  one  product  at 
a time,  is  the  most  accurate.  This  method 
is  not  considered  safe,  however,  for  all  sub- 
tances  because  of  the  extreme  toxicity  of 
some ; therefore,  it  is  limited  to  pollens,  the 
more  common  animal  emanations  and  a few 
foods  such  as  wheat,  eggs  and  milk.  The 
miscellaneous  products,  the  rarer  animal 
emanations  and  some  one  hundred  to  one 
hundred  and  fifty  foods  are  first  tested  by 
the  “scratch”  method.  The  “group”  method 
of  testing  is  not  used  because  with  it  nega- 
tive reactions  are  often  obtained,  whereas, 
some  of  the  same  substances  will  give  posi- 
tive reactions  when  tested  singly.  Regard- 
less of  the  thoroughness  with  which  skin 
testing  is  done,  not  all  patients  clinically 
sensitive  will  give  positive  reactions.  For- 
tunately, however,  this  number  is  believed 
to  be  less  than  10  per  cent  in  seasonal  hay 
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fever  and  asthma  sufferers.  When  the  his- 
tory is  conclusive  specific  treatment  is  some- 
times possible  in  the  absence  of  positive 
tests. 

Some  very  interesting  studies  concerning 
human  dandruff  are  being  carried  on  by 
numerous  workers.  While  comparatively 
new,  it  is  believed  that  practically  all  pa- 
tients with  specifically  sensitive  skins  will 
show  a positive  reaction  to  human  dandruff. 
It  is  employed  routinely  by  us  as  an  index 
of  skin  sensitivity  and  we  have  found  that 
when  the  skin  is  negative  to  human  dandruff 
there  is  little  probability  of  obtaining  a pos- 
itive reaction  to  anything  else.  Further- 
more, it  may  be  safely  said  that  with  the 
technique  described  above,  carefully  fol- 
lowed and  controlled,  skin  testing  is  placed 
on  a basis  comparable  to  any  of  the  im- 
mune diagnostic  tests. 

In  conjunction  with  this  work  the  ser- 
vices of  a botanist  are  most  helpful.  His 
duties  consist  chiefly  in  making  a field  sur- 
vey of  the  trees,  weeds,  grasses  and  flowers 
and  their  seasons  for  pollinating,  determin- 
ing the  daily  pollen  content  of  the  air  and 
collecting  pollens  for  testing  and  treatment. 

The  results  of  such  surveys  differ  rather 
widely  according  to  location.  For  example, 
certain  plants  are  found  in  one  locality  that 
do  not  occur  at  all  in  other  sections  of  the 
country.  As  for  time  of  pollination,  Vander 
Veer,  Cooke  and  Spain“  report  elm  pollinat- 
ing in  the  East  beginning  April  1st.  In  this 
part  of  the  South  our  botanist  collected  elm 
pollen  in  February  this  year.  Accurate 
knowdedge  of  the  flora  in  the  territory  in 
which  the  patient  lives  simplifies  treatment. 
For  patients  suffering  from  seasonal  hay 
fever,  the  treatment  of  choice  consists  in 
desensitization  wdth  as  specific  selection 
of  pollens  as  possible.  Briefly,  those  sensi- 
tive to  trees  can  usually  be  treated  spe- 
cifically. For  those  sensitive  to  grasses,  de- 
sensitization with  timothy  will  take  care  of 
a number,  but  in  our  territory  where  Blue 
grass,  Bermuda  and  Johnson  grass  are  com- 
mon these  are  added  if  the  history  and  skin 
tests  indicate.  When  Water  Hemp,  the 
Amaranths,  or  other  pollens  are  present  in 
large  quantities,  these  products  are  used. 
For  the  fall  type.  Giant  and  Short  Ragweed 


are  the  principal  offenders  and  are  used 
most  extensively  but  in  certain  instances  we 
add  Marsh  Elder  or  Cocklebur.  Some  do 
not  advocate  the  use  of  Cocklebur  for  the 
reason  that  the  pollen  is  heavy  and  not  as 
abundant  as  the  Ragweeds,  but  it  is  a com- 
mon sight  in  small  towns  of  the  South  to  see 
farmers  literally  covered  from  head  to  foot 
with  Cockleburs. 

Contrary  to  earlier  teachings  and  still 
deeply  embedded  in  the  minds  of  the  laity, 
flowers  play  very  little  part  in  the  produc- 
tion of  hay  fever  as  their  pollens  are  trans- 
mitted by  insects  instead  of  being  air- 
borne. 

Specific  desensitization  is  carried  out  by 
the  injection  of  gradually  increased  amounts 
of  the  offending  pollens  beginning,  as  a 
rule,  with  .10  or  .15  cc.  of  a 1/5000  solution. 
Each  dose  is  increased  approximately  .10 
cc.  until  the  next  dilution  of  1/1000  is 
reached.  The  same  plan  is  followed  with 
1/500  and  finally  1/100  or  1/50  dilutions. 
The  maxium  dose  of  each  dilution  is  usually 
from  .30  .to  .70  cc.  The  total  amount  con- 
sists of  approximately  10  cc.  so  arranged 
as  to  require  from  20  to  35  injections,  in- 
cluding the  co-seasonal  doses. 

If  local  reactions  consisting  of  redness 
and  swelling  occur,  the  next  dose  is  usually 
not  increased.  If  a systemic  reaction  char- 
acterized by  severe  hay  fever  and  asthma 
symptoms  with  urticaria  should  occur,  ad- 
renalin is  administered  at  once.  It  is  also 
well  to  have  patients  carry  several  50  mil- 
ligram capsules  of  ephedrin,  to  be  taken  if 
reaction  occurs  later. 

The  interval  between  doses  may  be  one 
to  five  days. 

Prophylactic  or  pre-seasonal  treatment 
is  much  more  satisfactory  than  phylactic  or 
co-seasonal  treatment. 

The  treatments  should  be  so  arranged  that 
the  maximum  dose  can  be  given  prior  to  ex- 
pected onset  of  symptoms.  It  is  believed 
best  to  continue  this  dose  throughout  the 
season  at  five  to  seven-day  intervals. 

The  only  alternative  for  desensitization  is 
avoidance  of  pollens  by  change  to  some  lo- 
cality where  they  are  not  present.  This, 
however,  is  often  impossible  on  account  of 
business  or  financial  reasons. 
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Cohen®  has  reported  the  use  of  a mechan- 
ical filter  as  a means  of  freeing  rooms  of 
dust  and  pollen. 

Occasionally  patients  are  reluctant  to 
have  tests  and  treatment  because  of  failure 
to  obtain  relief  on  former  occasions  by  these 
procedures.  There  are  some  who  are  refrac- 
tory to  treatment  but  in  the  majority  of  in- 
stances failure  results  from  incomplete  test- 
ing, improper  selection  of  pollens  for  treat- 
ment or  insufficient  dosage. 

Successful  desensitization  for  three  to 
five  seasons  frequently  gives  permanent  im- 
munity. 

Certain  principles  concerning  the  treat- 
ment of  asthma  have  already  been  dis- 
cussed. Other  special  measures  can  be  men- 
tioned only  briefly  on  account  of  lack  of 
time.  They  are: 

(1)  Elimination  and  avoidance  of  all  of- 
fending substances  as  far  as  possible. 
Feathers,  for  example,  are  removed,  not 
only  from  the  patient’s  room,  but  from 
every  room  in  the  home.  Feathers  are  men- 
tioned particularly  because,  in  our  experi- 
ence, they  lead  the  list  of  offending  agents 
as  determined  by  skin  testing.  That  this 
is  so  seems  reasonable,  when  one  considers 
the  fact  that  patients  are  usually  in  con- 
tact with  feathers  daily.  House  dust  oc- 
cupies second  place. 

(2)  For  pollen  sensitive  cases,  desensi- 
tization is  the  same  as  for  seasonal  hay 
fever. 

(3)  Regulation  of  diet,  including  elimi- 
nation of  any  foods  which  give  positive 
tests. 

(4)  Instruction  pertaining  to  the  care  of 
the  body  with  particular  reference  to  tem- 
perature changes,  proper  clothing,  bathing 
and  methods  of  avoiding  possible  irritants. 

(5)  Desensitization  with  specific  prod- 
ucts such  as  orris  root,  or  house  dusts,  and 
non-specific  therapy  with  vaccines  or  pep- 
tone are  used  when  deemed  advisable. 

(6)  Drugs,  among  which  adrenalin, 
ephedrin,  the  iodides,  stramonium,  mor- 
phine and  a few  others  occupy  first  place. 

Finally,  the  treatment  of  perennial  hay 
fever  is  directed  along  lines  similar  to  both 
seasonal  hay  fever  and  asthma. 


Lack  of  time  again  does  not  permit  dis- 
cussion of  the  per  cent  relief  afforded  in 
each  of  the  conditions  discussed  but,  speak- 
ing in  general  terms,  the  present  methods 
of  treatment  have  placed  the  whole  subject 
upon  a very  satisfactory  basis.  Instead  of 
being  able  to  offer  only  temporary  relief  by 
the  use  of  sprays,  adrenalin  and  other  drugs 
the  modern  treatment  strives  to  give  some- 
thing looking  toward  permanency. 

REFERENCES 

^Balyeat,  Ray  M.;  Asthma  in  Children,  Journal 
of  The  Oklahoma  State  Medical  Association,  July, 
1927. 

®Kahn,  I.  S.;  Essential  Differences  in  Chronic 
Pollen  Hay  Fever  and  Asthma  in  Children  and  in 
Adults,  The  Jorunal  Laboratory  and  Clin.  Med., 
Vol.  XII,  No.  12,  September,  1927,  1197-1203. 

“Duke,  W.  W.;  Asthma,  Hay  Fever,  Urticaria, 
and  Allied  Manifestations  of  Allergy.  C.  V.  Mosby 
Co.,  St.  Louis,  1925. 

^Coca,  Arthur  F.;  Studies  in  Hypersensitiveness. 
XXIX.  On  the  Influence  of  Heredity  in  Atopy., 
Jour.  Lab.  and  Clin.  Med.,  Vol.  XII,  No.  12,  Sep- 
tember, 1927,  1135-1139. 

“Vander  Veer,  Jr.,  Cooke  and  Spain:  Diagnosis 
and  Treatment  of  Seasonal  Hay  Fever.  The  Amer. 
Jour,  of  The  Med.  Sciences,  Vol.  CLXXIV,  No. 
664,  July,  1927,  101-113. 

“Cohen,  Milton  B.,  The  Prophylaxis  and  Treat- 
ment of  Hay  Fever  and  Asthma  in  Rooms  Made 
Pollen  and  Dust  Free  by  Means  of  Mechanical  Fil- 
ters. Jour.  Lab.  and  Clin.  Med.,  Vol.  XIII,  No.  1, 
October,  1927,  59-63. 


DISCUSSION 

DR.  R.  B.  WOOD,  Knoxville:  Hay  fever  and 
asthma  comprise  a part  of  the  group  of  diseases 
known  as  allergy.  Other  diseases  come  into  this 
category  and  have  been  mentioned  by  the  essayist, 
whom  I wish  to  compliment  very  highly  on  the 
thoroughness  with  which  he  discussed  the  whole 
subject.  I enjoyed  the  paper  immensely.  Hay  fever 
especially  is  of  sufficient  significance  to  demand 
quite  a bit  of  consideration  from  every  class  of 
the  medical  profession,  especially  those  who  are 
doing  diagnostic  work.  Scheppergill  says  that 
around  one  per  cent  of  the  total  population  of  the 
United  States  are  victims  of  hay  fever,  about  one 
million  individuals.  About  seven  per  cent  of  this 
million  are  also  troubled  with  asthma.  Closely 
allied  with  these  are  eczema  and  a few  of  the 
gastrointestinal  disturbances  that  may  be  classi- 
fied as  allergic  symptoms. 

Dr.  Henry  mentioned  heredity.  While  it  can- 
not be  proven  that  allergy  has  been  handed  down 
by  the  Mendelian  law,  in  the  history  of  these 
patients  where  similar  affections  in  other  mem- 
bers of  the  family  are  so  frequent  we  cannot 
disregard  heredity. 

In  this  locality  the  grasses  are  of  great  impor- 
tance, but,  as  the  essayist  said,  we  can  disregard 
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flowers,  for  their  pollen  rarely  produces  this  trou- 
ble, for  it  is  not  transmitted  in  the  same  way. 
Ragweed  and  red-grass  are  the  commonest  things 
with  us.  The  proteins  are  endless,  and  it  is  very 
difficult  to  And  the  offending  organism  that  causes 
the  hay  fever,  the  asthma,  the  gastrointestinal 
condition  or  what-not. 

Regarding  treatment,  one  can  expect  to  find  bet- 
ter results  in  hay  fever  than  in  the  asthma  cases 
and  in  the  asthma  cases  better  results  can  be  ob- 
tained in  the  young  individuals  than  in  the  old 
and  adult,  for  in  the  aged  there  are  so  many  com- 
plicating factors  and  other  pathological  conditions 
that  it  is  extremely  difficult  to  find  the  cause  of 


the  asthma  in  particular.  Occasionally  we  find  an 
individual  who,  on  skin  sensitization  tests  will  re- 
act very  specifically  to  some  protein  and  not  to 
other  proteins,  yet  on  attempts  at  desensitization 
with  this  particular  protein  we  do  not  get  any 
result.  This  is  frequently  found  on  investigation 
to  be  due  to  the  fact  that  along  with  the  asthma, 
as  a complicating  feature,  he  perhaps  has  present 
with  the  offending  organism  other  conditions  that 
are  serving  as*an  autogenous  protein  which  will 
keep  up  the  condition.  In  those  particular  cases 
autogenous  vaccines  sometimes  give  beautiful  re- 
sults, not  only  from  bacterial  vaccine  but  from 
the  filtrate  itself. 
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URETERAL  STRICTURE  AND  THE  GENERAL  PRACTITIONER* 


C.  R.  Thomas,  M.D.,  Chattanooga 


The  usual  reasons  for  writing  a scien- 
tific paper  are  to  present  some  aid  to 
diagnosis  or  treatment,  to  confirm  or 
refute  some  research  work,  or  to  summarize 
the  literature  on  a given  subject.  I regret 
that  I have  none  of  these  excuses  to  offer  for 
this  paper.  My  object  is  to  bring  to  the 
attention  of  the  busy  practitioner  and  the, 
at  times  too  ready,  surgeon  the  considera- 
tion of  a condition  very  frequently  met  and 
far  too  frequently  overlooked.  While  the 
condition  under  discussion  properly  belongs 
in  the  field  of  the  urologist  and  gynecologist 
insofar  as  the  final  and  positive  diagnosis, 
as  well  as  treatment  is  concerned,  I hope  to 
be  able  to  show  that  the  average  general 
practitioner  can  make  a diagnosis  of  this 
symptom  complex  with  a high  degree  of 
accuracy  without  any  assistance  save  the 
information  gained  from  a carefully  taken 
history,  a thorough  physical  examination 
and  a urinalysis.  Whether  the  urologist 
makes  a diagnosis  by  means  of  a bougie,  a 
pyeloureterogram,  or  both,  is  not  under 
consideration  nor  is  the  method  of  treat- 
ment. 

The  credit  for  working  out  the  details  of 
the  signs  and  symptoms  which  go  to  make 
up  the  syndrome  of  ureteral  stricture  be- 
longs to  Hunner  and  but  for  his  untiring 
efforts  in  bringing  this  condition  to  the  at- 
tention of  the  profession  many  a patient, 
who  now  enjoys  good  health,  would  be  wan- 
dering from  doctor  to  doctor  carelessly 
labeled  a “neuro”  with  perhaps  numerous 
operative  scars  on  his  or  her  abdomen,  and 
a heart  full  of  despair.  A recent  article^ 
of  his  is  the  basis  for  this  paper  and  I will 
quote  it  frequently. 

It  has  been  said  that  ureteral  stricture 
occurs  more  frequently  than  chronic  ap- 
pendicitis or  gall  bladder  disease,  two  of 
the  conditions  for  which  it  is  frequently 
mistaken.  My  own  case  records  are  in 
agreement  with  this  statement  and  also 
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with  the  statement  that  it  is  quite  possible 
to  make  an  accurate  diagnosis  in  many 
cases  without  the  aid  of  the  specialist.  An 
analysis  of  five  hundred  consecutive  case 
histories  shows  that  a diagnosis  of  ureteral 
stricture  was  made  twenty-six  times  and 
that  the  urologist  corroborated  the  diag- 
nosis of  nineteen  of  the  cases.  For  fear 
that  you  may  think  that  I am  claiming  an 
unusually  high  percentage  of  accurate  diag- 
noses I would  like  to  add  that  my  work  is 
mainly  with  so-called  chronic  cases  and  that 
in  twelve  of  the  nineteen  cases  diagnosed 
correctly  the  surgeons  had  eliminated  the 
appendix  as  a source  of  error  and  in  six  the 
gall  bladder  as  well.  In  a practice  consist- 
ing mainly  of  diagnostic  work  these  cases 
are  perhaps  more  frequently  encountered 
than  in  general  practice,  but  I feel  quite 
safe  in  saying  that  any  physician  with  a 
reasonably  large  practice  has  from  one  to 
five  of  these  cases  among  his  patients  and 
as  in  my  own  series  three-fourths  of  them 
have  undergone  surgical  operations  without 
relief  of  their  symptoms. 

Hunner  defines  ureteral  stricture  as  an 
intrinsic  disease  of  the  ureteral  wall  re- 
sulting in  the  narrowing  of  the  lumen, 
which  leads  to  varying  degrees  of  stasis  in 
the  urinary  stream. 

Etiologically  ureteral  strictures  are  di- 
vided into  congenital  and  acquired  types. 
The  congenital  types  are  probably  anomalies 
of  development  although  the  idea  has  been 
advanced  that  some  of  them  may  be  due  to 
infection  carried  through  the  placental  cir- 
culation. The  vast  majority  of  these  stric- 
tures are  of  the  acquired  type.  Occasion- 
ally the  stricture  may  be  traumatic  in 
origin  as  the  result  of  a gunshot  wound  or 
some  injury  at  operation,  but  far  the  great- 
est number  are  due  to  foci  of  infection  in 
some  other  part  of  the  body.  Infections 
in  the  head,  such  as  sinusitis,  tonsilitis,^  and 
dental  infections^  far  outrank  other  foci 
although  carbuncles,  bone  infections,  and 
infections  in  the  gall  bladder,  appendix,  and 
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intestines  are  undoubtedly  the  origin  in 
some  cases.  Certain  cases  are  thought  to 
be  due  to  latent  infections  from  the  dis- 
eases of  childhood  and  still  others  to  be 
caused  by  carcinoma  of  the  cervix  and  large 
ovarian  cysts.  Syphilis  is  a questionable 
cause,  but  tuberculosis  of  the  kidney  may 
cause  a secondary  infection  in  the  ureter 
with  resultant  stricture.  Extensive  X-ray 
and  radium  therapy  as  well  as  the  use  of 
the  cautery  have  been  held  responsible  for 
some  of  these  strictures.  Hunner  thinks 
that  the  great  majority  have  their  foci  in 
the  sinuses,  throat,  and  teeth  and  gives  the 
following  reasons  for  his  conclusions:  1.  A 
careful  history  often  reveals  that  the  symp- 
toms of  stricture  began  soon  after  an  at- 
tack of  tonsilitis,  sinusitis  or  dental  abscess. 
2.  That  he  has  found  from  experience  that 
treatment  is  futile  in  the  presence  of  infec- 
tion in  these  areas  until  it  has  been  eradi- 
cated. 3.  Dilatation  of  the  stricture  may 
clear  up  all  the  symptoms  and  a pyelitis  if 
present,  only  to  have  them  return  following 
a re-infection  in  the  sinuses,  tonsils  and 
teeth.  4.  After  a tonsilectomy  on  a pa- 
tient who  has  had  treatment  for  stricture, 
patient  will  occasionally  complain  far  more 
of  pain  in  the  ureteral  and  renal  regions 
than  of  discomfort  in  the  throat  and  a cys- 
toscopic  examination  a few  days  afterward 
will  show  an  intense  reaction  around  the 
ureteral  orifice.  5.  Following  the  infiuenza 
epidemic  in  1918  many  cases  apparently 
cured  had  to  return  for  treatment  after 
developing  influenza.  6.  That  the  condition 
is  usually  bilateral.  He  thinks  the  fact  that 
most  strictures  occur  in  the  broad  ligament 
region  from  two  to  five  cm.  above  the  blad- 
der, or  in  the  iliac  gland  region  three  to  five 
cm.  below  the  brim  of  the  pelvis,  that  the 
systemic  infection  or  toxin  probably  first 
attacks  the  glands  in  these  regions  and  later 
invades  the  neighboring  ureteral  wall. 

The  symptoms  of  ureteral  stricture  vary 
quite  a little  but  there  is  sufficient  similar- 
ity to  all  cases  for  patients  to  be  able  to 
recognize  the  symptoms  in  their  friends  and 
to  urge  them  to  consult  the  urologist  even 
at  times  against  the  advice  of  the  family 
physician. 


Patient  may  complain  of  vague  and  shift- 
ing abdominal  pains  of  varying  severity  but 
at  times  the  pains  are  in  the  back,  low  over 
the  sacro-iliacs  or  in  the  hips  and  occa- 
sionally even  in  the  thighs  and  legs.  The 
pain  may  be  in  the  lower  right  quadrant 
more  or  less  continuous  for  a few  days,  mild 
in  character,  associated  with  some  tender- 
ness on  pressure  (the  tenderness  being 
nearer  the  midline  and  umbilicus  than  in 
typical  appendicitis),  at  times  slight  nausea 
and  possibly  a little  rise  in  temperature  and 
constipation.  These  attacks  may  occur  at 
intervals  after  colds  and  other  infections 
and  the  patient’s  general  condition  is  not 
quite  up  to  par.  Who  of  you  have  not  had 
such  cases  and  sent  them  to  the  surgeon 
feeling  quite  confident  in  your  diagnosis  of 
appendicitis  and  have  not  thought  it  neces- 
sary to  go  into  any  further  detail  of  his- 
tory or  examination  beyond  a urinalysis 
and  perhaps  a blood  count  both  of  which 
may  or  may  not  have  been  negative?  The 
surgeon’s  business  is  to  operate  and  in  the 
history  as  given  by  you  as  well  as  in  the 
one  he  obtains  from  the  patient  he  finds 
ample  justification  for  removing  the  ap- 
pendix which  is  usually  innocent.  Shortly 
afterward  the  pain  returns  and  the  tender- 
ness and  other  symptoms  can  be  elicited 
and  the  patient  returns  to  you  and  you 
blithely  tell  them  that  it  is  the  result  of  the 
operation  and  that  shortly  they  will  be  well. 
You  stall  them  off  with  this  excuse  as  long 
as  possible  and  then  you  tell  them  that 
adhesions  have  formed  and  are  causing  the 
trouble.  Finally  the  patient  turns  on  you 
in  either  disgust  or  despair  or  both  and 
says : “Doctor,  it  is  the  same  pain  I had 
before  my  appendix  was  removed.”  If  the 
patient  is  a woman  your  next  thought  is 
of  her  ovary  and  you  question  her  a little 
more  closely  with  that  idea  in  mind.  She 
may  tell  you  that  her  symptoms  are  a little 
worse  at  the  time  of  her  period  and  she  may 
also  tell  you,  for  you  will  not  ask  her,  that 
intercourse  is  frequently  painful  or  that 
she  has  discomfort  after  inserting  a douche 
nozzle.  This  additional  information  you 
consider  sufficient  grounds  for  another  trip 
to  the  surgeon  who  probably  agrees  that 
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the  right  tube  and  the  ovary  need  to  be 
removed  and  “the  adhesions”  broken  up. 
If  the  patient  still  trusts  you  or  is  very  un- 
comfortable, she  "will  consent  to  this  second 
operation,  but  poor  soul,  she  is  doomed  to 
disappointment  and  when  her  symptoms  re- 
turn, she  loses  faith  in  you  and  the  surgeon 
and  all  hopes  of  recovery.  Sooner  or  later 
she  falls  in  the  hands  of  various  types  of 
irregular  practitioners  or  perhaps  she  is 
lucky  enough  to  meet  some  friend  who  fi- 
nally suggests  that  she  consult  a urologist. 
She  has  spent  much  time  and  money,  has 
been  extremely  uncomfortable,  and  worst 
of  all,  has  lost  hope.  You  have  been  honest 
in  your  advice  and  conscientious  and  at- 
tentive to  your  patient  but,  after  all,  you 
have  betrayed  her  trust,  for  had  you  gone  a 
little  more  fully  into  her  history  and  been 
a little  more  thorough  in  your  examination, 
you  would  have  found  signs  and  symptoms 
which  would  have  enabled  you  to  refer  your 
patients  to  the  proper  specialist. 

A careful  history  will  reveal  some  indi- 
cation of  bladder  trouble  in  75  to  80  per 
cent  of  these  cases.  It  may  be  so  slight 
that  the  patient  has  not  thought  it  worth- 
while to  mention,  such  as  slight  frequency 
when  nervous  or  when  in  crowds,  at  the 
time  of  her  periods,  or  in  association  with 
some  mild  infection  such  as  a cold  or  a sore 
throat.  All  grades  of  bladder  disturbance 
from  slight  intermittent  frequency  to  com- 
plete incontinence  may  be  met  in  conditions 
where  ureteral  stricture  is  the  only  path- 
ological finding  and  which  clear  up  on 
dilatation. 

Quite  a few  cases  will  reveal  a history 
of  pain  on  taking  a douche  or  during  inter- 
course while  others  will  complain  of  “ova- 
rian neuralgia.”  Many  cases  present  them- 
selves to  the  family  physician  complaining 
of  “falling  of  the  womb,”  and  if  on  taking 
the  history  you  find  that  the  patient  is  a 
nullipara  and  on  examination  that  her  out- 
let is  in  excellent  condition  and  her  internal 
genitalia  in  good  position,  try  to  palpate  the 
ureters  for  you  will  frequently  be  rewarded 
by  the  remark  “Doctor,  that  is  the  sensa- 
tion that  makes  me  think  my  womb  has 
fallen.” 


A thorough  physical  examination  is  essen- 
tial for  the  intelligent  treatment  of  any  con- 
dition, but  it  is  especially  true  when  we 
suspect  the  presence  of  a ureteral  stricture, 
for  without  it  we  would  miss  what  is  per- 
haps the  most  significant  feature,  namely, 
the  palpation  of  a tender  ureter  and  pos- 
sibly the  reproduction  of  the  patient’s  pains. 
Palpation  of  the  ureter  where  it  crosses  the 
pelvic  brim  practically  always  elicits  ten- 
derness in  stricture  cases  and  the  pain  may 
be  referred  to  the  epigastrium  and  be  ac- 
companied by  nausea  and  the  patient  may 
tell  you  that  it  brings  back  her  “gas  pains” 
or  the  pain  may  be  referred  down  the  ureter 
to  the  “ovaries”  or  to  the  bladder  causing  a 
desire  to  void.  Palpation  of  the  ureter  in 
the  broad  ligament  area  usually  brings  out 
the  point  of  greatest  tenderness  and  the 
pain  may  be  referred  upward  as  high  as  the 
kidney  or  the  patient  may  tell  you  that  it 
reproduces  her  menstrual  pain,  or  the  blad- 
der or  bowel  pressure  of  which  she  has 
complained,  or  the  pain  she  has  when  tak- 
ing a douche  or  during  intercourse.  In  case 
the  patient  complains  of  pains  over  the 
sacro-iliac  joint  and  pressure  on  the  ureter 
where  it  overlies  the  joint  causes  pain,  it 
can  be  easily  differentiated  from  an  ar- 
thritis by  palpating  the  joint  posteriorly 
and  by  palpating  the  ureter  near  the  blad- 
der. 

No  doubt  you  have  all  been  taught  how 
to  palpate  a ureter  and  that  you  know  that 
the  ureters  are  palpable  in  75%  of  women, 
but  permit  me  to  outline  for  you  a very 
satisfactory  palpation  as  recently  given 
by  a German  gynecologist.'*  “One  or  two 
fingers  are  introduced  into  the  vagina  be- 
tween the  bladder  and  the  anterior  wall  of 
the  cervix.  They  are  moved  upward  and 
a little  to  the  side  and  pressure  in  between 
the  floor  of  the  bladder  and  the  interureteral 
ligament  on  one  side,  and  the  ureter  on  the 
other.  The  fingers  are  now  brought  as  near 
as  possible  to  the  abdominal  wall  and  the 
fingers  of  the  other  hand,  placed  just  above 
the  symphysis  and  Poupart’s  ligament  are 
moved  to  meet  them.  With  a little  practice 
the  ureter  can  be  felt  between  the  fingers 
of  the  two  hands  in  a large  majority  of  the 
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cases.”  How  to  palpate  the  ureter  where 
it  crosses  the  pelvic  brim  and  overlies  the 
sacro-iliac  joint  does  not  require  any  infor- 
mation. 

As  you  well  know  the  right  kidney  in 
women  is  usually  palpable.  The  kidney 
above  a stricture  may  or  may  not  be  pal- 
pable, but  if  palpable  it  is  usually  but  not 
always  tender,  and  even  when  the  kidney 
is  not  palpable,  tenderness  in  the  upper 
flank  can  usually  be  elicited. 

The  urinalysis  is  usually  of  assistance  for 
about  25%  of  strictures  have  associated  a 
chronic  pyelitis,  on  one  or  both  sides,  with 
characteristic  urinary  findings.  In  50%  of 
the  cases  a few  red  blood  cells,  white  blood 
cells,  albumen  from  a trace  to  a large 
amount,  or  casts,  or  a combination  of  these 
elements  will  be  found.  Sometimes  these 
elements  are  present  in  such  small  quanti- 
ties and  not  constantly  present  that  they 
are  disregarded.  In  25%  of  the  cases  the 
urine  is  negative  and  because  of  this  fact 
the  patient  is  referred  to  the  gastro-enter- 
ologist,  the  orthopedist,  or  general  surgeon 
even  though  the  other  symptoms  point  to 
the  urinary  tract. 

So  far  we  have  dealt  with  strictures  only 
in  the  female.  While  somewhat  less  fre- 
quent in  males  than  in  females,  it  occurs 
frequently  enough  to  be  borne  in  mind  and 
seriously  considered  before  starting  on  a 
spree  of  unnecessary  operations.  Naturally 
the  symptoms  vary  somewhat  in  the  two 
sexes  but  most  of  the  symptoms  they  have 
in  common.  Corbus'"  has  recently  written 
an  excellent  article  on  “Pyelo-nephritis  and 
Its  Relation  to  Non-gonorrheal  Urethritis” 
in  which  he  gives  considerable  attention  to 
the  ureteral  strictures  which  were  found 
in  practically  all  of  the  cases.  He  says  that 
while  urethral  discharge  was  the  complaint 
which  brought  the  patient  to  him,  he  found 
on  careful  questioning  that  the  patient 
tired  easily,  had  no  power  of  endurance  and 
was  often  irritable  and  depressed.  There 
was  also  an  associated  gastro-intestinal  dis- 
turbance. Costo-vertebral  tenderness  and 
pain  in  the  lower  abdomen  as  well  as  ten- 
derness were  frequently  present  on  palpa- 
tion. Loss  of  sexual  power,  frontal  head- 


aches, lumbar  pain,  and  perhaps  urinary 
frequency  and  urgency  were  among  the 
other  complaints. 

As  a result  of  the  stasis  in  the  urinary 
tract  there  is  quite  likely  some  damage  to 
the  kidney  which  may  be  scarcely  detect- 
able or  may  be  severe.  It  may  be  accom- 
panied by  local  or  referred  pain  with  per- 
haps headache,  malaise,  fever,  chest  pains 
and  various  gastro-intestinal  symptoms. 
Hunner®  lists  the  gastro-intestinal  symp- 
toms as  indigestion,  anorexia,  nausea,  gas, 
diarrhoea,  rectal  pain  or  pressure  and  even 
mucous  colitis.  He  also  shows  the  results 
of  treatment. 

As  the  majority  of  the  strictures  are  in 
the  pelvis  it  is  not  surprising  that  most  of 
the  pains  are  referred  to  the  internal  gen- 
ital organs.  “From,  the  involvement  of  the 
neighboring  nerves  we  have  referred  symp- 
toms upward  to  the  flanks,  posteriorly  to 
the  sacral  and  sciatic  regions,  laterally  to 
the  hips,  and  downward  to  the  groin,  thighs, 
legs,  and  even  to  the  toes.  The  downward 
radiation  within  the  pelvis  give  rise  to  an- 
noying bladder,  uterine  and  rectal  symp- 
toms and  the  pains  referred  to  the  vagina 
and  perineal  regions  often  lead  to  mis- 
directed operations. 

All  the  symptoms  vary  somewhat  accord- 
ing to  the  extent,  duration  and  location  of 
the  stricture.  The  bladder  symptoms  may 
be  the  first  complaint  and  intractable,'^  the 
other  symptoms  of  urinary  stasis  being- 
added  later.  The  common  renal  diseases 
which  at  times  can  be  traced  to  ureteral 
stricture  are,  hydronephrosis,  a chronic  pye- 
litis, pyelitis  in  pregnancy  and  childbirth, 
pyonephrosis,  renal  and  ureteral  calculi  and 
inflammatory  conditions  resulting  in  essen- 
tial hematuria.  Hunner  says  “It  is  prob- 
able that  many  of  the  chronic  nephritides 
resulting  in  multiple  abortions  are  secon- 
dary to  stricture,  as  are  some  of  the  renal 
processes  formerly  considered  as  amenable 
only  to  medical  methods  of  treatment.” 

It  is  not  the  purpose  of  this  article  to 
discuss  the  pathology®  of  ureteral  stricture 
any  more  than  the  treatment.  The  treat- 
ment belongs  to  the  urologist  and  we  can 
dismiss  it  by  the  simple  statement,  “estab- 
lish proper  drainage.” 
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As  ureteral  stricture  occurs  frequently  in 
association  with  other  pelvic  and  abdominal 
conditions  at  times  it  is  extremely  difficult 
to  decide  which  condition  is  responsible  for 
the  symptoms  and  just  what  is  the  best 
course  to  pursue,  and  I most  heartily  a^ee 
with  Barry®  that  it  is  better  to  remove  a 
few  innocent  appendices  than  to  have  one 
rupture  but  that  there  is  far  too  much  need- 
less and  ill-advised  surgery  done  without 
the  proper  use  of  the  facilities  which  are 
now  available. 

In  conclusion  I ask  you  to  please  remem- 
ber that  there  are  many  poor  souls  wan- 
dering from  doctor  to  doctor  decorated  with 
numerous  operative  scars  who  have  lost 
hope  and  who  are  still  suffering  and  who 
can  be  relieved  of  their  symptoms  and  re- 
stored to  health  and  happiness  if  you  will 
keep  this  condition  in  mind  and  refer  them 
to  the  proper  specialist. 

BIBLIOGRAPHY 

^Hunner,  G.  L.,  “Ureteral  Stricture:  The  Eti- 
ology, Diagnosis,  Pathology  and  Treatment  of  a 
New  Abdominal  Syndrome.”  Am.  J.  Med.  Sc. 
CLXXIII,  No.  2,  p.  157  (February,  1927). 

"Hunner,  G.  L.,  “Chronic  Urethritis  and  Chronic 
Ureteritis  Caused  by  Tonsilitis”  J.A.M.A.,  .56, 
937-941  (April  1,  1911). 

‘‘Bumpus,  H.  C.  and  Meisser,  J.  G.,  “Foci  of  In- 
fection in  Cases  of  Pyelonephritis,”  J.A.M.A.,  77, 
1475-1478  (November  5,  1921). 

“Frommolt.  Zentralbl  f.  Gynakologie  51  (July 
23,  1927).  Extracted  in  J.A.M.A.,  October  22, 
1927,  p.  1467. 

“^Corbus,  B.  C.,  “Pyelonephritis  and  Its  Relation 
to  Non-gonorrhoeal  Urethritis,”  J.A.M.A.,  Vol.  89, 
p.  2162-2166  (December  24,  1927). 

"Hunner,  G.  L.,  “End  Results  in  100  Cases  of 
Ureteral  Stricture,”  J.  Urol.,  1924,  V.  12,  p.  305. 

''Hunner,  G.  L.,  “Intractable  Bladder  Symptoms 
Due  to  Ureteritis,”  J.  Urol.,  V.  4,  p.  504  (Decem- 
ber, 1920). 

®Hunner  and  Wharton.  “The  Pathological  Find- 
ings in  Cases  Clinically  Diagnosed  as  Ureteral 
Stricture,”  J.  Urol.,  1926,  V.  15,  p.  57. 

“’Barry,  T.  R.,  “Ureteral  Stricture,”  Journal  Ten- 
nessee State  Medical  Association,  Vol.  XX,  p.  341 
(February,  1928). 

DISCUSSION 

DR.  TOM  BARRY,  Knoxville:  Among  some  354 
patients  who  presented  themselves  for  cystoscopic 
examination  we  found  twenty-seven  definite  stric- 
tures of  the  ureter,  fifteen  in  males  and  twelve  in 
females.  I would  not  have  you  believe  that  stricture 
of  the  ureter  is  more  common  in  males,  but  most  of 
my. patients  are  males.  Pyelitis  and  strictures  are 
very  commonly  associated,  and  I think  that  the 
stricture  is  often  the  cause  of  pyelitis  not  clearing 
up  more  readily.  I do  not  think  patients  with  acute 
pyelitis  should  be  investigated  with  the  catheter. 


but  in  two  or  three  weeks  search  may  be  made  for 
the  stricture.  Stricture  of  the  ureter  quite  frequently 
follows  the  passage  of  ureteral  stones,  particularly 
is  this  true  of  those  cases  in  which  the  stone  be- 
comes impacted  in  the  wall  of  the  ureter.  I think 
those  cases  should  be  followed  up  later  by  investi- 
gation for  stricture. 

Hunner,  who  has  done  more  work  on  this  condi- 
tion than  any  one  else,  does  all  the  work  at  one 
sitting,  using  up  to  a No.  30  French  endoscope, 
and  at  the  same  time  passing  a catheter  up  the 
ureter.  If  the  patient’s  symptoms  are  relieved,  a 
diagnosis  of  ureteral  stricture  is  made,  while  as 
a matter  of  fact  an  urethral  stricture  might  be 
her  sole  complaint.  I think  we  should  dilate  the 
urethra  and  see  if  that  does  not  relieve  the  symp- 
toms, and  if  not,  we  should  go  further. 

The  treatment  of  ureteral  stricture,  which  Dr. 
Thomas  did  not  stress,  should  be  followed  like 
urethral  strictures.  Do  not  attempt  to  dilate  them 
at  one  sitting  up  to  No.  15  or  No.  16  French,  for 
if  you  do,  you  produce  much  trauma,  and  that  may 
be  worse  than  the  original  trouble.  We  used  to 
think  that  all  of  these  cases  showed  pathological 
elements  in  the  urine,  but  we  now  know  that  75 
to  80  per  cent  show  normal  urine. 

Dr.  Thomas  mentioned  those  patients  who  have 
gastro-intestinal  and  other  rather  remote  symp- 
toms, which  I do  not  think  are  due  to  stricture. 
He  has  drawn  a picture  which  to  me  is  quite  char- 
acteristic of  a neurotic.  Those  patients  who  com- 
plain of  all  sorts  of  pain,  vomiting  and  so  on, 
I think  should  be  classified  as  neurotic,  unless  some 
definite  pyelographic  findings  are  present. 

I will  show  a few  slides  demonstrating  some  of 
the  things  we  see  in  these  cases.  I do  not  believe 
we  are  justified  in  diagnosing  an  ureteral  stric- 
ture unless  we  can  show  a definite  point  of  nar- 
rowing, above  which,  there  is  dilatation. 

Slide:  Here  is  an  enormous  dilatation  above  a 
stricture  at  this  point  (indicating),  and  another 
at  this  point. 

Slide:  Here  is  another  case  with  a stricture  and 
the  enormous  dilatation  above  it.  This  was  a case 
of  bladder  extrophy,  with  multiple  strictures  from 
the  bladder,  clear  up  to  the  kidney.  The  next 
several  slides  are  of  much  the  same  type. 

(Presented  series  of  slides  demonstrating  the 
various  types  of  stricture  of  the  ureter.) 

DR.  J.  H.  SMITH,  Memphis:  Dr.  Hunner  is  a 
gynecologist  rather  than  a urologist,  but  about 
fifteen  years  ago,  he  began  to  hammer  into  us  the 
prevalence  of  stricture  of  the  ureter.  It  took  him 
a long  time  to  reach  us  in  this  respect,  but  we 
have  about  come  around  to  his  way  of  thinking 
and  have  concluded  that  stricture  of  the  ureter  is 
much  more  prevalent  than  is  usually  thought.  Some 
urologists  of  note  in  the  United  States  do  not  agree 
that  it  is  as  frequent  as  Hunner  believes.  Nor- 
mal spindles  in  the  ureter  are  often  mistaken  for 
stricture.  Diagnosis  can  be  made  by  the  wax- 
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tipped  bougie,  but  urography  is  necessary  in  the 
majority  of  cases  to  clear  up  all  the  points. 

Practically  all  the  pathology  of  the  ureter  is 
secondary  to  a focus  of  infection  elsewhere  in  the 
body.  The  urologist  cannot  clear  up  pyelitis  or 
other  conditions  of  the  kidney  unless  the  primary 
focus  of  infection  has  been  removed.  It  is  impor- 
tant to  remember  this.  We  cannot  clear  up  an 
infection  of  the  kidney  if  there  are  badly  infected 
teeth  or  tonsils,  a cholecystitis,  chronic  appendi- 
citis, chronic  constipation,  and  so  on,  as  a back- 
ground. These  are  the  usual  causative  agents  of 
trouble  in  the  kidney. 

Stricture  of  the  ureter,  I think,  is  secondary  to 
infection.  The  majority  of  cases  in  which  there  is 
stricture  of  the  ureter  show  infection  of  the  kid- 
ney. One  should  always  bear  in  mind,  pathology 
of  the  appendix,  the  bladder,  and  tubal  and  ova- 
rian conditions  when  differentiating  kidney  and 
abdominal  lesions. 

DR.  JEFFERSON  C.  PENNINGTON,  Nash- 
ville: As  Dr.  Smith  said.  Dr.  Hunner  had  quite  a 
time  in  convincing  us  that  there  is  such  a thing  as 
ureteral  stricture,  but  we  have  been  convinced  and 
now  are  having  quite  a time  convincing  others. 
It  has  frequently  occurred  that  when  a patient  has 
been  sent  to  a urologist  and  he  has  made  a diagno- 
sis of  stricture  of  the  ureter  the  man  who  sent  the 
patient  laughs  up  his  sleeves  and  says,  “I  expected 
some  fool  thing  like  that,  these  urologists  always 
try  to  make  something  new.”  I am  glad  Dr.  Barry 
showed  us  those  pictures,  for  no  one  can  get  any- 
thing at  all  out  of  them  except  stricture  of  the  ure- 
ter. We  know  the  ureter  has  peristaltic  action, 
the  same  as  the  intestines,  and  these  cases  are 
sometimes  confused  with  spasm  of  the  ureter,  but 
Dr.  Barry  pointed  out  the  strictures  very  definite- 
ly. They  are  strictures,  beyond  a doubt,  because 
they  are  very  short.  In  the  spasms  of  the  ureter 
the  spot  is  usually  2 to  3 cm.  long,  just  a blank 
space  with  nothing  going  through. 

Another  argument  that  is  often  presented  when 
we  are  making  a diagnosis  of  stricture  of  the 
ureter  comes  from  the  fact  that  some  one  may  look 
into  a bladder,  someone  who  is  not  a urologist,  and 
■will  say,  “Why,  I can  stick  my  finger  up  there,  it 
is  no  stricture.”  We  must  take  into  account  that 
in  every  stricture  of  the  ureter  that  has  been  seen, 
the  ureter  was  dilated  above  and  below  the  stric- 
ture. Why  this  is,  we  do  not  know.  We  know 


why  it  is  dilated  above  but  not  why  it  is  dilated 
below.  We  would  like  to  know  why  it  is  dilated 
below. 

As  to  the  abdominal  symptoms,  I recently  saw  a 
case  that  was  similar  to  the  one  Dr.  Smith  men- 
tioned; the  appendix  had  been  removed,  then  the 
gall  bladder,  and  later  a gastroenterostomy  had 
been  done.  When  I asked,  “How  long  were  you 
relieved?”  he  said,  “Never,  not  for  a minute.”  In- 
vestigation showed  ptosis  of  the  kidney,  with  stric- 
ture at  the  ureteropelvic  junction.  The  catheter 
lacked  only  about  one  inch  of  going  into  the  kidney 
pelvis,  and  we  could  demonstrate  that  with  the 
pyelogram.  Our  explanation  was  that  the  stricture 
occurred,  the  kidney  filled  up  and  got  heavy  with 
fluid  which  it  could  not  expel,  and  its  weight  pulled 
it  down.  It  is  evident  that  this  patient  did  not 
have  a nephroptosis  when  he  was  young,  or  when 
he  was  getting  all  this  work  two  years  ago,  for 
no  surgeon  could  have  failed  to  feel  it.  When  this 
was  relieved,  the  patient  complained  no  furtner. 

DR.  C.  R.  THOMAS,  Chattanooga  (closing)  : I 
wish  to  thank  these  gentlemen  for  their  discus- 
sions. Please  do  not  think  I am  a urologist,  for  I 
am  not.  The  point  I have  tried  to  bring  out  is  that 
there  are  symptoms  of  this  condition  which  any 
man  in  general  practice  can  discover.  The  symp- 
toms are  quite  characteristic  and  if  we  take  a 
little  time  with  the  history  and  examination,  we 
will  be  able  to  refer  these  patients  to  the  urologist 
for  examination,  rather  than  to  a surgeon  for  un- 
necessary operation. 

I do  not  agree  with  Dr.  Barry  that  these  cases 
are  mainly  neurotic.  I think  we  too  often  make  a 
diagnosis  of  neurosis  because  we  do  not  go  into 
our  cases  carefully  enough.  Many  of  the  patients 
are  neurotic,  but  if  we  have  a definite  pathology 
that  can  be  demonstrated  why  not  try  and  hook  up 
the  symptoms  that  the  patient  has  with  some 
definite  clinical  entity  such  as  ureteral  stricture. 
I wish  every  man  would  feel  that  there  is  a char- 
acteristic history  and  characteristic  physical  find- 
ings in  these  cases,  for  if  this  is  kept  in  mind, 
many  patients  can  be  saved  unnecessary  opera- 
tions. If  you  go  over  your  list  of  cases  you  will 
find  one  or  two,  maybe  more,  with  these  symptoms, 
and  you  should  refer  these  patients  to  the  urolo- 
gist. They  may  not  have  ureteral  stricture,  but  he 
may  find  something  the  correction  of  which  •will 
give  them  relief. 
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Since  there  has  been  some  criticism  of  a 
letter  I wrote,  and  particularly,  of  the  use 
to  which  the  letter  was  put,  I deem  it  proper 
that  a complete  statement  of  all  the  develop- 
ments connected  with  the  incident  be  made. 

The  Tennessee  State  Medical  Association 
through  its  House  of  Delegates  passed  a 
resolution  on  April  12th  endorsing  a bill 
then  pending  before  Congress  known  as 
the  Tyson-Fitzgerald  bill  affecting  disabled 
emergency  officers  of  the  world  war. 

A copy  of  these  resolutions  were  for- 
warded to  the  members  of  Congress  (House 
and  Senate)  from  Tennessee  on  April  14th 
together  with  a letter.  The  bill  passed  both 
the  Senate  and  the  House.  It  was  vetoed  by 
the  President  and  it  passed  the  Senate  and 
the  House  notwithstanding  the  veto  of  the 
President. 

In  reference  to  this  specific  request  by 
the  Association,  Senator  McKellar  sup- 
ported the  bill  on  its  original  passage.  He 
also  supported  the  bill  after  it  was  vetoed 
by  the  President.  Congressman  Garrett 
made  a speech  in  opposition  to  the  bill  on 
the  fioor  of  the  House  and  we  are  informed 
was  absent  from  the  House  when  it  came 
up  for  consideration  after  the  veto  of  the 
President,  but  was  paired  with  another 
member  of  the  House  who  favored  the  bill. 
The  American  Medical  Association  was 
supporting  this  bill.  The  Tennessee  State 
Medical  Association  endorsed  this  bill.  The 
American  Medical  Association  was  inter- 
ested also  in  a number  of  other  measures 
pending  before  Congress  affecting  doctors, 
— one  was  an  attempt  to  increase  the  nar- 
cotic license  fee  from  one  to  three  dollars 


per  year.  Another  was  an  attempt  by  the 
Association  to  amend  the  Revenue  Act  so 
as  to  permit  doctors  to  deduct  expenses  inci- 
dent to  post-graduate  work  and  attendance 
upon  medical  meetings  from  income  tax 
returns.  This  privilege  is  enjoyed  by  a 
number  of  other  organizations.  Full  data 
can  be  had  from  various  issues  of  the  Jour- 
nal of  the  American  Medical  Association. 

On  June  6th  I received  a letter  from  Dr. 
W.  C.  Woodward,  Executive  Secretary  of 
the  Bureau  of  Legal  Medicine  and  Legisla- 
tion of  the  American  Medical  Association, 
which  letter  was  dated  June  2nd.  This  let- 
ter touched  upon  the  achievements  of  the 
Bureau.  It  was  a two-page  letter,  too  long 
to  be  reproduced  here  but  the  following 
paragraph  is  reproduced  in  full: 

“The  profession  owes  a debt  of  gratitude  to 
your  Senator  McKellar.  In  the  fight  on  the 
floor  of  the  Senate  for  the  adoption  of  the  Robin- 
son amendment,  he  stood  up  nobly  alongside  of 
Senator  Copeland  and  was  a potent  factor  in  pro- 
curing the  vote  that  was  procured.  A strong 
letter  of  appreciation  is  due  him,  it  seems  to  me.” 

Immediately  on  reading  Dr.  Woodward’s 
letter  the  following  letter  was  dictated*  to 
Senator  McKellar,  signed  and  forwarded 
to  him: 

“My  dear  Senator  McKellar: 

“I  am  writing  to  express  to  you  the  thanks 
of  the  Medical  Association  for  your  efforts  on 
legislation  pending  before  Congress  affecting 
doctors. 

“Dr.  W.  C.  Woodward,  Executive  Secretary  of 
the  Bureau  of  Legal  Medicine  and  Legislation 
of  the  American  Medical  Association,  has,  among 
other  things,  to  say  about  your  efforts:  ‘The 
profession  owes  a debt  of  gratitude  to  your  Sena- 
tor McKellar.  In  the  fight  on  the  floor  of  the 
Senate  for  the  adoption  of  the  Robinson  amend- 
ment, he  stood  up  nobly  alongside  of  Senator 
Copeland  and  was  a potent  factor  in  procuring 
the  vote  that  was  procured.  Senator  McKellar 
appeared  as  a strong  supporter  of  the  medical 
profession.’ 

“With  sincere  regards,  I am” 

Senator  McKellar’s  headquarters  made 
a copy  of  the  letter  and  letterhead  and  sent 
it  to  the  doctors  of  the  state. 

It  is  apparent  to  anyone  who  examined 
the  letter  sent  out  that  it  was  a copy  and 
that  it  was  not  on  the  Association’s  sta- 
tionery. 
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A few  members  of  the  Association  have 
been  critical  of  this  act  of  mine  in  writing 
the  letter  of  appreciation. 

It  is  perfectly  apparent,  it  seems  to  me, 
that  the  letter  was  not  a political  letter.  It 
was  not  so  framed  as  to  even  intimate  that 
the  State  Medical  Association  as  an  organi- 
zation was  pledged  to  support  any  candi- 
date for  office.  The  letter  was  prompted 
by  the  motives  of  common  courtesy  and  ap- 
preciation for  services  rendered,  which  ser- 
vices had  been  requested, — nothing  more, 
nothing  less.  It  is  my  feeling  that  the  Asso- 
ciation and  that  I as  its  executive  officer 
would  have  been  remiss  in  my  duty  had  I 
not  forwarded  some  expression  of  apprecia- 
tion under  the  circumstances. 

It  is  one  of  the  duties  of  this  office  to  keep 
its  membership  informed  on  public  mat- 
ters. It  is  one  of  the  duties  of  the  Asso- 
ciation as  set  out  in  its  Constitution  to 
“procure  the  enactment  and  enforcement  of 
just  medical  laws,  the  promotion  and  friend- 
ly intercourse  among  physicians  and  the 
guarding  and  fostering  of  their  material 
interest.” 

No  member  of  the  Association  is  more 
familiar  with  the  fact  than  I that  the  Ten- 
nessee State  Medical  Association  is  a non- 
political organization.  No  one  would  be 
more  violently  opposed  to  an  attempt  to 
make  a political  organization  out  of  the 
Association  than  I would  be,  and  any  inter- 
pretation of  the  above  incident  to  the  eifect 
that  an  attempt  was  made  to  “drag  the 
Association  into  politics”  is  unwarranted  in 
fact  and  unjust  to  me. 

H.  H.  Shoulders. 


On  this  page  of  this  issue  of  The  Jour- 
nal will  be  found  a report  of  the  Delegates 
to  the  American  Medical  Association  from 
the  Tennessee  State  Medical  Association. 
Insofar  as  we  know  this  is  the  first  report 
that  such  delegates  have  made  for  publica- 
tion. Every  member  of  the  Tennessee  State 
Medical  Association  should  read  this  report. 
It  is  not  only  well-written  but  it  portrays 
something  of  the  activities  of  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion. It  portrays  also  something  of  the 


movements  that  are  springing  up  and  of 
the  action  that  is  being  taken  to  combat 
those  movements  which  are  not  to  the  best 
interest  of  the  profession  and  the  public. 

We  are  publishing  this  report  at  this  time 
in  order  that  the  officers  and  members  of 
the  Association  may  know  just  how  they 
were  represented  by  these  delegates.  The 
delegates  are  very  frank  in  their  statements 
as  to  how  they  stood  on  the  various  mat- 
ters that  were  presented  to  the  House  for 
action. 

There  certainly  are  troublesome  problems 
confronting  the  medical  profession.  These 
problems  are  not  local — they  are  general, 
and  concerted  action  will  be  required  to 
combat  them. 


REPORT  OF  THE  TENNESSEE  DELE- 
GATES TO  THE  A.  M.  A. 

The  meeting  of  the  A.M.A.  at  Minneapolis  June 
11  to  15,  1928,  was  one  of  the  most  successful  meet- 
ings in  the  history  of  the  Association.  There  were 
4,876  registered  and  a most  interesting  program 
was  presented. 

One  very  noticeable  feature  was  the  scientific 
exhibits.  These  were  more  numerous  and  interest- 
ing by  far  than  at  any  previous  meeting.  A whole 
week  could  have  been  most  profitably  spent  in  the 
study  of  these  most  elaborate  and  instructive  pre- 
sentations. 

However,  as  the  business  of  the  House  of  Dele- 
gates has  become  so  heavy,  and  takes  so  much  time, 
the  members  of  that  body  have  very  little  time  to 
devote  to  the  scientific  side  of  the  meeting,  con- 
sequently our  report  will  of  necessity  have  to  be 
confined  to  the  proceedings  of  the  House  of  Dele- 
gates. 

The  constitution  of  the  A.M.A.  sets  a limit  of 
175  as  the  maximum  membership  in  the  House  of 
Delegates.  These  include  not  only  the  delegates 
from  the  constituent  State  Associations,  and  dele- 
gates from  Hawaii,  Alaska,  Philippine  Islands, 
Porto  Rico,  and  the  Canal  Zone,  but  delegates  from 
the  Army,  Navy  and  Public  Health  Service,  and 
from  each  of  the  scientific  sections.  Of  this  num- 
ber, there  were  154  delegates  registered  and  in  at- 
tendance, Tennessee’s  three  delegates  being  present 
at  all  meetings. 

The  constitution  also  provides  that  a reappor- 
tionment of  delegates  shall  be  made  every  three 
years,  this  past  year  being  the  time  for  said  re- 
apportionment. The  committee  selected  to  make 
such  apportionment  set  the  number  of  members  to 
each  delegate  at  775  or  fraction  thereof.  Any  state 
with  775  members  or  less,  one  delegate;  any  state 
having  1,550  members,  2 delegates;  and  so  on.  We 
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are  glad  to  report  that  Tennessee  has  kept  pace 
with  the  procession  and  is  still  entitled  to  three 
delegates.  Some  states  gained  one  delegate  and 
some  lost  one. 

There  were  many  interesting  and  important 
questions  presented  to  the  House  for  their  con- 
sideration. Among  other  things,  some  amendments 
to  the  Constitution  and  By-Laws  were  proposed; 
some  were  adopted  and  some  rejected.  Those  of 
you  who  have  kept  in  touch  with  the  proceedings 
will  have  already  been  informed  on  these  points. 
The  Journal  of  the  A.M.A.  for  May  5,  1928,  con- 
tained the  annual  reports  of  the  Board  of  Trustees, 
Secretary,  and  the  different  Councils,  with  their 
recommendations  The  Journal  of  June  16,  1928, 
contained  the  recommendations  of  President  Jack- 
son,  President-elect  Thayer,  the  Speaker  of  the 
House  Warnshuis,  as  well  as  some  supplemental  re- 
ports by  the  Board  of  Trustees  and  the  Council  on 
Medical  Education  and  Hospitals.  All  these  reports 
of  officers  and  councils  were  referred  to  the  Refer- 
ence Committee  upon  Report  of  Officers,  and  were 
duly  considered  and  reported  back  to  the  House  for 
final  action. 

It  would  take  up  entirely  too  much  of  your  time 
and  would  be  of  very  little  interest  to  go  into  a 
full  report  of  all  of  the  proceedings.  However, 
certain  actions  were  taken  and  recommendations 
were  made  that  we  feel  would  be  of  interest  to  the 
Tennessee  State  Society,  so  we  beg  leave  to  go 
somewhat  into  detail  upon  these  points  and  to  make 
some  recommendations  to  the  House  of  Delegates 
of  the  Tennessee  Medical  Society  for  their  consid- 
eration. 

Some  four  or  five  years  ago,  a proposition  was 
presented  to  the  House  of  Delegates  by  the  New 
York  State  Medical  Society  looking  to  the  question 
of  the  advisability  of  the  American  Medical  As- 
sociations establishing  a home  for  indigent  physi- 
cians. A committee  was  appointed  to  make  a sur- 
vey of  the  country  for  the  purpose  of  ascertaining 
the  number  of  indigent  physicians  who  were  worthy 
of  assistance.  This  committee  reported  to  the 
House  of  Delegates  in  Washington  in  1927  with 
the  recommendation  that  such  home  be  not  estab- 
lished. That  so  far  as  their  survey  was  concerned 
that  very  few  indigent  physicians  could  be  found, 
and  those  discovered,  when  interviewed,  did  not 
want  to  leave  their  friends  and  locations  where 
they  had  spent  their  lives  to  go  live  among  strang- 
ers. This  we  know  would  be  quite  a hardship 
on  such  physicians.  The  committee  found  that 
certain  states  had  provided  a fund  to  meet  the 
needs  of  such  indigents  as  might  be  in  their  bor- 
ders. Also  that  some  of  the  larger  local  societies 
had  made  such  provisions. 

The  Secretary  was  instructed  to  check  up  on 
the  survey  made  by  that  committee.  His  report 
was  the  same  this  time.  However,  the  New  York 
delegation  came  again  this  year  and  stated  that 
their  survey  of  the  situation  was  directly  opposite 


to  the  other  reports  made.  So  that  this  committee 
was  instructed  to  take  the  matter  up  in  connection 
with  the  New  York  committee  and  report  next  meet- 
ing. 

However,  we  feel  confident  that  the  A.M.A.  will 
decide  against  establishing  said  home.  We  feel  that 
the  Tennessee  State  Medical  Society  should  take 
some  steps  to  provide  for  any  really  indigent  phy- 
sicians in  Tennessee.  Humanity  demands  that  we 
take  this  step  and  make  such  provisions. 

Dr.  W.  A.  Pusey,  Chairman  of  the  Reference 
Committee  on  Medical  Education,  made  the  follow- 
ing recommendations: 

1.  That  it  would  be  most  desirable  for  medical 
students  to  enter  practice  at  an  earlier  age. 

2.  That  the  plan  of  covering  the  medical  course 
in  three  years  of  four  quarters  instead  of  four 
years  of  three  quarters  and  a long  vacation,  as 
is  illustrated  in  plan  proposed  by  Duke  Univer- 
sity. 

3.  That  the  medical  course  is  overcrowded  with 
details  and  with  detailed  consideration  of  the 
specialties  and  would  be  improved  by  a less 
crowded  course  confined  more  nearly  to  the  es- 
sentials and  fundamentals  and  that  efforts  to  this 
end  should  be  made. 

These  recommendation  were  adopted  by  the 
House. 

Dr.  Chas.  J.  Whalen,  Illinois,  offered  this  reso- 
lution : 

“Whereas  it  has  come  to  our  attention  that 
students  in  universities  and  colleges  are  being 
given  free  medical  care  without  regard  to  the 
ability  of  the  individual  to  pay  for  the  same. 
Therefore  be  it 

“Resolved  that  the  Judicial  Council  be  re- 
quested to  investigate  the  matter  as  to  the  extent 
to  which  this  practice  prevails.” 

Dr.  Irwin  Abell,  Kentucky,  Chairman  of  the 
committee  to  which  this  resolution  was  referred, 
I’ecommended  the  adoption  of  said  resolution.  Same 
was  then  adopted. 

Your  delegates  to  the  A.M.A.  feel  that  this  is 
a very  important  step  and  that  the  House  of 
Delegates  of  the  Tennessee  State  Association  should 
go  on  record  as  favoring  this  movement,  and  con- 
demning this  step  toward  socialization  and  state 
medicine. 

President  Jackson,  in  his  address  which  was 
published  in  the  Journal  of  the  A.M.A.  of  June  16, 
1928,  dealt  with  the  abuses  of  medical  charities. 
In  this  report  he  pointed  out  the  injustice  which 
is  being  done  the  profession  in  the  operation  of 
certain  hospitals  and  clinics.  He  also  pointed  out 
the  part  played  by  the  members  of  the  profession 
in  the  operation  of  such  clinics,  showing  that  no 
hospital  or  clinic  could  operate  without  the  co- 
operation of  the  members  of  the  medical  profes- 
sion. 

He  summed  up  his  observations  in  about  the  fol- 
lowing language:  “I  feel  that  the  time  has  come 
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when  (1)  no  institution  or  clinic  should  permit  its 
attending  physicians  to  be  imposed  upon.  (2) 
Whatever  the  social  or  other  advantages  to  the 
physician  in  the  clinic,  he  should  not  be  permitted 
to  contribute  to  what  is  a gross  injustice  to  the 
profession  as  a whole. 

“I,  therefore,  wish  to  recommend  for  your  con- 
sideration the  creation  of  some  sort  of  agency  with- 
in our  Association  to  meet  this  problem.  Perhaps 
it  might  be  known  as  the  ‘Committee  (or  Council) 
on  Medical  Charities  and  Economics,’  or  it  might 
be  better  to  add  this  service  to  some  other  existing 
agency  such  as  the  Judicial  Council.  It  should,  how- 
ever, be  a permanent  assignment.  Its  first  duty 
should  be  to  investigate  all  medical  charities  to  as- 
certain their  position  in  this  problem.  Following 
this  investigation,  a classification  should  be  made. 
Those  which  respect  medical  rights  should  be  classi- 
fied as  approved.  Those  which  do  not  should  be 
classified  as  not  approved. 

“In  making  this  classification  the  Council  or 
Committee  should  formulate  rules  determining 
what  shall  constitute  proper  medical  charity,  this 
classification  to  guide  both  the  charities  and  the 
profession.” 

He  cited  one  instance  of  “a  magnificent  hospital 
handsomely  equipped  where  one  of  the  outstanding 
surgeons  of  the  country  only  receives  compensa- 
tion for  eight  out  of  every  one  hundred  opera- 
tions.” At  another  institution  patients  are  received 
who  are  not  only  able  but  anxious  and  willing  to 
pay  a fee,  but  the  patient  was  a charity  one,  so  far 
as  the  hospital  was  concerned,  and  the  attending 
physician  was  not  allowed  to  accept  even  a com- 
parative tip  as  compensation.  Such  a course  as 
this  by  any  hospital  is  a gross  injustice  to  the 
men  who  make  possible  its  operation. 

President  Jackson  further  states  that  “such  hos- 
pitals be  classified  as  not  approved  and  to  serve 
such  hospital  or  clinic  should  be  declared  a violation 
of  ethics  with  its  proper  penalty.”  We  feel  that 
the  House  of  Delegates  of  Tennessee  State  Society 
should  go  on  record  favoring  this  movement. 

Dr.  Arthur  D.  Bevan,  Chairman  of  the  Council 
on  Medical  Education  and  Hospitals,  in  his  report, 
stated  that  in  the  future  more  time  was  going  to  be 
spent  in  the  consideration  of  hospitals;  trying  to 
get  them  properly  classified,  etc.,  recognizing  the 
fact  that  such  investigation  would  have  to  take 
into  consideration  local  conditions  and  would  have 
to  work  in  harmony  with  State  and  County  So- 
cieties. 

He  said  further:  “I  desire  to  call  your  attention 
to  a matter  which  must  be  faced  at  once;  I refer 
to  the  matter  of  institutions  practicing  medicine.” 

It  would  take  entirely  too  much  time  for  us  to 
quote  his  arguments,  etc.,  and  suffice  it  to  say 
that  the  practice  of  medicine  by  institutions  was 
most  severely  condemned  by  the  Council.  He  re- 
ferred especially  to  medical  colleges  who  have 


adopted  the  all-time  teacher,  where  patients  are 
accepted  and  treated,  the  fees  for  such  treatment 
not  going  to  the  physician  who  performs  the  ser- 
vice but  to  the  institution. 

The  report  says,  “the  individual  and  personal  re- 
lations of  the  doctor  to  his  patients  cannot  be  as- 
sumed by  an  institution.”  It  further  says:  “This 
so-called  full-time  clinical  teacher  is  an  American 
experiment  which  did  not  originate  in  the  medical 
profession  but  in  the  minds  of  laboratory  workers 
and  laymen.  It  has  never  had  the  support  of  the 
medical  profession.  It  has  gone  far  because  it 
has  received  ample  financial  support.  The  univer- 
sities which  have  adopted  this  plan  have  been 
badly  advised  in  this  matter,  and  the  time  has  come 
when  the  medical  profession  should  take  a definite 
stand  on  the  subject  and  make  it  clear  to  such  in- 
stitutions, that  an  institution  cannot  practice  medi- 
cine, and  that  medical  education  must  be  developed 
on  sound  ethical  lines  that  can  receive  the  support 
of  the  medical  profession.” 

It  further  states:  “The  experiment  of  full-time 
clinical  teachers  has  been  given  a fair  trial  and 
has  proved  to  be  a failure.  It  is  impossible  to 
secure  and  retain  permanently  first-class  men  on 
this  unethical  basis.  Very  few  men  who  have  been 
tempted  by  the  offer  of  an  important  professorship, 
and  accepted  it,  believe  in  the  plan,  or  retain  the 
position  for  long.” 

The  Secretary,  in  his  report  showing  the  num- 
ber of  Members  and  Fellows  of  the  A.M.A.  in  each 
state,  has  reported.  Members  96,443,  Fellows  63,- 
487.  Tennessee  in  1927  had  1,547  Members  and 
in  1928,  1,731  with  793  Fellows.  We  feel  that  Ten- 
nessee should  have  more  Fellows  of  the  A.M.A.  and 
that  an  effort  should  be  put  forth  by  the  officers 
and  members  of  the  Association  to  create  a greater 
interest  in  the  present  organization. 

A large  part  of  the  Secretary’s  report  was  given 
to  the  discussion  of  the  multiplicity  of  medical  or- 
ganizations. He  says  “for  some  years  there  has 
been  a persistent  tendency  toward  the  creation  and 
operation  of  independent  scientific  societies,  until 
now  there  are  many  of  them  in  the  field,  some  high- 
ly specialized,  some  apparently  duplicating  the 
work  of  our  own  societies,  or  actually  attempting 
to  substitute  for  them. 

“Of  course,  many  of  these  are  doing  good  work, 
some  are  helpfully  supplemental  to  regularly  or- 
ganized medical  societies  and  it  is  probably  true 
that  a few  of  them  are  doing  what  our  own  society 
cannot  readily  do.  It  is  possible,  however,  if  not 
definitely  a proved  fact,  that  some  are  merely  in- 
truding, duplicating  and  interfering,  whether  de- 
signedly or  otherwise.” 

Now  the  thought  underlying  these  remarks  of 
the  Secretary  is  a plea  for  the  less  fortunate  mem- 
bers of  our  profession.  The  medical  profession  is 
itself  a great  fraternity  and  there  should  be  no 
cliques,  clubs,  wheels  within  wheels,  which  would 
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render  such  medical  information  as  they  may  have 
unavailable  to  the  humblest  medical  practitioner. 

After  a general  discussion  in  the  House  of  Dele- 
gates, it  was  generally  conceded  that  the  compul- 
sory attendance  upon  staff  meetings  should  be  con- 
demned; that  multiple  staff  meetings,  especially 
those  devoted  to  scientific  papers  and  discussions, 
should  be  discontinued  further  than  routine  staff 
business  and  going  over  case  records,  pathological 
and  post-mortem  reports. 

Another  point  we  wish  to  make  and  one  that  we 
feel  will  be  very  gratifying  to  his  friends  in  Ten- 
nessee is  that  the  very  great  success  of  the  A.M.A. 
is  very  largely  due  to  the  wonderful  work  of  the 
Secretary,  Dr.  Olin  West.  His  popularity  is  almost 
universal  and  he  is  looked  upon  as  the  moving  and 
leading  spirit  of  the  organization.  We  feel  very 
proud  indeed  that  one  of  our  members,  one  we  all 
loved  and  admired,  has  become  the  outstanding  and 
leading  figure  in  the  A.M.A.  His  is  a most  re- 
sponsible position  and  one  that  is  hard  to  fill.  He 
has  many  things  to  contend  with,  many  rough 
places  to  smooth  out  and  difficulties  to  encounter, 
but  he  meets  the  emergencies  and  in  a diplomatic 
manner  meets  all  of  his  responsibilities. 

The  following  amendment  to  the  constitution  was 
offered  at  the  Washington  meeting  and  was  acted 
upon  at  this  meeting. 

Section  1,  Article  5 of  the  Constitution,  by  Dr. 
Follensbren,  of  Ohio: 

“Section  1.  The  legislative  powers  of  the  Asso- 
ciation reside  in  the  House  of  Delegates.  The 
House  of  Delegates  shall  transact  all  business  of 
the  Association  not  otherwise  specifically  provided 
for  in  this  Constitution  and  By-Laws  and  shall 
elect  the  general  officers. 

“It  shall  have  the  power  to  discipline  or  expel  a 
member  of  the  American  Medical  Association  or 
a Fellow  of  the  Scientific  Assembly  on  recommen- 
dation of  the  Judicial  Council.” 

Section  1,  Article  5,  now  reads  the  same  except 
the  provision  for  the  disciplining  of  members. 

The  Reference  Committee  on  Report  of  Officers 
and  Councils  recommended  that  this  be  made  an 
article  in  the  By-Laws  in  place  of  constitutional 
amendment.  The  recommendation  was  adopted  as 
a By-Law. 

We  feel  that  this  was  a wise  step  to  take.  Under 
the  old  Constitution  and  By-Laws,  the  A.M.A.  was 
powerless  to  expel  or  discipline  a member,  no  mat- 
ter how  immoral  or  unethical  a member  might  be. 
the  County  Society  being  the  sole  judge  of  the 
fitness  of  members.  This  By-Law  does  not  pro- 
pose to  exercise  any  authority  over  members  of  a 
County  or  State  Society,  but  it  does  give  it  the 
power  under  certain  conditions  to  be  the  judge  of 
its  own  members.  If  a County  or  State  Society  see 
fit  to  continue  as  a member  a rank  advertiser  or 


one  guilty  of  any  other  gross  violation  of  ethics, 
that  is  their  privilege.  However,  the  Council  of  the 
A.M.A.  did  not  feel  that  the  parent  Association 
should  be  forced  to  recognize  such  unethical  pro- 
cedures. 

We  feel  that  the  Tennessee  State  Medical  So- 
ciety should  make  similar  provisions  and  would 
recommend  a similar  By-Law. 

Dr.  E.  Elliot  Harris,  of  New  York,  submitted 
the  following  amendment  to  Section  1,  Chapter 
IX,  of  the  By-Laws  at  the  Washington  meeting. 
Amend  by  changing  the  first  sentence  in  Section 
1,  Chapter  IX,  of  the  By-Laws  to  read: 

“The  Judicial  power  of  the  Association  shall  be 
vested  in  the  Judicial  Council  whose  decision, 
unless  modified  by  the  House  of  Delegates, 
shall  be  final.  The  effect  of  this  amend- 
ment would  be  to  make  decision  of  the  Judicial 
Council  subject  to  review  and  final  action  by  the 
House  of  Delegates.” 

This  would  be  on  a parity  of  Congress  review- 
ing and  passing  on  the  decisions  of  the  United 
States  Supreme  Court.  This  amendment  was,  and 
we  think  wisely,  rejected. 

There  were  several  other  proposed  amendments 
of  minor  importance  proposed  but  as  they  were  of 
minor  significance  we  will  refrain  from  a discus- 
sion of  them. 

The  report  of  the  Bureau  of  Legal  Medicine  and 
Legislation  is  of  such  extent  and  covers  so  many 
important  subjects  that  we  feel  it  would  be  un- 
wise for  us  in  this  report  to  enter  into  its  dis- 
cussion. 

This  report  is  published  in  full  in  The  Journal 
of  the  A.M.A.,  May  5,  1928,  p.  1458.  However,  as 
there  are  a great  number  of  the  members  of  the 
Tennessee  State  Association  who  are  not  subscrib- 
ers to  the  Journal,  we  feel  it  would  be  a wise  thing 
for  the  Editor  of  the  State  Journal  to  prepare  a 
digest  of  this  report  and  publish  the  same  in  the 
State  Journal.  Those  who  are  not  informed  have 
no  conception  of  the  activities  of  this  Bureau. 
They  have  compiled  facts  and  statistics  relating 
to  the  proposed  medical  legislation  not  only  in 
Congress  and  United  States  Senate  but  in  the  dif- 
ferent states.  It  shows  very  clearly  the  pernicious 
purposes  of  certain  forces  and  the  effort  which  is 
being  made  to  foster  socialization  of  the  profes- 
sion. The  efforts  which  are  being  made  along  cer- 
tain lines  to  force  the  United  States  Government 
into  a paternalistic  attitude  toward  subjects  per- 
taining to  the  profession. 

Every  physician  in  the  state  should  be  a sub- 
scriber to  the  Journal  of  the  A.M.A.  and  should 
not  only  read  the  strictly  scientific  articles  but  such 
reports  as  these  and  the  articles  in  the  Association 
Bulletin. 

We  wish  that  every  physician  in  the  United 
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States  could  only  know  the  efforts  which  are  being 
put  forward  by  the  parent  association  in  the  in- 
terest of  the  profession  as  a whole. 

Do  not  think  for  one  moment  that  the  organiza- 
tion is  not  making  strenuous  efforts  not  only  to 
furnish  scientific  facts  to  the  profession,  but  they 
are  striving  to  uphold  the  traditions  and  the  ethics 
of  the  profession. 

Another  thing  we  would  like  to  bring  to  your 
attention  is  the  fact  that  the  business  of  the 
House  of  Delegates  of  the  A.M.A.  has  grown  to 
such  proportions  that  its  members,  provided  they 
attend  its  meetings,  have  practically  no  opportu- 
nity to  attend  the  scientific  sessions;  consequently 
they  receive  very  little  benefit  from  a scientific 
standpoint.  As  you  can  see  by  this  brief  synopsis 
of  the  meeting  the  business  of  the  House  of  Dele- 
gates is  very  important  and  may  affect  every  mem- 
ber of  the  profession  in  the  United  States,  so  that 
it  is  important  that  delegates  be  diligent  in  their 
attendance.  This  being  true,  we  feel  that  the 
actual  expenses  of  the  delegates  should  be  paid  by 
the  different  State  Associations.  The  delegates 
are  there  to  transact  the  business  of  the  State  So- 
cieties and  are  their  agents.  Many  of  the  states, 
we  understand,  make  this  provision.  When  the 
A.M.A.  meets  close  to  us  the  $50  appropriated  is 
sufficient  to  meet  railroad  and  Pullman  expenses, 
but  when  it  meets  in  distant  cities  it  is  totally  in- 
adequate. We  make  this  recommendation  not  from 
any  selfish  motive.  Whether  you  should  decide  that 
your  present  delegates  are  satisfactory,  or  whether 
you  think  best  to  elect  others  more  competent  and 
more  satisfactory,  we  feel  such  provision  should  be 
made  to  at  least  pay  railroad  and  Pullman  ex- 
penses. 

We  also  recommend  the  proposition  to  make 
some  provision  for  indigent  physicians. 

Also,  That  we  endorse  the  Whalen  Resolution 
regarding  the  free  treatment  of  college  and  uni- 
versity students. 

Also,  Endorse  the  Report  of  Council  on  Medical 
Education  and  Hospitals  pertaining  to  institutions 
practicing  medicine  and  the  all-time  clinical  teacher 
of  medicine. 

Also,  Endorse  the  recommendation  of  President 
Jackson  regarding  the  measures  to  be  adopted,  in- 
cluding the  abuse  of  medical  charities. 

Would  also  recommend  a revision  of  our  Consti- 
tution and  By-Laws  which  will  conform  to  that 
adopted  by  the  A.M.A.  so  that  our  State  Society 
would  have  the  right  and  the  power  to  discipline 
its  own  members. 

We  would  suggest  that  this  report  be  referred 
to  either  the  Council,  Board  of  Trustees  or  some 
other  agency  to  go  over  and  make  their  recom- 
mendations to  the  House  of  Delegates. 

(Signed)  L.  L.  Sheddan, 

M.  M.  CULLUM. 

H.  B.  Everett, 

Delegates. 


DEATHS 

Dr.  B.  L.  Ogle,  40,  died  suddenly  at  his 
home  in  Knoxville  on  July  6th. 

Dr.  Ogle  graduated  from  the  Medical 
Department,  Lincoln  Memorial  University, 
Knoxville,  in  1913  and  was  licensed  to  prac- 
tice in  1915. 


Dr.  William  Catlett,  58,  for  17  years  a 
practicing  physician  of  Knoxville,  died  July 
18th. 

Dr.  Catlett  graduated  from  the  Medical 
Department,  Lincoln  Memorial  University, 
Knoxville,  in  1898. 
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REGULAR  MEETINGS  OF  COUNTY 
SOCIETIES 

Anderson  County — First  Monday  of  each 
month  at  2 p.m.  in  Clinton,  Tenn. 

Bedford  County- — Third  Thursday  of 
each  month  at  2 p.m.,  Shelbyville,  in  Dr. 
Ray’s  office. 

Blount  County — Every  Thursday,  8 p.m., 
First  National  Bank  Building,  Maryville. 

Bradley  County — First  and  third  Thurs- 
days of  each  month,  7 p.m.,  at  the  court- 
house, office  of  county  health  officer. 

Carroll- W eakley-B  enton-Henry  Counties 
— Every  second  Tuesday  at  McKenzie. 

Coffee  County — First  Thursday  of  each 
month. 

Davidson  County — Every  Tuesday,  8 
p.m..  Doctors’  Building,  Nashville. 

Dyer-Crockett-Lake-Obion  Counties  — 
First  Thursday  of  each  month. 

Fayette-Hardeman — First  Thursday  in 
each  month. 

Franklin  County — Last  Friday  in  each 
month  at  Winchester. 

Greene  County— First  Monday  of  each 
month,  11  a.m..  First  National  Bank  Build- 
ing, Greeneville. 

Hamilton  County — Each  Thursday,  8 
p.m..  Manufacturers’  Association,  815 
Broad  Street,  Chattanooga. 
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Hardeman  County — rFirst  Tuesday  in 
January,  April,  July  and  October,  Bolivar. 

H a r d i n-Lawrence-Lewis-Perry-Wayne 
Counties — Last  Tuesday  of  each  month. 

Haywood  County — Last  Tuesday  of  each 
month.  Brownsville,  7 p.m. 

Jackson  County — First  Friday  of  each 
month  at  the  courthouse,  Gainesboro. 

Knox  County — Every  Tuesday,  8 p.m.,  at 
Society  Hall  Medical  Building,  Knoxville. 

Lauderdale-T  i p t o n Counties — Second 
Thursday  of  each  month. 

Marshall  County — Every  fourth  Thurs- 
day; Lewisburg. 

McMinn  County — Every  second  Thurs- 
day, 2 p.m.,  in  Athens. 

Macon-Clay-Jackson  — First  Wednesday 
of  each  month. 

Madison  County — First  and  third  Tues- 
day, 8 p.m.,  at  Y.  M.  C.  A.  Building,  Jack- 
son. 

Roane  County — First  and  third  Tuesday, 
1 p.m.,  at  the  Red  Cross  Rooms,  Harriman. 

Robertson  County — Third  Tuesdays  of 
each  month. 

Sevier  County — First  Monday  of  each 
month,  7 :30  p.m..  Central  Hotel,  Sevierville. 

Shelby  County — First  and  third  Tuesdays 
Medical  Arts  Building,  Memphis. 

Warren  County — First  Wednesday  of 
each  month,  1 :30  p.m..  First  Trust  Co.,  Mc- 
Minnville. 

Washington  County— Second  Thursday 
of  each  month,  at  noon.  Hotel  John  Sevier, 
Johnson  City. 

Williamson  County— Second  Tuesday  of 
each  month. 

Wilson  County — First  Wednesday  of  each 
month,  10 :30  a.m.,  at  Lebanon. 


Carter  County. — During  the  month  of 
July  a new  charter  was  issued  to  Carter 
County.  The  last  meeting  of  the  House  of 
Delegates  ordered  this  charter  issued  when 
the  society  adopted  a constitution  and  by- 
laws acceptable  to  the  Councilor  of  the  dis- 
trict. Carter  County  has  been  a member 
of  the  Sullivan-Carter- Johnson  Tri-County 
Society  for  a number  of  years,  but  there 


are  now  a sufficient  number  of  physicians 
in  Carter  County  to  maintain  their  own 
society.  Sixteen  doctors  signed  the  petition 
for  a charter  and  we  extend  our  best  wishes 
to  the  new  organization. 


Coffee  County. — On  July  12th  the  Coffee 
County  Medical  Society  held  its  regular 
monthly  meeting  in  Tullahoma.  After  the 
supper,  which  in  Coffee  County  is  as  regu- 
lar as  the  meeting.  Dr.  E.  P.  Vaughan  read 
a paper  on  “Infection  and  Immunity.”  An 
interesting  round  table  discussion  followed. 


Dyer  County. — Dr.  Paul  Shrier,  of  Mem- 
phis, was  the  principal  speaker  before  the 
monthly  meeting  of  the  Dyer  County  Med- 
ical Society  Thursday  evening,  July  5,  ap- 
pearing on  the  program  twice.  Papers  also 
were  read  by  Dr.  E.  H.  Baird,  Superin- 
tendent of  Baird-Brewer  General  Hospital, 
Dr.  Percy  Conyers  and  Dr.  W.  P.  Watson. 
The  meeting  was  held  in  the  court  house 
and  was  largely  attended  by  the  member- 
ship of  the  organization. 


East  Tennessee  Medical  Association  and 
Chattanooga  Clinical  Congress. — These  two 
associations  will  hold  a joint  meeting,  Octo- 
ber 18-19,  at  Chattanooga.  A tentative  pro- 
gram for  two  full  days  has  been  outlined 
and  we  know  that  a profitable  time  is  in 
store  for  all,  so  plan  to  attend.  We  hope 
to  publish  the  official  program  at  a later 
date. 


Five  County  Society. — The  Hardin,  Law- 
rence, Lewis,  Perry  and  Wayne  County 
Society  heard  six  papers  at  the  meeting  on 
July  31st.  A good  attendance  was  present 
and  interesting  discussions  followed  all  the 
papers, which  were  as  follows : “Dysentery,” 
Dr.  J.  T.  Keeton,  Saltillo;  discussed  by  Dr. 
T.  J.  Stockard.  “Basal  Metabolism  in 
Health  and  Disease,”  by  Dr.  T.  A.  McAmis, 
Lawrenceburg ; discussed  by  Dr.  0.  H.  Wil- 
liams. “Management  of  Head  Injuries,”  by 
Dr.  E.  M.  Sanders,  Nashville.  “Immunity 
Anaphylaxis  Serum  Sickness  and  Its  Pre- 
vention,” by  Dr.  W.  M.  Litterer,  Nashville. 
“Cholera  Infantum,”  by  Dr.  0.  H.  Kirk, 
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Linden ; discussed  by  G.  N.  Springer.  “Co- 
operation of  the  Medical  and  Dental  Pro- 
fessions,” by  Dr.  M.  L.  Lumpkins,  Law- 
renceburg. 


Henderson  County. — The  Lexington  Re- 
publican of  July  13th  carries  the  following 
signed  notice.  “The  Henderson  County 
Medical  Society  should  have  held  a meeting 
Tuesday,  July  10,  1928.  The  doctors  were 
too  busy.  The  Secretary  waited  two  hours 
for  members  but  none  came.  The  Secre- 
tary attended  two  different  families  and 
traveled  175  miles  and  had  time  to  wait  two 
hours  for  members  that  did  not  come.  We 
like  the  spirit  of  cooperation.  Wm.  I.  How- 
ell, M.D.,  Secretary.” 

We  hope  the  next  meeting  will  be  favored 
by  a larger  attendance. 


Macon  - Clay  - Jackson. — We  report  two 
meetings,  one  on  July  3rd  and  one  on  Au- 
gust 1st.  The  programs  were  as  follows: 
Clinics  and  Report  of  Cases.  Paper  by  Dr. 
J.  Y.  Freeman,  Haysville;  “Anterior  Poleo- 
mylitis,”  by  Dr.  John  M.  Lee,  Nashville; 
“Some  Phases  of  Cancer,”  Dr.  Frank  Fessy, 
Nashville;  “Ringworm,”  by  Dr.  C.  M.  Ham- 
ilton, Nashville;  “Smallpox,”  by  a repre- 
sentative from  State  Board  of  Health; 
“Some  Conditions  of  the  Chest,”  by  Dr.  W. 
H.  Witt,  Nashville;  “Blood  Stream  Infec- 
tion,” by  Dr.  J.  Y.  Freeman. 


Madison  County. — Dr.  S.  M.  Herron  read 
a paper  entitled  “Brain  Abscess”  at  the  July 
3rd  meeting.  The  discussion  was  by  Drs. 
Sam  Parker  and  Jere  Crook.  Dr.  Haw- 
kins presided  in  the  absence  of  Dr.  W.  T. 
Fitts,  the  President. 

On  the  17th,  the  paper  was  entitled  “Surg- 
ical Diathermy  as  Applied  to  Eye,  Ear,  Nose 
and  Throat,”  by  Dr.  Earl  Goyer.  Drs.  A.  B. 
Dancy  and  S.  M.  Herron  discussed  the  pa- 
per. 

It  was  announced  that  a barbecue  would 
be  given  at  an  early  date.  Good  attendance 
is  reported  at  all  meetings  and  interesting 
papers  are  being  read. 


Maury  County. — On  July  9th,  Dr.  W.  K. 
Sheddan  read  a paper  entitled  “The  Art  and 
Science  of  Medicine.”  The  meeting  was 
held  at  the  Elks  Club  and  the  large  attend- 
ance enjoyed  the  paper. 


Jefferson  County. — Following  is  the  pro- 
gram of  the  Jefferson  County  Medical  So- 
ciety, which  met  at  Strawberry  Plains  July 
3,  1928: 

Welcome  address  in  behalf  of  the  Jeffer- 
son County  Medical  Society,  J.  I.  Huggins, 
White  Pine. 

Response,  W.  R.  Cross,  Knoxville. 

Papers : “Reminiscenses,  or  Some  Things 
that  I Have  Remembered,”  Dr.  Walter  Lut- 
trell,  Knoxville;  “Some  Interesting  Physi- 
cological  Actions  of  the  Stomach  and  Clin- 
ical Applications,”  Dr.  Albert  G.  Kern, 
Knoxville;  “Pruritis  Ani,”  Dr.  J.  W.  A. 
West,  Knoxville;  “Premature  Detachment 
of  the  Normally  Located  Placentas,”  Dr. 
L.  L.  Sheddan,  Knoxville;  “The  Heart  and 
its  Diseases,”  Dr.  W.  P.  Wood,  Knoxville; 
“Scientific  Medicine  vs.  Quackery,”  Dr.  J. 
Walter  McMahan,  Alcoa ; “The  Clincial  Fea- 
tures of  Gastro-Duodenal  Ulcer,”  Dr.  Wm. 
E.  Howell,  Morristown. 


Knox  County. — In  July,  papers  were  read 
at  the  regular  Tuesday  night  meetings  of 
the  Knox  County  Society  as  follows : “Intes- 
tinal Parasites  Most  Common  in  Knoxville,” 
Dr.  Ralph  Monger,  discussion  opened  by  Dr. 
R.  V.  Depue.  “Fibroids  Complicating  Preg- 
nancy,” Dr.  L.  L.  Sheddan,  discussion 
opened  by  Dr.  E.  G.  Wood.  “Pelvic  Tu- 
mors, Symptoms  and  Treatment,”  Dr.  Hor- 
ace Brown,  discussion  opened  by  Dr.  M.  S. 
Roberts.  “The  Management  of  Diarrhoea 
in  Infancy  and  Childhood,”  Dr.  George  Bak- 
er, discussion  opened  by  Dr.  M.  C.  Wright. 


Roane-Monroe-Loudon. — On  July  19th 
this  Tri-County  Society  met  at  Harriman 
for  an  all-day  session.  Dr.  L.  L.  Sheddan 
was  the  guest  of  honor  and  read  the  paper 
of  the  afternoon  program.  In  addition  to 
the  members,  a number  of  visitors  were 
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present.  The  privileges  of  the  floor  were 
extended  to  all  and  interesting  discussions 
followed  each  of  the  papers.  The  program 
was  as  follows: 

“Tularemia,  Dr.  John  Roberts,  Kingston, 
discussion  opened  by  Dr.  L.  L.  Barnes, 
Sweetwater;  “Indications  for  Surgery  in 
the  Female  Pelvis,”  Dr.  J.  T.  Deeper,  Lenoir 
City,  discussion  opened  by  Dr.  T.  H.  Phil- 
lips, Rockwood;  “Ectopic  Gestation,”  by  Dr. 
B.  W.  Bagwell,  Madisonville,  discussion 
opened  by  Dr.  W.  D.  Padgett,  of  Lenoir 
City;  “Some  Indications  for  Caesarean  Sec- 
tion with  Moving  Picture  of  Technique  of 
Operation,”  Dr.  L.  L.  Sheddan,  Knoxville, 
discussed  by  Dr.  J.  B.  Cross,  Harriman ; Dr. 
W.  A.  Arrants,  Sweetwater;  Dr.  J.  J.  Har- 
rison, Loudon. 


Robertson  County. — The  Robertson  Coun- 
ty Medical  Society  held  its  regular  monthly 
meeting  July  17  in  Adams,  where  the  mem- 
bers and  visitors  were  guests  of  Dr.  and 
Mrs.  J.  R.  Connell.  Members  of  the  so- 
ciety present  were  Drs.  Connell,  Moore, 
Rude,  Fentress,  Freeman,  Porter,  Bradley, 
Kempf,  Jones  and  Fyke.  Visitors  from 
Nashville  were  Drs.  0.  N.  Bryan  and  H.  H. 
Shoulders,  Secretary  of  the  State  Medical 
Association. 

At  noon  a most  delicious  dinner  was 
served  at  Dr.  Connell’s  home  and  the  pro- 
gram held  in  the  afternoon.  After  a re- 
port of  a few  clinical  cases.  Dr.  Bryan  de- 
livered a lecture  on  “Heart  Conditions,” 
which  was  followed  by  a paper  from  Dr. 
Shoulders  on  “The  Diagnosis  of  Acute  Ab- 
dominal Conditions.”  Both  doctors  deliv- 
ered their  subjects  in  a clear,  forcible  man- 
ner and  evoked  liberal  discussions. 

The  next  meeting  of  the  society  will  be 
held  in  Orlinda,  on  August  21,  where  it  will 
be  entertained  by  Dr.  G.  R.  Jones. 


Sullivan- Johnson. — Dr.  H.  S.  Smythe, 
Secretary-Treasurer  of  this  society,  reports 
that  their  society  is  gradually  growing.  At 
their  last  meeting,  which  was  held  in  Bris- 
tol on  July  10th,  Dr.  E.  R.  Zemp,  of  Knox- 
ville, was  the  speaker.  Drs.  Monger,  Wil- 
liams and  Wood  accompanied  Dr.  Zemp  and 


their  discussion  added  much  to  the  interest 
of  the  meeting. 


Weakley-Carroll-Hem^y. — The  Hunting- 
don Democrat  reports  the  following:  The 
Tri-County  Medical  Association  met  in 
regular  monthly  meeting.  Owing  to  much 
sickness  and  the  extreme  hot  weather,  the 
attendance  was  smaller  than  usual.  The  only 
paper  of  any  length  that  was  read  before 
the  Association  was  by  Dr.  Roy  A.  Douglass, 
of  Huntingdon,  on  “What  I Learned  in  Re- 
cent Post-Graduate  Work.”  The  paper  eli- 
cited quite  a lot  of  discussion  and  dissension, 
even  Dr.  Douglass  himself  not  agreeing 
with  some  of  the  things  he  had  been  taught. 


Smith  County. — The  Smith  County  Med- 
ical Society  met  in  the  offices  of  Dr.  R.  E. 
Key  in  Carthage  on  July  6th,  at  one  o’clock. 
The  following  were  present:  Drs.  J.  G. 
Bridges,  A.  L.  Dalton,  W.  F.  Boze,  R.  E. 
Key,  J.  J.  Beasley,  I.  H.  Beasley  and  Rhea 
Garrett. 

The  August  program  is  as  follows : “Diar- 
rhea in  Children,”  by  Dr.  R.  E.  Key;  “Coli- 
tis,” by  Dr.  A.  L.  Dalton. 


Williamson  County. — A meeting  of  the 
Williamson  County  Medical  Association  was 
held,  July  17th,  in  the  office  of  Dr.  Dan 
German. 

A feature  of  special  interest  was  the  read- 
ing of  a paper  on  “Sinus  and  Nasal  Infec- 
tion” by  Dr.  Bruce  P’Poole,  of  Nashville. 
Other  visitors  present  were:  Dr.  J.  Vitorec, 
of  Jugo-Slavia,  and  Dr.  John  N.  Schell,  of 
Waxahachie,  Texas,  both  of  whom  were  in 
Franklin  in  the  interest  of  health  work.  At 
the  completion  of  his  training  in  this  coun- 
try Dr.  Vitorec  will  return  to  his  home  for 
the  purpose  of  serving  his  people. 


NEWS  NOTES  AND  COMMENT 

Here  are  some  suggestions  sent  to  the 
Knox  County  members  by  Jesse  Hill,  the 
Secretary:  “The  best  way  to  help  your  Med- 
ical Society  is  to  attend.  If  you  do  not  feel 
like  taking  a part,  be  present  anyway.  You 
will  never  become  interested  enough  to  take 
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part  if  you  never  attend. 

“Read  this  month’s  State  Journal.  It  will 
do  you  good,  also  read  the  advertisements. 

“Doctor,  if  you  have  not  been  attending 
it  may  not  be  your  fault;  you  may  have 
some  kind  of  a parasite  that  is  taking  your 
time  and  vitality.  If  it  is  a worm  Dr. 
Monger  will  tell  you  (tonight)  how  to  elimi- 
nate it — COME.” 

“Doctor,  do  not  let  the  hot  nights  keep 
you  away.  The  temperature  is  just  about 
the  same  at  home,  at  the  club,  at  the  etc.,  as 
it  is  in  the  Medical  Society  hall.” 


Dr.  0.  0.  Jones  recently  addressed  the 
Rotary  Club  of  Jackson.  Dr.  Jones  talked 
on  the  discovery,  history  and  use  of  the  X- 
ray. 

Dr.  Chas.  M.  Clark,  of  Spencer,  has  moved 
to  McMinnville  and  will  be  associated  in 
practice  with  Dr.  R.  L.  Maloney. 


The  Commercial- Appeal  of  July  21st  re- 
ports that  Dr.  A.  F.  Paschal,  of  Puryear, 
had  been  taken  to  the  hospital  for  treatment 
of  a boil  on  his  lip. 


Dr.  R.  G.  Waterhouse,  of  Emory,  Va.,  has 
located  in  Kjioxville  and  his  practice  is  lim- 
ited to  surgery. 


The  Kingsport  Rotary  Club  observed  its 
annual  “Doctors’  Day”  on  July  11th.  Dr. 
PT'ank  Smith,  of  Abington,  Va.,  spoke  on 
the  Ethics  of  Medicine.  He  said  that  the 
whole  idea  of  the  profession  was  to  serve 
humanity  and  to  keep  free  from  corrupt 
practices  which  were  growing  at  such  a 
fast  rate.  He  said  while  the  medical  pro- 
fession is  being  criticised  and  knocked  on 
account  of  the  corrupt  practice  of  a few  un- 
scrupulous quacks,  the  real  physicians  still 
cling  to  the  high  ideals  established  before 
the  time  of  Christ.  Dr.  Smith  delivered  the 
address  in  a most  pleasing  manner  and  in 
choice  language  that  could  be  understood 
by  all  who  were  present.  The  number  was 
large  in  attendance  and  nearly  all  of  the 
resident  physicians  were  present. 


New  Society  Organized 

The  Memphis  Obstetrical  and  Gynecolog- 
ical Society  was  organized  January  13, 
1928.  At  this  meeting  Dr.  W.  T.  Black  was 
made  Temporary  Chairman,  and  Dr.  M.  W. 
Searight,  Secretary.  At  a later  date  the 
permanent  officers  were  elected  as  follows : 
Dr.  W.  T.  Black,  President;  Dr.  P.  W. 
Toombs,  Vice-President;  Dr.  M.  W.  Sea- 
right,  Secretary;  Dr.  W.  L.  Williamson, 
Treasurer. 

The  first  regular  meeting  was  held  on 
May  12,  1928,  at  the  Baptist  Hospital  at  8 

P.M. 

Eleven  members  were  present. 

Dr.  Smythe  tendered  his  resignation  as 
publicity  agent  for  the  society.  These  du- 
ties were  added  to  those  of  the  secretary. 

Dr.  Toombs  reported  a deficit  on  the 
luncheon  given  for  Drs.  Titus  and  Schmitt. 

It  was  moved,  seconded  and  carried  that 
the  treasurer  give  Dr.  Toombs  a check  to 
cover  same. 

Dr.  J.  R.  Reinberger  read  a most  inter- 
esting paper  on  the  “Preventative  and  Im- 
mediate Treatment  of  Post-Partum  Hemor- 
rhage.” There  was  a liberal  discussion  by 
Dr.  Toombs,  Maury,  Schrier,  Williamson, 
and  Searight. 

In  the  absence  of  Dr.  Gartly,  Dr.  Toombs 
read  his  paper  written  for  the  Illinois  Med- 
ical Society.  The  title  was  the  “Abuse  of 
Caesarian  Section” ; discussion  by  Drs. 
Reinberger,  Maury,  Schrier,  Sm5d:he,  Wil- 
liamson, and  Searight. 

There  being  no  further  business,  the  meet- 
ing adjourned. 


GLEANINGS 


THE  PHYSICIAN’S  VACATION 
This  is  the  time  of  the  year  when  every 
physician  should  think  about  taking  a vaca- 
tion, for  it  is  the  one  season  when  outdoor 
recreation  is  possible  with  the  least  dis- 
comfort from  weather  conditions.  It  seems 
like  idle  talk  to  say  anything  about  the 
necessity  of  a vacation  and  yet  we  know, 
through  conversation  with  many  physicians, 
that  only  a small  percentage  of  the  mem- 
bers of  the  medical  profession  really  take 
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vacations  that  are  needed  as  a tonic  to  boost 
a flagging  ambition.  We  actually  know 
some  physicians  who  haven’t  taken  more 
than  a day  from  their  offices  in  the  last  ten 
years,  and  some  of  them  for  even  longer 
periods  of  time.  A few  physicians  even 
brag  of  the  fact  that  except  for  sickness 
they  haven’t  missed  a day  from  practice  for 
many  years,  and  we  think  that  they  should 
be  ashamed,  to  make  such  a boast.  In  fact, 
we  venture  the  assertion  that  such  men  not 
only  have  lost  much  of  the  interest  and  in- 
centive that  should  prompt  one  to  stay  in 
the  medical  profession  but  they  have  fallen 
back  in  the  procession  and  are  not  what 
may  be  considered  as  progressive  men. 

Every  person,  no  matter  what  his  trade  or 
profession,  is  benefited  by  an  occasional 
change  of  scene  and  surroundings.  Some 
consider  that  a visit  to  a nearby  city  or 
even  a day’s  fishing  at  a nearby  lake  is  vaca- 
tion enough,  but  we  contend  that  the  most 
benefit  comes  from  a vacation  that  is  taken 
far  from  the  scene  of  active  work,  and  with 
no  thought  of  the  work  back  home.  Peo- 
ple may  differ  as  to  what  constitutes  recrea- 
tion, for  one  man  may  like  hunting,  another 
fishing,  another  automobiling,  another  trav- 
eling by  water,  and  still  another  golfing, 
but  whatever  the  recreational  hobby  may 
be,  that  hobby  should  be  indulged  at  least 
once  a year  for  a period  of  anywhere  from 
two  to  six  weeks,  and  during  that  time  the 
hobby  and  nothing  but  the  hobby  should 
take  up  his  mind.  Our  own  preference  is 
for  outdoor  recreation  like  camping  and 
fishing,  sufficiently  far  from  civilization  to 
insure  quiet  and  rest  to  say  nothing  of  good 
fishing,  and  during  the  two  to  four  weeks  so 
employed  an  effort  is  made  to  keep  all 
thought  and  conversation  away  from  every 
phase  of  the  practice  of  medicine.  At  the 
end  of  such  a vacation  one  returns  to  his 
work  refreshed  in  body  and  mind,  and  cap- 
able of  doing  more  and  better  work  than 
has  been  possible  for  weeks  prior  to  the 
vacation  period.  We  have  little  sympathy 
for  the  man  who  thinks  that  he  cannot  get 
away  from  his  practice,  for  no  physician 
is  so  busy  that  he  cannot  take  the  time  for 
the  rest  and  recreation  that  is  necessary  to 
keep  him  in  the  best  physical  and  mental 


condition.  Furthermore,  if  any  physician 
has  such  a poor  hold  upon  his  patrons  that 
he  cannot  retain  their  patronage  even 
though  he  takes  an  occasional  much-needed 
vacation,  he  certainly  isn’t  worth  much  as 
a practicing  physician  and  he  had  better 
seek  some  other  occupation.  Right  now  the 
ocean,  lakes,  streams,  and  even  the  golf 
links  are  calling  you.  Some  time  during 
the  summer  season  pack  your  grip  for  an 
ocean  voyage  or  a trip  around  the  Great 
Lakes,  or  crank  up  the  “flivver”  and  go 
away  to  see  an  interesting  part  of  this  great 
country  of  ours,  or  better  still,  get  out  your 
fishing  tackle  and  start  for  distant  lakes 
and  streams,  away  from  civilization  and 
where  fishing  seems  to  be  best,  but  above 
everything  else — -Take  a Vacation  ! 

— Journal  Indiana  State  Medical  Assn. 


MILBANK  HEALTH  DEMONSTRATION 
We  have  been  believing  that  the  public  is 
paying  the  penalty  for  its  recognition  and 
patronage  of  some  of  the  uneducated  and 
untrained  members  of  cults  and  of  medical 
pretenders  of  various  types,  but  we  are  won- 
dering if  welfare  workers,  and  particularly 
those  who  are  dabbling  in  public  health  mat- 
ters, are  not  a greater  menace  to  the  general 
good  of  the  body  politic.  Certain  it  is  that 
some  of  the  welfare  organizations  are  tak- 
ing a very  active  hand  in  the  shaping  and 
control  of  public  health  measures,  and  as  a 
mere  side  issue  are  taking  a very  vital 
interest  in  the  management  of  individual 
health.  A much  vaunted  half-million  dollar 
health  demonstration  inaugurated  five  years 
ago  in  one  of  the  counties  of  New  York 
state  and  financed  by  the  Milbank  Memorial 
Fund,  not  only  has  been  a failure,  but  has 
received  the  very  just  condemnation  of  the 
medical  profession.  It  has  been  pointed  out 
to  the  New  York  State  Medical  Society  that 
the  Milbank  Health  Demonstration,  at  con- 
siderable expense,  has  been  conducted  by 
practitioners  unlicensed  in  the  state  of  New 
York,  thus  breaking  the  laws  of  the  state; 
that  nurses  of  the  demonstration  have  prac- 
ticed medicine  in  violation  of  the  laws  of 
the  state ; that  employees  of  the  demonstra- 
tion have  made  disparaging  remarks  con- 
cerning the  m.edicai  profession  as  a whole 
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and  the  competency  of  the  physicians  re- 
siding in  the  county  where  the  demonstra- 
tion was  inaugurated ; that  this  welfare  or- 
ganization deliberately  created  and  organ- 
ized public  sentiment  for  its  own  benefit, 
and  made  no  effort  to  ascertain  medical  pro- 
fessional opinion  nor  to  secure  professional 
support.  The  attitude  of  the  enterprise 
toward  the  medical  profession  has  been  one 
of  persecution  and  even  abuse,  and  the 
effect  upon  the  public  has  been  to  create  or 
stimulate  dependency  and  pauperism. 

It  seems  to  have  been  proved  that  this 
Milbank  Demonstration,  represented  by  a 
county  health  unit  composed  of  four  laymen 
and  one  physician,  and  employing  physi- 
cians of  questionable  education  and  train- 
ing, has  been  a failure.  As  one  writer  says, 
“the  quality  of  service  has  been  pitiable,  and 
every  physician  in  the  county  has  been  face 
to  face  with  a daily  demonstration  that  so- 
cial service  cannot  compete  with  the  indi- 
vidual skill  and  superior  knowledge  and 
efficiency  of  the  trained  and  capable  practic- 
ing physician.”  He  goes  on  further  to  say, 
“A  few  days  ago  I received  from  one  of 
the  Milbank  clinics  a card  showing  the  re- 
sults of  their  examination  of  one  of  my 
patients  who  had  been  guided  to  their  por- 
tals by  the  ubiquitous  health  nurse.  The 
examination  was  made  hastily,  as  all  such 
examinations  must  necessarily  be,  the  at- 
tempt at  diagnosis  was  laughable,  and  the 
accompanying  X-ray  portrait  was  obviously 
the  pathetically  inadequate  work  of  some 
stenographer  or  office  boy.  Such  inefficienc 
clinical  work  merely  makes  the  demonstra- 
tion the  laughing  stock  of  any  qualified 
practitioner  however  solemnly  taken  by  the 
untutored  public.” 

Is  it  any  wonder  that  the  medical  pro- 
fession, thinking  far  more  of  the  good  of 
the  public,  offers  a protest  against  such 
quackery?  Some  of  the  money  used  in  this 
health  demonstration  was  wrested  from  the 
taxpayers  of  the  county.  Most  of  it  has 
been  wasted,  and  the  public  has  suffered 
from  inadequate  and  inefficient  service  and 
a lowering  of  the  morale  of  the  sick  and 
suffering.  What  has  occurred  in  New  York 
is  going  to  occur  in  every  section  of  the 
United  States  unless  the  medical  profession 


takes  a firm  hand  to  suppress  it.  The  cry 
of  the  welfare  workers  is  that  public  and 
private  health  is  purchaseable  and  may  be 
furnished  on  the  mass  plan  through  the 
organized  efforts  of  such  enterprises  as  that 
which  failed  so  lamentably. 

The  lessons  learned  from  this  New  York 
experience  point  the  way  to  a solution  of 
the  problems  before  us.  First,  physicians 
must  assume  the  leadership  in  organization 
and  management  of  public  health  activities. 
The  work  cannot  be  efficiently  and  well  done 
by  lay  organizations  nor  should  lay  organi- 
zations be  permitted  to  attempt  it.  Second, 
physicians,  and  particularly  the  younger 
physicians,  should  refuse  employment  at 
meager  salaries  by  lay  organizations  that 
would  prostitute  the  profession  to  commer- 
cial ends.  The  ruthless  exploitation  of  the 
younger  physicians  by  welfare  organiza- 
tions must  cease.  Third,  the  activity  of  the 
over-zealous,  full  time  salaried  lay  social 
worker,  and  so-called  health  nurse,  who  ran- 
sacks the  highways  and  byways  to  find  re- 
cruits for  the  so-called  health  clinics,  must 
be  suppressed,  not  only  because  of  the  in- 
adequate and  inefficient  service  rendered 
the  public,  but  because  it  is  in  direct  compe- 
tition with  the  educated,  trained  and  thor- 
oughly qualified  physcian  who,  unless  pro- 
tected, must  perforce  soon  belong  to  a van- 
ishing class. — Journal  Indiana  State  Medi- 
cal Association. 


FREE  CLINICS  AT  CHAUTAUQUAS 
The  Indiana  State  Medical  Association 
has  been  asked  to  sponsor  Child  Health 
Week  at  the  Winona  Lake  Chautauqua,  July 
9 to  13,  1928.  According  to  the  program, 
one  of  the  features  of  the  five-day  meeting 
will  be  a free  clinic  for  babies  and  pre-school 
children.  We  are  unalterably  opposed  to 
these  free  clinics  given  under  the  auspices 
of  the  State  Board  of  Health,  public  health 
nurses,  the  paid  agents  employed  under  the 
patronage  of  the  Sheppard-Towner  Act,  or 
any  other  welfare  agencies.  We  have  no 
objections  to  the  health  lectures  by  physi- 
cians, exhibits,  and  motion  pictures  on 
maternal,  infant  and  child  care.  However, 
the  free  clinics,  furnished  with  material 
secured  by  ransacking  the  country  far  and 
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wide,  and  open  to  rich  and  poor  alike,  is  a 
species  of  paternalistic  or  socialistic  medi- 
cine which  does  not  deserve  the  endorse- 
ment of  the  medical  profession.  Further- 
more, these  free  clinics  would  almost  “die 
aborin’  ” were  it  not  that  a certain  number 
of  reputable  physicians  give  gratuitously 
of  their  time  and  talents  in  making  exami- 
nations and  giving  advice,  and  just  why 
any  members  of  the  regular  medical  pro- 
fession should  be  roped  in  on  any  such 
paternalistic  scheme  is  a question  that  de- 
fies logical  solution. — Journal  Indiana  State 
Medical  Association. 


MEDICAL  EDUCATION  OF  THE 
PUBLIC 

How  can  physicians  educate  the  people 
medically?  Certain  it  is  that  doctors  are 
misunderstood,  and  no  wonder, — for  the 
people  have  not  the  background  of  knowl- 
edge to  understand  what  the  doctor  tells 
them.  Let  a physician  speak  ever  so  simply 
and  clearly,  the  people  generally  will  grasp 
only  one  or  two  points.  Even  doctors  after 
years  of  study  and  training,  must  devote 
considerable  time  and  effort  to  understand 
a new  principle  in  science.  How  much  less 
then  can  the  average  layman  understand  a 
doctor’s  explanation  of  disease? 

What  the  people  actually  grasp  is  set 
forth  in  the  following  editorial  from  the 
Medical  Journal  and  Record  of  June  6; 

“Medical  knowledge  is  being  so  assidu- 
ously popularized  through  the  syndicated 
columns  of  the  daily  press  and  the  innum- 
erable inexpensive  booklets  on  health,  to 
say  nothing  of  the  advertisements  in  news- 
papers and  magazines,  that  every  layman 
knows  something,  and  many  think  they 
know  a great  deal,  about  the  vagaries  of 
the  human  organism.  What  would  happen 
to  anyone  who  retained  all  the  information 
and  followed  all  the  advice  so  solemnly  set 
forth  is  a momentous  question,  but  luckily 
it  is  of  only  academic  interest.  The  en- 
thusiastic student  would  be  so  involved  in 
contradictory  directions,  that  by  the  end  of 
a week  it  would  take  twenty-four  hours  a 
day  merely  to  arrange  a schedule  that  would 


give  adequate  time  for  the  proper  exercises, 
raisin  and  orange  eating,  masticating,  sleep- 
ing, hair  brushing  and  the  thousand  and 
one  other  occupations  reputedly  essential 
to  a long  and  healthy  life. 

“But  it  is  not  only  from  the  press  that 
the  public  derives  its  wealth  of  erroneous 
ideas  about  matters  medical,  surgical  and 
the  like.  The  layman,  coming  to  the  physi- 
cian for  treatment,  listens  to  his  words  of 
wisdom  and  interprets  them  in  accordance 
with  his  own  intellectual  and  experimental 
background,  arriving  at  conclusions  far  re- 
moved from  the  original  intention  of  the 
physician.  It  is  not  the  layman’s  fault; 
neither  is  it  necessarily  due  to  his  stupidity. 
It  is  simply  that  the  words  mean  little  or 
nothing  to  him ; and  to  help  himself  toward 
a satisfactory  understanding,  he  elaborates 
and  interprets  with  the  aid  of  his  precon- 
ceived ideas  and  his  traditional  notions  of 
medicine. 

“Every  sick  person  wants  to  know  the 
diagnosis;  so  do  his  relatives  and  friends, 
and  even  his  enemies.  Why  it  is  so  desirable 
to  know  the  name  of  a disease,  why  a poly- 
syllabic word  with  a Latin  termination  is 
such  a source  of  comfort  and  encourage- 
ment, is  an  interesting  matter  to  speculate 
about.  Whatever  the  reason,  the  average 
person  feels  cheated  if  he  has  to  get  well 
without  having  a sonorous  and  tongue  twist- 
ing label  attached  to  his  ailment.  There  is 
no  harm  in  gratifying  this  phase  of  human 
curiosity,  provided  the  patient  is  not  the 
type  that  instantly  crawls  out  of  bed  and 
pulls  down  the  encyclopedia  to  gather  all 
possible  information  on  the  subject  of  prog- 
nosis, complications  and  sequelae. 

“The  physician  is  in  a serious  dilemma. 
If  he  refuses  diagnoses  and  explanations, 
he  is  sure  to  be  considered  an  ignoramus 
who  does  not  even  know  what  is  the  matter 
with  his  patients,  much  less  how  they  got 
that  way.  If  he  speaks,  what  extraordinary 
pronouncements  are  credited  to  him ! Some- 
times he  can  compromise  by  uttering  a se- 
ries of  indefinite  remarks  which  by  their 
vagueness  are  not  only  safe  but  soothing. 
Many  are  the  nephritics,  the  cardiacs,  even 
the  paralytics  who  have,  according  to  their 
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relatives  (quoting  the  physician),  died  of 
‘complications.’  Safe  enough,  they  prob- 
ably did.  Satisfactory,  too;  it  sounds  as  if 
it  meant  something  very  definite  and  pro- 
found. 

“To  the  physician  who  believes  in  edu- 
cating the  public  falls  the  serious  and  im- 
portant task  of  giving  out  information  in  a 
way  that  cannot  be  misunderstood.  If  one 
feels  in  duty  bound  to  tell  a mother  why 
her  daughter  has  developed  dementia  precox 
(fortunate  indeed  is  the  physician  who 
knows)  let  it  be  in  words  of  one  syllable 
with  frequent  pauses  and  repetitions  that 
the  process  of  comprehension  may  be  com- 
plete and  absolute.  Even  then  on  some  sad 
day  the  admitting  officer  of  the  psychiatric 
hospital  will  hear  ‘The  doctor  said  she  lost 
her  mind  because  her  ministration  went  to 
her  head.’  ” — New  York  State  Journal  of 
Medicine. 


SCIENCE  AND  ART 
The  medical  school  exists  for  two  pur- 
poses; to  equip  its  students  with  a knowl- 
edge of  the  science  and  practice  of  medi- 
cine to  the  end  that  they  may  be  safe  and 
sane  counsellors  of  the  sick,  and  to  initi- 
ate and  foster  medical  research.  If  this 
statement  of  the  functions  of  the  medical 
school  approximates  the  truth,  may  we  not 
accept  as  a corollary  the  statement  that  a 
training  is  likewise  essential  in  both  the 
human  and  economic  side  of  the  practice 
of  medicine  in  order  that  the  fine  potential- 
ities of  the  young  graduates  may  be  real- 
ized, and  their  knowledge  and  ability  be 
not  allowed  to  atrophy  from  disuse?  The 
proper  study  of  mankind  is  man,  and  man 
is  not  merely  a collection  of  organs  and  tis- 
sues. The  young  man  entering  the  prac- 
tice of  medicine  may  be  superlatively 
trained  in  the  science  of  medicine,  and  all 
this  valuable  training  may  go  for  naught 
because  he  has  no  knowledge  of  the  social, 
economic,  psychological  and  sentimental 
side  of  the  practice  of  medicine.  In  plain 
language  the  medical  school  must  expect 
its  graduates  to  acquire  patients  and  not 
only  to  maintain  but  to  strengthen  their 
hold  on  the  thinking  public.  If  through  the 


impact  of  their  personality  and  their  sym- 
pathetic knowledge  of  human  nature,  these 
young  men  cannot  impress  their  early  pa- 
tients with  confidence  in  their  knowledge 
and  the  soundness  of  their  advice,  they  soon 
become  absolute  or  relative  failures  in  prac- 
tice; and  the  degree  of  their  failure,  is  the 
failure  of  their  alma  mater,  which  in  its 
absorption  in  the  science  of  medicine  has 
made  no  effort  to  teach  the  art  of  practice 
through  which  the  science  is  made  effective. 
— L.  L.  Bigelow  in  Journal  of  Ohio  State 
Medical  Association. 
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GONOCOCCAL  URETHRITIS  IN  THE  MALE, 
FOR  PRACTITIONERS.  By  P.  S.  Pelouze, 
M.D.,  Associate  in  Urology  and  Assistant 
Genito-Urinary  Surgeon  at  the  University  of 
Pennsylvania.  Octavo  volume  of  357  pages, 
illustrated.  Cloth,  $5.00.  Philadelphia  and 
London:  W.  B.  Saunders  Company,  1928. 

This  is  an  excellent  monograph.  It  embodies 
many  original  ideas,  and  shows  evidence  of  wide 
experience  and  portrays  fine  judgment  on  the  part 
of  the  author. 

Chapters  two  and  three  are  devoted  to  a con- 
cise and  complete  description  of  the  anatomy  and 
histology  of  the  urethra. 

His  treatment  of  gonorrhea  is  the  most  sane 
to  be  found  in  any  text.  In  his  outline  of  treat- 
ment one  can  but  be  impressed  with  his  experi- 
ences. Gentleness  is  given  priority  in  the  therapy 
of  gonorrhea.  He  states  that  no  treatment  at 
all  is  as  good  as  a vast  assortment  of  different 
methods.  He  does  not  bring  forward  any  new 
drugs  as  possessing  the  power  to  kill  the  gono- 
coccus, but  rather  depends  upon  increasing  the 
local  tissue  resistence  and  allowing  the  patient  to 
cure  himself. 

His  theory  that  leucocytosis  may  be  a detriment 
rather  than  an  aid  in  curing  the  disease  is  inter- 
esting. His  experiments  proving  that  the  gono- 
coccis  can  survive  a temperature  of  113  F.  for 
thirty  minutes,  shows  the  futility  of  diathermy 
in  this  disease. 

His  description  of  the  gonophage  is  interesting, 
but  its  use  will  probably  never  become  practical. 

He  is  indeed  optimistic  in  that  he  states  that 
“85%  of  posterior  urethritis  is  avoidable.” 

He  has  included  hstories  in  48  cases,  which  are 
well  written  and  illustrative  of  his  idea  of  treat- 
ment. 

This  book  should  be  read  by  everyone  treating 
gonorrhea. 

—Tom  R.  Barry,  M.D.,  F.A.C.S. 


August,  1928 
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ANESTHESIA 

By  Hugh  Barr,  M.D. 

Medical  Arts  Bldg.,  Nashville 

The  Origin  of  the  Word  “Anesthesia.”  Mary  F. 

Kavanagh,  M.D.,  San  Francisco.  California  and 

Western  Medicine,  July,  1928. 

The  word  anesthesia  is  of  Greek  origin  meaning 
loss  of  sensation.  The  present  use  of  word  anes- 
thesia to  signify  induced  insensibility  to  pain  during 
surgical  operations  dates  from  September  30,  1846. 
The  author  gives  a summary  of  the  drugs  and 
measures  in  use  from  remote  periods  of  history 
to  the  present  era  of  the  use  of  ether  by  Dr. 
Crawford  W.  Long  and  Dr.  Wm.  T.  C.  Morton. 

The  author  describes  the  administration  of  ether 
by  Dr.  Morton  before  the  staff  of  the  Massa- 
chusetts General  Hospital.  This  was  for  the  re- 
moval of  a tumor  of  the  jaw.  This  occurred 
October  16,  1846.  By  this  time  this  method  of 
painless  surgery  was  being  lauded  in  the  press,  but 
it  was  a child  without  a name. 

There  were  several  names  suggested  but  it  re- 
mained for  Dr.  0.  W.  Holmes  to  write  a letter  to 
Dr.  Morton  in  which  he  suggests  name  or  the  word 
“anesthesia”  as  being  very  appropriate.  This 
suggestion  was  finally  adopted  and  since  has  been 
repeated  by  the  tongue  of  every  race  of  civilized 
mankind. 


CLINICAL  PATHOLOGY 

By  R.  H.  Monger,  M.D. 

Medical  Bnilding,  Knoxville 


Carcinoids  and  Nerve  Hyperplasia  of  Appendix. 

P.  Masson,  Am.  Jour,  of  Path.  May,  1928. 

The  author  reports  fifty  appendicular  carcinoids 
in  a study  of  1,200  appendixes.  These  tumors 
may  grow  in  the  body  of  the  appendix  and  in 
growing  cause  a stenosis  of  the  lumen  with  re- 
tention followed  by  acute  inflammation.  The 
greater  percentage  of  his  cases  showed  the  growth 
to  be  at  the  distal  end.  If  the  carcinoid  is  small 
the  tip  of  the  appendix  is  not  deformed,  but  if 
large  is  swollen  like  a pendulum.  The  presence 
of  the  tumor  is  indicated  by  an  opaque,  yellowish 
infiltration  of  the  peritoneal  connective  tissue  and 
fatty  lobules  that  cover  the  tip  of  the  appendix. 
The  axial  region  of  completely  obliterated 
appendixes  in  86  per  cent  of  the  specimens  con- 
tained nerves  and  neuromas  enclosed  by  a discon- 
tinuous sheath  formed  by  vestiges  of  the  muscu- 
laris  mucosae.  These  neuromas  always  contain 
argentaffin  cells  of  divers  forms.  If  these  cells 
disappear,  the  neuromas  regress  and  are  absorbed 
individually.  Study  of  partially  obliterated  ap- 
pendixes shows  that  these  neuromas  arise  from 
the  periglandular  plexus  and  that  they  often  con- 


tinue the  neuromatous  evolution  which  had  com- 
menced when  the  mucosa  still  contained  gland 
tubules. 


The  Diagnosis  of  Sporadic  Infections  Mononucle- 
osis (glandular  fever).  Lee  D.  Cady,  The  Am. 

Jour,  of  Med.  Sciences,  April,  1928. 

The  author  reports  nine  cases  of  sporadic  in- 
fectious mononucleosis  with  reference  to  their 
clinical  picture,  and  diagnosis.  The  essential 
clinical  feature  is  the  acute  lymphadenopathy  but 
this  finding  must  always  be  confirmed  by  blood 
studies.  The  diagnosis  is  often  confused  with 
influenza  and  upper  respiratory  infections,  and 
Vincent’s  angina  may  obscure  the  underlying  dis- 
ease. Unless  adenopathy  be  prominent  or  the 
course  prolonged  the  condition  may  not  be  recog- 
nized For  correct  diagnosis  routine  blood  dif- 
ferential counts  should  be  made,  and  a correct 
diagnosis  is  especially  important  from  a prognostic 
standpoint  as  this  disease  has  been  confused  with 
tuberculosis,  typhoid  fever,  leukemia  and  Hodg- 
kin’s disease.  The  symptoms  may  last  for  a few 
months  but  the  abnormal  blood  picture  may  last 
for  months  or  years  after  the  initial  attack.  He 
calls  attention  to  the  fact  that  since  attention  has 
been  directed  to  the  blood  findings  of  glandular 
fever  reports  of  epidemics  have  been  progressively 
increasing. 


DERMATOLOGY 

By  E.  E.  Brown.  M.D. 
Doctors  Building.  Nashville 


Dermatological  Abstract.  The  Treatment  of 
Lichen  Planus  by  Radiotherapy  of  the  Spinal 
Cord  and  Sympathetic  Ganglions.  S.  Neumahk 
and  A.  Krynski,  Ann.  d.  dermat  et  syph. 
(March)  1928. 

The  authors  give  a resume  of  published  results 
with  this  treatment.  These  reports  show  favor- 
able effects  in  many  cases,  both  with  filtered  and 
unfiltered  radiation. 

They  have  used  this  treatment  in  eight  cases  of 
the  disease,  employing  a dose  of  from  3 to  6 
Holzknecht  units  filtered  through  from  3 to  4 mm. 
of  aluminum.  They  obtained  a cure  in  three 
cases,  in  three  others  the  condition  was  decidedly 
ameliorated,  while  in  two  cases  of  lichen  planus 
verrucosus  no  appreciable  effect  was  noted.  More 
than  one  radiation  was  required.  They  therefore 
emphasize  the  importance  of  persistence  in  the 
treatment. 


Treatment  of  Lupus  Erythematosus  with  Tuber- 
culin. A.  Oro,  Riforma  med.  (March,  12) 
1928. 

Oro  reports  results  obtained  by  him  in  fifty- 
one  cases  of  lupus  erythematosus  in  which  the 
patients  were  treated  with  tuberculin.  He  used 
Koch’s  old  tuberculin  in  the  majority  of  cases  but 
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also  used  iodide  tuberculin,  methyl  extract  and 
tuberculin.  He  claims  to  have  cured  seventeen 
patients  and  caused  improvement  in  twenty-one, 
while  thirteen  patients  remained  unimproved.  He 
injects  the  tuberculin  intracutaneously  or  sub- 
cutaneously and  always  begins  with  very  small 
doses.  The  treatment  lasts  from  two  to  six 
months. 


Treatment  of  Duhring’s  Disease  by  Roentgen-Ray 

Irradiation  of  the  Sympathetic  System.  C. 

Maderna,  Riforma  med.  (April,  16)  1928. 

The  author  reports  excellent  results  in  two 
patients  with  dermatitis  herpetis  formis  who  were 
treated  by  him.  He  irradiated  the  interscapular 
area  and  also  the  lumbosacral  region  with  3 to  6 
Holzknecht  units  with  3 to  4 mm.  aluminum  filter. 
In  both  cases,  prutitus  disappeared  almost  at  once, 
and  the  lesions  cleared  up  after  two  applications. 


GASTRO-ENTEROLOGY  AND 
PROCTOLOGY 

By  Edward  Guy  Campbell,  M.D. 

1109  First  Natl.  Bank  Bldg.,  Memphis 

Gastroenterology  and  Proctology.  Cholecystog- 
raphy in  the  Presence  of  Achylia  Gastrica. 
Laurence  E.  Hines,  M.D.  Journal  of  the  Amer- 
ican Medical  Association,  June  30,  1928. 

The  great  value  of  cholecystography  as  an  aid 
in  the  diagnosis  of  gall-bladder  disease  has  been 
demonstrated  by  a large  number  of  favorable  re- 
ports during  the  past  four  years.  The  limitations 
of  the  test  have  been  studied  to  some  extent, 
principally  by  Graham,  the  originator  of  the 
method,  who  warns  us  to  be  cautious  about  inter- 
preting slight  variations  in  the  filling  and  empty- 
ing of  the  gall-bladder  as  evidence  of  disease.  He 
believes  that  cholecystography  is  a means  of  study- 
ing the  functional  activity  of  the  gall-bladder 
rather  than  a method  which  depicts  either  a normal 
condition  or  one  of  disease. 

The  author’s  attention  was  directed  to  the  pos- 
sibility that  gastric  acidity  might  have  some  in- 
fluence on  cholecystography  by  the  observation 
of  three  patients,  whose  gall-bladders  could  not 
be  visualized  by  the  intravenous  method  and  whose 
clinical  history  did  not  suggest  gall-bladder  dis- 
ease. These  patients  did  not  show  any  free  hydro- 
chloric acid  in  the  gastric  contents  after  a test 
meal. 

The  records  of  eight  other  cases  with  achlor- 
hydria were  studied,  and  in  all  the  cholecysto- 
graphic  response  was  abno  mal.  Of  the  eleven 
cases  in  this  series,  no  sha..ovv  was  seen  in  seven, 
and  abnormalities,  such  as  faint  shadow,  slowness 
in  filling,  or  failure  to  empty  after  a fat  meal, 
were  seen  in  the  remaining  four. 

A further  observation  of  particular  significance 
was  the  production  of  a faint  gall-bladder  shadow 
in  tests,  which  were  repeated  after  the  patient  had 
been  given  hydrochloric  acid. 


INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

Medical  Building,  Knoxville 


Protein  Intoxication.  By  Henry  J.  Bartle  in  New 

York  Medical  Journal  and  Record,  June,  1928. 

In  many  conditions  of  a chronic  nature  one 
frequently  in  the  absence  of  focal  infections, 
comes  to  the  conclusion  that  the  malady  is  the 
result  of  a toxin,  most  likely  in  the  faulty  metab- 
olism or  digestion  of  a food  ingested. 

Protein,  an  indispensable  article  of  diet  and  the 
only  substance  from  which  nitrogen  is  derived,  is 
a frequent  offender.  The  writer  believes  50  gms. 
of  protein  is  usually  enough,  it  requiring  more 
vegetable  than  animal  protein  for  the  maintenance 
of  health  and  life.  The  proteins  are  broken  into 
the  amino-acids  the  more  important  ones  number- 
ing about  eighteen,  by  the  action  of  the  acids  of 
the  stomach  and  by  trypsin  from  the  pancreas. 

Where  hydrochloric  acid  is  absent  or  where  the 
amount  of  proteins  ingested  are  too  large  or  where 
hurried  gastric  motility  exists  the  proteins  are 
acted  upon  by  the  third  form  of  digestion,  namely 
bacterial  action.  Certain  ones  of  the  colon  group 
are  able  to  break  up  the  amino-acids  formed  in 
the  digestion  of  the  polypeptides,  either  when 
oxygen  is  present  or  absent.  If  oxygen  is  absent 
they  split  off  the  amino  group,  if  present  they 
split  off  the  carboxyl  group  and  liberate  CO-.  If 
the  amino  group  is  first  removed  the  resulting 
chemical  changes  are  less  toxic. 

While  toxic  substances  are  formed  even  under 
normal  digestion  they  are  readily  detoxified  by  the 
formation  of  new  and  non-toxic  products  through 
the  media  of  the  liver. 

However,  toxic  conditions  may  develop  as  the 
result  of  impaired  intestinal  motility,  a too  per- 
vious mucosa,  through  failure  of  proper  com- 
bination or  conjugation  with  certain  amino-acids, 
and  with  the  sulphuric  acid  and  potassium  in  the 
liver;  finally  toxemia  may  result  from  failure  of 
glycuronic  acid  to  bring  about  glycuronate  forma- 
tion, and  from  failure  of  oxidation  of  formed 
toxins. 

If  the  carboxyl  group  of  the  amino-acids  is 
removed  before  the  amino-acids  group  intensely 
acting  poisons  result. 

Other  sources  of  intoxication  from  protein  are 
from  the  gases  liberated,  such  as  hydrogen 
sulphide.  It  is  not  unlikely  that  this  gas  is  re- 
sponsible for  some  of  the  neuro-circulatory 
myasthenic  symptoms. 

The  final  fate  of  the  amino-acids  constitutes  a 
field  for  considerable  speculative  thought.  In  the 
normal  process  the  end  product  is  urea  for  that 
portion  not  utilized  for  purposes  of  repair,  etc. 

The  writer  finally  raises  the  question  of  pos- 
sible damage  from  disturbances  of  uric  acid 
metabolism  and  the  probable  harmful  influence  of 
caffein  on  uric  acid  balance. 
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Clinical  Value  of  Gastric  Analysis.  Victor  Knapp. 

New  York  Med.  Jour,  and  Record. 

The  writer  discusses  various  types  of  tubes 
used  in  obtaining  gastric  contents,  preferring  first 
the  larger  stomach  tube  and  second  Juttes  modi- 
fication of  the  Einhorn  tube.  He  also  prefers  one 
single  evacuation  versus  fractional  distillation,  45 
minutes  after  the  ingestion  of  four  Uneeda  Bis- 
cuits and  a glass  of  water. 

The  writer  feels  that  “information  of  priceless 
value  may  be  obtained  by  gastric  analysis,”  but 
it  should  be  used  in  connection  with  the  X-ray, 
which  has  replaced  it  in  determining  motor 
function. 

Aspiration  of  the  stomach  should  be  done  be- 
fore giving  test  meal. 

On  examination  more  stress  should  be  laid  on 
the  digestive  power  exhibited  rather  than  on 
quantitative  amounts  of  acid  present,  as  Hurst 
and  others  have  demonstrated  that  figures  ranging 
from  no  free  HCl  to  limits  commonly  thought  to 
be  well  above  normal  are  not  incompatible  with 
normal  digestion. 

Finding  of  blood  is  a definite  sign  of  ulceration 
if  other  factors  can  be  ruled  out.  The  presence 
of  lactic  acid  is  abnormal  and  if  present  after  a 
gavage  on  the  night  previous,  it  is  definite  evidence 
of  obstruction  and  probably  malignancy. 

Low  or  anacid  readings  give  a clue  as  to  therapy 
as  well  as  being  of  diagnostic  importance. 

Tests  for  ferment  are  rarely  made.  Unless  com- 
plete destruction  of  the  mucosa  exists  the  fer- 
ments are  most  likely  present. 

Gastric  Analysis  is  not  an  independent  test,  but 
has  a place  in  diagnosis. 


The  Clinical  Recognition  and  Physical  Signs  of 

Bundle  Branch  Block.  By  John  T.  King,  M.D., 

in  American  Heart  Journal. 

After  a concise  review  of  clinical  observations 
of  men  who  described  condtions  somewhat  similar 
to  Bundle  branch  lesion,  the  author  gives  the 
desirable  clinical  findings  for  making  a diagnosis 
of  this  lesion. 

On  inspection,  there  is  a reduplication  of  the 
systolic  apex  thrust. 

On  palpation,  a reduplication  of  apex  thrust. 

On  auscultation  there  is  either  reduplication  of 
first  systolic  at  apex  or  a single  systolic  first  sound 
with  asynchronous  systolic  murmur  or  asynchron- 
ous systolic  apical  murmurs,  or  muffling  of  systolic 
murmurs. 

In  blood  pressure  reading  a reduplication  at  the 
beginning  of  systole  is  to  be  of  more  significance 
in  the  presence  of  normal  readings. 

In  an  effort  to  estimate  the  value  of  the  above 
finding  as  evidence  of  bundle  lesions,  one  hun- 
dred patients  were  examined,  nine  of  whom 
showed  bundle  branch  lesions  by  cardiographic 
tracings.  Of  these  nine,  six  were  recognized 
clinically,  and  of  the  remaining  ninety-one  who  had 


no  block,  four  presented  signs  of  block,  but  in 
two  of  these  the  diagnosis  of  presystolic  gallop 
were  made,  while  in  the  other  two  branch  bundle 
lesions  were  incorrectly  applied. 

NOTE. — -The  reviewer  wishes  to  call  attention 
to  a series  of  articles  dealing  with  heart  disease 
and  accidents  from  the  viewpoint  of  the  insurance 
company,  and  from  the  viewpoint  of  the  court, 
which  appeared  in  the  American  Heart  Journal  of 
June,  1928. 

The  articles  are  difficult  to  condense  and  should 
be  read  in  the  original. 

These  articles  are  followed  by  two  other  papers 
on  “Heart  Strain  in  its  Industrial  Aspect”  by 
Kahn  and  Kahn  of  Boston  and  “Effects  of  Acci- 
dents on  Cardiac  Employees,”  by  W.  Irving  Clark 
of  Worcester,  Mass. 


NEUROLOGY  AND  PSYCHIATRY 

By  H.  J.  Hayes,  M.D. 

899  Madison  Ave.,  Memphis 


Forced  Drainage  of  the  Cerebrospinal  Fluid  in 

Relation  to  the  Treatment  of  Infections  of  the 

Central  Nervous  System.  Lawrence  S.  Kubie, 

M.D.,  New  York. 

Kubie  summarizes  as  follows: 

1.  In  a wide  variety  of  infections  of  the  nervous 
system  in  man,  the  different  types  of  cells  are  not 
homogeneously  distributed  throughout  all  frac- 
tions of  the  cerebrospinal  fluid;  in  a significant 
number  of  cases  the  last  fractions  that  appear  on 
lumbar  puncture  contain  a much  higher  percent- 
age of  lymphocytes  than  the  fluid  which  drains 
out  first. 

2.  In  two  cases  of  meningitis  in  which  the  in- 
flammatory reaction  had  occluded  the  formanina 
of  Magendie  and  Luschka,  the  lumbar  spinal  fluid 
still  showed  this  significant  increase  in  lymphocytes 
in  its  later  fractions,  whereas  the  ventricular  fluid 
contained  only  polymorphonuclear  leukocytes  and 
macrophages  throughout  all  its  portions. 

3.  Marked  increases  in  the  percentage  of 
lymphocytes  may  be  observed  at  times  even  after 
only  small  amounts  of  fluid  have  been  withdrawn. 
In  such  cases  the  amount  of  spontaneous  flow  is 
usually  small,  and  the  initial  pressure  is  usually 
low. 

4.  The  administration  of  hypotonic  fluids  orally, 
subcutaneously  or  intravenously  during  lumbar 
puncture  causes  an  abundant  additional  flow  of 
cerebrospinal  fluid  without  subjective  distress, 
respiratory  diffictilties  or  evidence  of  diffuse  swell- 
ing of  the  brain  tissues. 

5.  Evidence  is  accumulating  that,  under  these 
conditions,  the  formation  of  cerebrospinal  fluid 
occurs  not  only  through  the  choroid  plexus,  but 
also  by  transudation  through  all  of  the  vessels  of 
the  parenchyma. 

In  conclusion  Kubie  says  that  it  has  been  shown 
that  it  is  both  safe  and  rational  to  combine  a 


162 


ABSTRACTS  OF  CURRENT  LITERATURE 


August,  1928 


maximal  forcing  of  fluids  with  the  principle  of 
continuous  or  frequent  drainage  of  the  cerebro- 
spinal fluid  in  the  treatment  of  patients  with  in- 
fectious diseases  of  the  central  nervous  system. 
The  ultimate  utility  of  this  procedure,  and  its 
limitations,  can  be  established  only  by  clinical 
experience. 


Cerebellar  Phenomena  in  Lesions  of  the  Temporal 

Lobe.  I.  Leon  Meyers,  M.D.,  Los  Angeles. 

Meyers  concludes  as  follows: 

1.  The  cerebellar  phenomena  in  lesions  of  the 
temporal  lobe  are:  falling  to  one  side,  past- 
pointing in  a definite  direction,  diminution  or  loss 
of  tendon  reflexes  in  the  limbs  chiefly  contra- 
lateral, and  tremor  in  these  limbs.  The  first  three 
symptoms  are  believed  to  be  brought  about  by 
interference  with  the  proprioceptive  stimuli  which 
pass  to  the  cerebellum  from  the  vestibular 
apparatus. 

2.  To  explain  the  vestibular  phenomena,  the 
view  is  here  advanced  that  the  temporal  lobe  is 
the  psychic  center  for  vestibular  stimuli  and  bears 
the  same  relation  to  the  vestibular  portion  of  the 
labyrinth  that  it  does  to  the  cochlear  division  of 
this  organ. 

3.  Lesions  of  the  temporal  lobe,  while  giving 
rise  to  the  cerebellar  phenomena  enumerated,  do 
not  give  rise  to  nystagmus  unless  they  are  so 
extensive  as  to  involve  the  crura  cerebri,  the  rea- 
son being  that  nystagmus  is  dependent  on  inter- 
ference with  the  reflex  arc  of  the  vestibular 
system,  the  center  of  which  is  in  the  nuclei  of 
the  ocular  nerves  in  the  midbrain  and  pons.  This 
reflex  arc  remains  unaffected  by  a lesion  which 
involves  only  the  temporal  lobe,  the  supraseg- 
mental  or  psychic  center  of  the  vestibular  system 
according  to  my  view. 

4.  The  severe  mental  disturbances  observed 
accompanying  lesions  of  the  temporal  lobe  may 
be  assumed  to  be  an  expression  of  the  profound 
disorientation  in  space,  and  the  loss  of  apprecia- 
tion of  one’s  relation  to  the  environment,  which 
experimental  evidence  shows  results  from  loss  of 
the  proprioceptive  stimuli  from  the  labyrinth.  If 
this  loss  is  combined  with  loss  of  vision,  as  shown 
by  hemianopic  defects,  the  patient  is  more  or  less 
completely  deprived  of  the  two  major  elements 
that  enter  into  adjustment  of  the  self  to  the  outer 
world. 


OBSTETRICS 

By  James  R.  Reinbcrger,  M.D. 

416  Medical  Arts  Bldg.,  Memphis 

The  Etiological  Significance  of  Lowered  Blood 
Sugar  Values  in  Vomiting  of  Pregnancy.  By 
Paul  Titus,  M.D.,  and  Paul  Dodds,  M.D.,  Pitts- 
burgh, Pennsylvania.  American  Journal  of 
Obstetrics  and  Gynecology,  July,  1928. 

The  theory  that  a deficiency  in  carbohydrate 
reserves  is  responsible  for  the  development  of 


nausea  and  vomiting  has  a well-defined  physiologic 
basis.  This  has  been  substantiated  by  the  fact 
that  high  carbohydrate  feedings  and  intraveneous 
injections  of  glucose  have  given  prompt  relief  in 
hyperemesis. 

In  a previous  article  by  the  above  the  blood 
sugar  curves  showed  marked  fluctuations  below 
normal,  resulting  in  a relative  hypoglycemia  fol- 
lowed by  convulsions,  and  as  stated  there  was  a 
marked  and  definite  relationship  between  eclamp- 
sia and  hyperemesis.  In  this  article  the  blood 
sugars  were  taken  on  all  cases  of  hyperemesis 
after  a complete  fast  of  food,  drink  or  medicine 
by  mouth.  An  effort  was  made  to  have  the 
patients  admitted  at  night  or  early  in  the  morn- 
ing, so  that  there  would  be  a six  to  twelve-hour 
fast,  in  that  this  would  standardize  the  blood 
sugar.  The  only  medication  being  given  was  tap 
water  by  rectum.  An  analysis  of  only  forty  cases 
were  made  due  to  the  fact  that  they  did  not  want 
to  keep  the  patient  on  these  starvation  periods. 

The  cases  were  divided  into  first,  Group  No.  1 
or  mild  cases,  and  this  group  were  simply  treated 
on  dietetic  instructions  at  home;  Group  No.  2 or 
moderately  severe  cases,  and  Group  No.  3 severe 
cases.  The  majority  of  these  had  a blood  sugar 
below  normal,  if  80  to  100  mg.  is  considered  such. 
Further  study  of  the  six  lowest  readings  were 
obtained  as  follows: 

28  mg  (group  No.  3);  42  mg  (group  No.  3); 
42  point  1 mg  (group  No.  2) ; 53  mg  (group  No. 
3)  ; 64  mg  (group  No.  3)  ; 53  mg  (group  No.  2). 

It  will  be  seen  that  the  lowest  readings  will  be 
found  in  the  sickest  patients.  He  states  that  as 
a rule  in  hyperemesis  that  days  and  weeks  are 
consumed  in  bringing  the  patients  to  their  present 
state,  in  other  words,  there  is  a slow,  gradual 
lowering  of  the  blood  sugar,  while  in  eclampsia 
there  is  always  a rapid  drop  similar  to  those  pro- 
duced by  the  over-dosage  of  insulin,  and  herein 
lies  the  chief  clinical  difference  in  the  manifesta- 
tions of  the  two  conditions.  The  former  being 
produced  probably  by  a carbohydrate  deficiency 
intake,  plus  the  extra  fetal  requirements,  while 
the  later  proteins  predominate,  plus  the  greater 
fetal  need. 

He  likewise  stresses  the  fact  that  every  case 
should  have  a very  close  laboratory  study,  in  that 
there  may  be,  as  was  in  his  one  case  of  apparently 
hyperemesis,  a severe  diabetic,  and  if  the  usual 
glucose  treatment  was  instituted  death  would 
supervene  immediatley. 

All  of  his  patients  recovered  promptly  under 
the  appropriate  treatment.  No  therapeutic  abor- 
tions were  necessary,  and  only  one  patient  aborted 
spontaneously  while  still  in  the  hospital. 

The  reviewer  thoroughly  agrees  with  the  writer, 
but  as  there  is  an  added  factor  of  dehydration  in 
these  cases,  thereby  producing  a vicious  cycle, 
that  large  quantities  of  glucose  solution,  i.  e.,  1000 
cc.  of  10%  solution  gives  the  same  amount  of 
glucose  with  the  additional  necessary  fluids.  He 
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also  agrees  that  insulin  combined  in  this  treat- 
ment is  harmful. 

A second  observation  of  the  reviewer  is  that 
sedatives  are  equally  essential,  and  uses  massive 
doses  of  NABR,  i.  e.,  drams  1 in  4 oz.  of  10% 
glucose  every  four  hours  to  the  period  of  toxicity. 
It  is  his  belief  that  both  are  equally  essential,  that 
fluids  and  glucose  must  be  supported  by  a sedative. 


ORTHOPEDIC  SURGERY 

By  Robert  Patterson,  M.D. 

Acaff  Building,  Knoxville 

The  Pill  Roller,  and  Deformities  Due  to  Imbalance 
of  the  Intrinsic  Muscles.  Relief  by  Ulnar  Re- 
section. By  A.  Steindler,  Jour.  Bone  and  Joint 
Surgery,  July,  1928. 

The  author  states  that  while  the  deformities 
due  to  paralysis  of  the  motor  nerves  to  the  intrin- 
sic muscles  of  the  hands  are  well  understood, 
little  attention  has  been  paid  to  those  due  to 
contraction  of  these  muscles. 

The  deformity  of  paralysis  is  that  of  extension 
at  the  metacarpo  phalangeal  joints  and  flexion  at 
the  inter  phalangeal  joints,  while  that  due  to  con- 
tracture of  these  muscles  is  that  of  flexion  of  the 
metacarpo  phalangeal  joints  and  extension  of  the 
inter  phalangeal  joints.  “The  Pill  Roller”  position 
of  the  fingers  represents  isolated  contraction  of 
these  short  muscles. 

The  condition  occurs  mainly  in  spastic  and 
arthritic  hands.  In  both  types  strong  flexion  of 
the  wrist  relaxes  the  intrinsic  muscles,  however, 
the  deformity  recurs  when  the  wrist  is  extended. 

For  the  relief  of  this  condition  the  author  pro- 
poses to  resect  the  motor  branch  of  the  ulnar 
nerves  supplying  the  intrinsic  muscles. 

The  nerve  is  isolated  over  the  wrist  joint,  under 
the  flexor  carpi  ulnaris  tendon  and  traced  to  its 
position  between  the  pisiform  bone  and  hook  of 
the  uncinate  bone.  The  motor  branches  to  the 
hypothenar  muscles  are  carefully  isolated  and 
pulled  aside  as  is  the  sensory  branch  to  the  fingers. 
The  motor  branch  being  isolated,  is  either  injected 
with  alcohol  for  temporary  effect  or  is  resected. 

This  is,  of  course,  but  an  episode  in  the  treat- 
ment as  muscle  training,  etc.,  must  be  carried  out. 
He  reports  two  cases  in  which  the  results  seemed 
to  justify  the  procedure. 


OTOLOGY,  LARYNGOLOGY, 
RHINOLOGY 

By  W.  G.  Kennon,  M.D. 

Doctors  Building.  Nashville 

Glossopharyngeal  Neuralgia,  a Report  of  Five 
Cases.  By  French  K.  Hansel,  M.D.,  M.S.,  St. 
Louis,  Mo.  Annals  of  Otology,  Rhinology  and 
Laryngology,  June,  1928. 

This  affection  is  manifested  by  the  occurrence 
of  paryoxysmal  attacks  of  sharp,  excruciating  and 
lancinating  pain  in  the  tonsillar  region,  base  of  the 


tongue  and  lateral  pharyngeal  wall,  radiating  to 
the  ear  and  surrounding  region.  In  all  its  charac- 
teristics the  pain  is  similar  to  that  of  trigeminal 
neuralgia,  differing  only  in  the  area  of  distribu- 
tion. The  separate  attacks  last  only  a few  sec- 
onds and  are  chiefly  excited  by  talking,  chewing 
and  swallowing.  An  attack  may  be  precipitated 
by  pulling  the  tongue,  as  in  making  a laryngo- 
scopic  examination,  or  by  tickling  the  tonsillar 
region  on  the  lateral  pharyngeal  wall.  A trigger 
area  may  therefore  be  found  in  these  regions.  If 
a trigger  area  is  present,  the  application  of  cocaine 
to  such  area  may  make  it  difficult  to  excite  the 
paryoxysms.  The  periods  of  pain  and  of  free- 
dom therefrom  may  vary  from  weeks  to  months 
and  sometimes  years,  but  the  pain  always  recurs. 

In  reviewing  the  literature  it  is  found  that 
the  first  report  of  the  condition  was  made  by 
Sicard  and  Robinson  in  1920.  They  reported 
three  cases.  In  each  case  the  pain  was  paroxysmal, 
sharp  and  excruciating,  induced  by  swallowing, 
chewing  and  speaking.  The  pain  was  referred 
to  one  side  of  the  pharynx  and  soft  palate  and 
to  one  tonsil,  and  radiated  to  the  region  of  the 
ear.  Since  the  pain  was  of  long  duration  and  no 
organic  lesion  was  found  to  account  for  it,  the 
condition  was  considered  as  idopathic  or  essen- 
tial. Treatment  consisted  in  the  section  of  the 
glossopharyngeal  nerve  and  the  pharyngeal 
branches  of  the  vogus  in  the  neck  and  the  superior 
cervical  ganglion.  In  all  cases  the  pain  was 
relieved. 

A most  comprehensive  article  by  Dandy  is  re- 
ferred to.  He  reviewed  the  literature,  reported 
two  cases  and  was  the  first  to  report  the  suc- 
cessful use  of  an  intracranial  operation  for  the 
relief  of  the  condition. 

In  reviewing  twenty  cases  reported  in  the  litera- 
ture and  the  appended  five  cases,  a striking  uni- 
formity of  symptoms  is  noted.  The  paroxysms  of 
pain  always  start  in  some  part  of  the  terminal  dis- 
tribution of  glossopharyngeal  endings.  The 
pharynx,  tonsil  or  base  of  the  tongue. 

The  pain  was  unilateral  in  all  cases,  no  bilateral 
distribution  has  been  reported.  The  paroxysm  of 
pain  is  induced  by  swallowing  and  talking  or 
chewing.  Swallowing  cold  liquids  seems  to  be 
most  effective  in  exciting  attacks.  The  pain  is 
always  agonizing,  sharp  and  lancinating.  The 
individual  attacks  last  only  a few  seconds,  rarely 
more  than  a minute.  The  attacks  usually  come 
on  in  a series  lasting  from  a few  days  to  a few 
weeks.  Long  or  short  periods  of  freedom  from 
pain  usually  occur.  There  may  be  an  absence 
of  pain  for  years,  but  when  the  paroxysms  recur 
the  same  area  as  affected.  In  a few  of  the  cases 
the  pain  started  originally  in  the  ear,  the  lobule 
of  the  ear,  or  at  the  angle  of  the  jaw,  but  the 
attacks  were  induced  by  swallowing,  chewing,  etc. 

The  pain  starting  in  the  pharynx,  tonsil  or  base 
of  tongue  radiates  to  the  ear,  or  surrounding  re- 
gion, such  as  the  lobule,  meatus,  concha  or  in 
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front  of  or  behind  the  ear.  It  is  probable  that 
the  pain  reaches  the  ear  through  Jacobson’s  nerve, 
but  since  the  glossopharyngeal  nerve  has  no 
sensory  distribution  in  the  pain  areas  about  the 
ear  "we  must  assume  that  it  is  referred  through 
the  terminal  branches  of  the  trigeminal  and  vagus 
in  this  region.  The  fifth,  ninth  and  tenth  nerves 
are  intimately  connected  in  the  region  of  the  ear. 
The  external  ear  may  be  sensitive  to  touch,  and 
paroxysms  of  pain  may  be  induced  from  this  loca- 
tion. Besides  the  chief  method  of  precipitating 
attacks,  the  drinking  of  cold  liquids,  other  excit- 
ing causes  are:  swallovifing,  talking,  yawning, 
coughing,  sneezing,  touching  the  ear,  turning  the 
head  or  touching  the  angle  of  the  jaw.  Attacks 
may  occur  spontaneously.  A trigger  zone  was 
present  in  three  of  the  five  cases  here  reported. 

In  connection  with  the  intracranial  section  of 
the  glossopharyngeal  nerve,  performed  by  Dandy, 
for  relief  of  this  condition  he  tested  out  the  sen- 
sory supply  of  the  nerve  and  has  given  a detailed 
description  of  it. 

The  diagnosis  of  idiopathic  glossopharyngeal 
neuralgia  is  made  entirely  from  the  symptomat- 
ology and  the  observation  of  the  attack.  The 
location  of  the  pain  distinguishes  it  from  trige- 
minal neuralgia,  although  the  type  of  pain  is 
identical.  In  many  of  the  reported  cases  the 
disturbance  was  erroneously  diagnosed  trigeminal 
neuralgia,  and  treated  as  such.  In  some  instances 
no  definite  diagnosis  was  made;  tonsil  and  nasal 
operations  were  performed  to  relieve  pain  but 
without  success. 

Tumors  involving  any  part  of  the  glossopharyn- 
geal distribution  have  been  known  to  cause 
paroxysms  of  pain  somewhat  similar  to  the  idio- 
pathic type  of  neuralgia.  The  pain,  however,  is 
apt  to  be  more  constant,  less  paroxysmal  and  not 
subject  to  long  periods  of  remission.  As  a rule 
there  are  sensory  changes  over  the  distribution 
of  the  ninth  nerve.  Sensory  disturbances  are 
never  present  in  true  glossopharyngeal  or  trige- 
minal neuralgia.  In  differentiating  the  various 
pains  about  the  throat  and  ear  it  is  important  to 
remember  that  several  cranial  nerves  intermingle 
in  this  region.  Irritation  of  one  nerve  may  cause 
pain  in  some  part  of  the  distribution  of  the  other. 
The  nerve  supply  of  the  external  ear  is  very 
complex.  In  addition  to  the  posterior  auricular 
branches  from  the  second  and  third  cervical  nerves 
and  branches  from  the  sympathetic,  no  fewer  than 
four  cranial  nerves  give  branches  to  it.  (1)  The 
auriculo-temporal  branch  of  the  third  division  of 
the  fifth;  (2)  Sensory  branches  from  the  genicu- 
late ganglion  of  the  facial;  (3)  Jacobson’s  nerve 
from  the  ninth,  and  (4)  Arnold’s  nerve  from  the 
tenth. 

In  typical  cases  the  syndrome  of  glossopharyn- 
geal neuralgia  is  so  classical  that  a diagnosis  can 
be  made  with  certainty.  In  atypical  cases  some 
organic  lesion  should  be  sought  as  the  cause.  He 
appends  the  report  of  five  cases. 


PEDIATRICS 

By  John  M.  Lee,  M.D. 
Doctors  Building,  Nashville 


Rheumatic  Heart  Disease.  Hugh  McCulloch, 

M.D.,  Jour.  A.  M.  A.,  June  30,  1928. 

Most  cases  of  heart  disease  in  adults  are  due 
to  syphilis  and  senile  degeneration,  while  most  of 
the  cases  occurring  in  children  are  rheumatic. 
The  specific  lesions  of  rheumatic  infection  are 
found  in  blood  vessels  of  all  parts  of  the  body, 
and  the  heart  is  damaged  from  every  attack  of 
rheumatism,  the  extent  varying  from  a slight  myo- 
carditis to  a pancarditis.  Recovery  from  rheu- 
matic heart  disease  is  rare.  Once  present  it  grows 
progressively  worse.  It  usually  begins  in  the  first 
ten  years  of  life,  runs  its  course  within  the  first 
half  of  life,  the  sufferer  having  recovered  or  suc- 
cumbed by  the  time  growth  is  completed,  the  sur- 
vivors being  permanently  incapacitated  more  or 
less.  The  prevention  of  heart  disease  is  dependent 
on  prevention  of  rheumatic  fever. 

Just  what  causes  rheumatic  fever  is  not 
definitely  known,  since  the  requirements  of  Koch’s 
law  have  not  been  met  by  any  specific  organism. 
However,  the  streptococci  are  closely  associated 
with  and  are  believed  by  many  to  produce  this 
disease.  The  diagnosis  of  acute  rheumatic  fever 
in  a child  is  not  so  easy  as  it  is  in  adults.  Children 
do  not  show  the  red,  swollen,  painful  condition 
that  moves  from  one  joint  to  another.  There  may 
be  fever  with  no  objective  symptoms,  and  others 
show  only  fleeting  pains  with  no  recognized  fever, 
while  others  develop  a carditis  without  a history 
of  pains  of  the  joints  or  fever.  No  doubt  many 
cases  of  acute  rheumatic  infection  are  never  diag- 
nosed. The  laboratory  offers  no  aid  in  making  a 
diagnosis.  A child  with  heart  disease  should  be 
considered  rheumatic  in  the  absence  of  any  other 
demonstrable  cause,  and  should  be  so  treated.  In 
the  absence  of  specific  medication,  treatment  con- 
sists in  rest  in  bed  until  convalescence  is  well 
established,  and  the  relief  of  symptoms.  One  of 
the  most  frequent  errors  in  treating  these  cases 
is  not  keeping  them  in  bed  long  enough. 


SURGERY  — GENERAL  AND 
ABDOMINAL 

By  John  L.  Dies,  M-D. 

1213  Exchange  Building.  Memphis 


Symptoms  Produced  by  Distension  of  the  Gall 
Bladder  and  Biliary  Ducts.  Schroger  V.  L.,  Ivy 
A.  C.  et  al.  Surgery,  Gynecology  and  Obstet- 
erics,  July,  1928,  Vol.  XLVII,  No.  1,  pgs.  1-13. 

The  authors  observed  clinically  that  patients 
with  distended  gall  bladder  or  with  stone  impacted 
in  the  cystic  duct  suffer  from  respiratory  embar- 
rassment during  an  attack  of  colic.  This  symptom 
they  found  to  be  of  much  value  in  the  differential 
diagnosis  of  diseases  of  the  gall  bladder  and  biliary 
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ducts;  because  it  is  either  absent  or  not  sig- 
nificantly present  in  any  other  abdominal  com- 
plex. 

Physiological  experiments  were  then  carried  out 
and  demonstrated  that  distension  of  the  gall  blad- 
der and  biliary  ducts  cause  inhibition  of  respiration 
chiefly  inspiratory  in  type.  Distension  was  shown 
also  to  produce  other  symptoms,  such  as  nausea, 
vomiting  and  distress  in  proportion  to  the  degree 
of  distension  of  the  biliary  passage.  Distension 
of  the  biliary  ducts  caused  more  striking  symptoms 
than  distension  of  the  gall  bladder  alone. 

Nausea,  vomiting  and  some  of  the  respiratory 
inhibitions  were  abolished  by  section  of  the  vagi 
and  distress  and  some  respiratory  inhibition  were 
likewise  abolished  by  section  of  the  right 
sphanchnic. 

Instillation  of  cocaine  or  procaine  into  the  bile 
ducts  was  found  to  temporarily  abolish  or  ameli- 
orate the  symptom  caused  by  distension.  This 
also  was  found  to  be  true  in  case  of  subcutaneous 
injection  of  cocaine. 

Blocking  of  the  right  sphanchnic  with  cocaine 
or  alcohol  produced  results  equivalent  to  right 
sphanchnic  section. 

Distension  of  the  ducts  caused  changes  in  the 
blood  pressure  and  heart  rate,  but  these  changes 
were  found  not  to  be  uniform. 

Intermittent  distension  of  the  biliary  ducts  over 
a period  of  one  week  caused  decided  dilatation  of 
them.  It  was  further  observed  that  during  the 
respiratory  inhibition  caused  by  distension,  the 
right  side  of  the  diaphragm  was  contracted,  ap- 
parently to  serve  as  a splint. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S., 
and  F.  K.  Garvey.  M.D. 

Medical  Boilding,  Knoxville 

Failure  of  Prostatectomy.  J.  Thomson-Walker, 
Lancet,  May  14,  1927. 

Sir  J.  Thomson-Walker,  in  his  address  on 
“Failure  of  Prostatectomy”  observes  that  the 
mortality  is  low  considering  the  age  when  operated 
upon  (67.2  years),  and  the  fact  that  the  operation 
affects  a vital  organ,  and  is  severe,  we  must  be 
prepared  to  go  a step  further  and  inquire  into  the 
quality  of  the  success  which  has  followed.  A 
patient  with  a suprapubic  fistula  following  removal 
of  a simple  enlarged  prostate  is  very  much  worse 
than  if  he  had  refused  operation  and  resorted  to 
catheter  life.  One  whose  wound  has  healed  but 
who  has  to  be  relieved  by  catheter  or  must  submit 
to  repeated  dilatations  of  urethra  is  no  better  off. 
He  is,  in  fact,  worse  off,  for  catheterization  before 
operation  was  probably  a simple  matter,  whereas 
after  operation  it  is  extremely  difficult.  A patient 
with  a previously  sterile  urine  who  since  operation 
has  cystitis,  recurrent  pyelitis,  or  epididymitis, 
cannot  be  said  to  have  improved  his  comfort  or 
increased  his  prospect  of  life. 


The  causes  of  these  failures  may  be  reduced 
to  two  fundamental  factors — sepsis  and  obstruc- 
tion. There  still  lingers  in  the  mind  of  many 
surgeons  the  idea  that  a urinary  case  is  neces- 
sarily a septic  one.  It  is  possible  to  catheterize 
a patient  or  to  manage  a catheter  retained  in  the 
urethra  over  a long  period  and  keep  the  urine 
aseptic. 

Obstruction  after  suprapubic  prostatectomy 
varies  from  a slight  difficulty  to  complete  obstruc- 
tion with  suprapubic  fistula.  In  69  severe  cases 
submitted  for  consultation,  the  conditions  found 
were:  1.  Fibrous  contraction,  valvular  folds  or 
adenomatous  nodules  at  the  internal  meatus  or  in 
the  prostatic  bed.  2.  New  growth  in  the  wall  of 
the  prostatic  bed:  (a)  Recurrence  of  simple  en- 
largement of  the  prostate,  (b)  Malignant  growth. 

He  has  collected  the  data  in  regard  to  200  pri- 
vate cases  where  the  operation  and  after-treatment 
was  uniform.  In  all  these  cases  a catheter  was 
tied  in  the  urethra,  with  the  eye  in  the  prostatic 
cavity  at  the  time  of  the  operation,  and  was  re- 
tained for  seven  days.  A Hamilton  Irving  box 
was  applied  soon  after  operation,  and  daily  or  con- 
stant continuous  irrigation  made  through  the 
catheter.  The  tubes  were  removed  on  fourth  and 
catheter  on  seventh  day.  The  box  was  used  until 
wound  was  dry. 

He  reports  57%  of  the  bladders  closed  by  fif- 
teenth day.  His  mortality  in  156  consecutive 
private  cases  was  4.4%.  The  causes  of  death  in 
7 cases  was  pulmonary  embolism  3 cases,  acidosis 
1,  cerebral  hemorrhage  four  weeks  after  opera- 
tion 1,  diabetic  coma  1,  cerebral  degeneration  and 
circulatory  failure  32  days  after  operation,  1. 


Clinical  Data  and  Prognosis  in  Chronic  Pyelo- 
nephritis. Braasch,  W.  F.  (Journal  A.  M.  A., 
May  27,  1927.  Abstract  Practice  Medical  Se- 
ries, 1927). 

W.  F.  Braasch  with  Cathcart  takes  up  clinical 
data  and  prognosis  in  the  chronic  type,  that  is 
present  many  years.  It  occurs  in  the  adult,  usually 
bilateral,  and  resists  all  specific  therapeutic  meas- 
ures so  far  advanced.  In  the  Mayo  Clinic  251 
patients  were  studied  continuously  for  10-15 
years. 

Of  the  251  patients  examined  and  treated  from 
January  1,  1910,  to  January  1,  1916,  they  were 
able  to  trace  145  treated  ten  years  or  more  ago. 
Of  the  101  living  patients,  41  described  themselves 
as  quite  recovered  from  the  infection,  28  are 
markedly  improved,  and  32  are  little,  if  at  all 
improved.  While  recovery  from  previous  symp- 
toms does  not  necessarily  indicate  freedom  from 
infection,  it  is  strong  presumptive  evidence,  par- 
ticularly when  it  is  considered  that  treatment  was 
completed  ten  years  or  more  ago  and  that  the 
average  duration  of  symptoms  before  examina- 
tion was  six  years.  It  is  also  remarkable  that  the 
general  condition  was  reported  as  good  in  59,  as 
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fair  in  36,  and  as  poor  in  only  6.  It  should  be 
noted  that  in  72  cases  the  treatment  was  not  as 
thorough  as  that  now  employed.  It  is  interesting 
to  compare  the  end-results  in  29  cases  in  which 
little  or  no  treatment  was  given.  There  were  11 
who  reported  no  improvement.  Of  the  44  who 
died,  16  died  from  evident  renal  disease.  The 
average  age  was  58  years  and  the  average  dura- 
tion before  death  16  years.  The  severity  of 
infection  was  graded  as  mild  or  moderate  in  14. 
Of  the  remaining  28,  10  died  from  other  causes 
and  18  from  causes  unknown. 

Although  it  might  be  inferred  that  the  disease 
is  probably  self-limiting  in  many,  nevertheless  the 
various  forms  of  treatment  have  undoubtedly  suc- 
ceeded in  increasing  the  percentage  of  patients 
cured  and  improved.  The  percentage  of  cures 
following  several  methods  of  treatment  was  ap- 
parently about  equal.  It  is  evident,  however,  that 


those  patients  in  whom  foci  of  infection  were 
removed  as  a group  fared  better  than  when  this 
was  not  done. 

When  the  infection  has  permeated  the  entire 
renal  substance  and  cicatricial  changes  in  the 
ureteral  and  pelvic  walls  are  advanced,  it  is  self- 
evident  that  the  difficulties  of  recovery  are  greatly 
increased.  It  would  seem  logical  to  assume  the 
best  opportunity  to  eradicate  urinary  infection 
would  follow,  if  in  the  early  stages  of  infection 
(1)  all  foci  of  infection  were  removed,  (2)  the 
infection  and  the  resulting  cicatricial  changes  in 
the  ureter  and  pelvis  were  treated  by  lavage  and 
possibly  dilation,  and  (3)  fluids  and  urinary  anti- 
septics were  used,  even  though  no  internal  medi- 
cation has  yet  been  advanced  that  offers  permanent 
recovery  from  chronic  renal  infection.  These  pa- 
tients should  be  persistently  treated  to  eliminate 
the  infection  as  completely  as  possible. 
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TUBERCULOUS  PERITONITIS* 


Robin  F.  Mason,  M.D.,  F.A.C.S.,  Memphis 


Tuberculous  peritonitis  is  a 

strange  and  mysterious  disease,  its 
presence  being  frequently  unsuspect- 
ed by  the  surgeon  who  is  operating  on  an- 
other diagnosis. 

Likewise  its  cure  is  equally  mysterious, 
and  the  surgeon  is  oftentimes  chagrined 
upon  receiving  thanks  from  a cured  pa- 
tient; not  being  at  all  certain  whether  the 
cure  is  in  any  way  due  to  his  activities,  or 
whether  nature  alone  was  responsible. 

It  is  not  a common  disease  in  any  sense. 
It  spares  no  period  of  life  and  is  impartial 
as  to  sex.  It  is  most  common,  however, 
between  the  ages  of  twenty  and  forty.  Its 
incidence  is  about  equally  divided  between 
the  sexes,  though  more  women  come  to 
operation  than  men  due,  no  doubt,  to  their 
internal  organs  of  generation.  The  disease 
if  ever  primary,  which  is  doubted  by  most 
authorities,  is  so  rarely  so,  according  to 
Keene,  that  “one  must  question  the  accuracy 
of  observation.” 

The  peritoneum  is  the  acme  of  resistance 
to  tubercular  infection  so  far  as  serous 
membranes  are  concerned  according  to 
Murphy.  Tuberculous  peritonitis  may  be 
secondary  to  some  remote  focus  as  infected 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  10,  1928. 


nodes,  bones,  joints,  appendix,  cecum,  or 
fallopian  tube.  At  least  50  per  cent  of  cases 
are  associated  with  lung  tuberculosis.  The 
fallopian  tube  is  the  primary  focus  in  many 
women  who  come  to  operation.  Likewise, 
tuberculosis  of  the  genital  or  especially  in- 
testinal tract,  primary  or  secondary,  ac- 
count for  a large  share  of  cases  seen  on  the 
operating  table.  For  an  undetermined  rea- 
son cirrhosis  of  the  liver  is  frequently  as- 
sociated with  the  disease. 

Tuberculous  peritonitis  may  be  divided 
into  the  acute  and  chronic  forms,  the  latter 
being  by  far  the  more  common.  The  acute 
form  frequently  resembles  an  acute  appen- 
dix, symptoms  coming  on  suddenly  without 
preliminaries,  and  rapidly  ending  in  ob- 
struction. The  chronic  form  may  present 
itself  in  the  ascitic,  fibroplastic,  or  dry  ad- 
hesive form;  all  of  which  are  different 
stages  of  the  same  lesion.  The  chronic 
form  is  often  mistaken  for  cirrhosis  of  the 
liver  or  typhoid  fever.  The  chronic  form 
usually  begins  insidiously  and  continuously 
and  progressively  grows  worse. 

Many  cases  operated  upon  relapse  be- 
cause the  focus  of  infection  such  as  a tube 
or  diseased  appendix  are  left  behind.  If, 
however,  the  focus  is  completely  removed, 
the  chance  of  a radical  cure  is  greatly 
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enhanced.  (Mayo.)  In  many  cases  the 
remote  focus  of  infection  cannot  be  deter- 
mined. The  same  patient  may  present  sev- 
eral different  types  of  the  same  disease.  In 
the  acute  miliary  type,  in  which  the  peri- 
tonitis is  but  a part  of  a generalized  tuber- 
culosis we  may  find  diffuse  miliary  tubercles 
with  or  without  signs  of  inflammation.  This 
type  is  rapidly  fatal  and  is  rarely  seen  by 
the  surgeon.  There  may  or  may  not  be  an 
exudation  in  this  type. 

The  local  forms  which  may  be  amenable 
to  surgical  treatment  are  the  ascitic,  fibrous 
and  ulcerative  types.  The  ascitic  form  is 
most  amenable  of  all  to  surgical  treatment 
usually.  The  infection  is  most  marked  at 
the  seat  of  origin  as  in  a tube  or  appendix. 
It  is  often  impossible  to  find  the  bacillus 
either  in  the  fluid  or  tubercles  (Keene) . 
Wunderlich  found  in  500  cases  that  68  per 
cent  were  of  the  exudative  type,  28  per  cent 
of  the  fibroplastic  type  and  4 per  cent  of  the 
supperative  type. 

Diagnosis 

As  in  other  diseases,  an  early  diagnosis 
is  of  prime  importance.  The  diagnosis  may, 
at  times,  be  easy.  There  may  be  slight  ab- 
dominal pains  accompanied  by  alternating 
diarrhea  and  constipation.  Temperature  of 
a low  grade  may  or  may  not  be  present. 

There  are  frequently  palpable  masses  in 
the  abdomen,  all  of  which  are  usually  ten- 
der to  pressure.  There  may  be  loss  of 
strength  and  weight  accompanied  occasion- 
ally by  pigmentations  of  the  skin.  Fluid 
may  be  present  either  encapsulated  or  other- 
wise. Tympany  is  usually  said  to  be  more 
pronounced  in  the  right  abdomen  than  in 
other  ascitic  diseases,  owing  to  retraction 
of  the  mesentery  which  draws  the  intes- 
tines to  the  right.  According  to  Billings,  a 
sensation  as  of  palpating  a bag  of  worms 
is  imparted  to  the  finger  inserted  high  into 
the  rectum  in  many  of  these  cases.  As  a 
matter  of  fact,  however,  the  diagnoss  is,  in 
very  many  of  these  cases,  very  difficult  until 
after  the  abdomen  has  been  opened.  Even 
then  at  times  it  is  not  at  all  obvious  to  the 
inexperienced. 


Treatment 

The  treatment  of  the  acute  miliary,  dry 
fibrinous  ulcerative  types  is  essentially 
medical.  According  to  Ochsner,  medical 
treatment  should  be  tried  in  all  types,  but 
should  not  be  persisted  in  for  too  long  a 
period. 

When  operation  seems  necessary,  what 
are  its  indications?  According  to  Murphy 
they  are  these ; 

1.  To  remove  disease  products. 

2.  To  remove  the  source  of  products 
when  possible. 

3.  To  encapsulate  such  foci  as  cannot 
be  removed. 

4.  To  escape  mixed  infection. 

Operation  should  be  resorted  to  accord- 
ing to  Allport. 

1.  After  reasonable  but  unsuccessful 
medical  treatment. 

2.  Operation  should  be  done  for  cysts, 
local  abscesses  and  chronic  obstruc- 
tions tending  otherwise  to  heal  spon- 
taneously. 

3.  For  local  infections. 

Operation  should  be  withheld: 

1.  In  cases  with  well  marked  constitu- 
tional tuberculosis. 

2.  In  extreme  general  ulcerations  and 
mixed  infection. 

3.  In  cases  with  well  marked  visceral 
adhesions  and  no  ascites. 

Simple  incision  of  the  abdomen  with 
evacuation  of  the  fluid  has  undoubtedly 
caused  permanent  cures  in  many  cases.  If 
the  focus  of  infection  is  removed  at  this 
time  the  chances  of  a permanent  cure  are 
multiplied.  How  this  cure  is  brought  about 
is  not  yet  clearly  understood,  but  it  seems 
most  logical  that  it  is  accomplished  by 
evacuation  of  the  fluid  which  allows  a closer 
coaptation  of  the  surfaces;  which  in  turn 
is  followed  by  an  active  hyperemia  with 
formation  of  protective  adhesions  which 
shut  off  the  process.  Reaccumulation  of  the 
fluid  is  not  a contra-indication  to  further 
surgery. 

Allport  reports  a case  in  which  four  oper- 
ations were  made  before  a cure  was  effect- 
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ed.  Only  one-third  of  the  cases  temporarily 
benefited  medically  remain  permanently 
cured  (Keene).  All  surgeons  agree  that 
drainage  should  not  be  used  in  these  cases 
on  account  of  the  liability  of  secondary  in- 
fection and  fecal  fistula  formation. 

Of  course,  general  hygenic,  dietetic,  and 
climatic  treatment,  where  possible  should 
be  carried  out  in  addition  to  the  surgical 
treatment  of  these  cases.  Relief  in  prop- 
erly selected  cases  may  be  expected  after 
operation  for  a year  or  more  in  from  30  to 
40  per  cent  of  cases  (Keene).  Some  sur- 
geons report  relief  for  two  or  more  years 
in  50  per  cent  of  these  cases,  many  of  which 
have  shown  no  improvement  under  medical 
treatment  previous  to  surgical  interven- 
tion. 

It  may  be  of  interest  to  know  that  the 
first  reported  case  to  be  cured  by  surgery 
was  reported  on  Christmas  Eve,  1862,  by 
Sir  Spencer  Wells.  This  patient  lived  and 
was  well  twenty-five  years  after  a simple 
celiotomy  with  evacuation  of  the  ascitic 
fluid.  It  is  comforting  to  know  that  the 
great  man  did  not  remotely  suspect  the  true 
pathological  condition  for  which  he  was 
operating — but  cut  for  ovarian  cyst.  It  is 
only  fair  to  state,  however,  that  this  pa- 
tient had  been  examined  and  properly  diag- 
nosed by  another  London  surgeon,  Mr.  F. 
Seymour  Haden,  four  months  before  she 
consulted  Sir  Spencer. 

Many  ingenious  methods  of  treatment 
have  been  devised,  but  it  is  probable  that 
simple  celiotomy  is  as  good  as  any  in  the 
ascitic  type. 

Florio,  of  Milan,  is  an  enthusiastic  advo- 
cate of  injecting  sterile  air  into  the  peri- 
toneal sac,  the  amount  of  air  being  equal 
to  the  amount  of  fluid  withdrawn.  “The 
air  is  usually  absorbed  within  a month  with 
marked  benefit  to  the  patient.”  A.  W.  Ab- 
bot, of  Minneapolis  reports  twelve  cases  in 
which  he  injected  oxygen  into  the  cavity 
through  a canula  inserted  between  the 
stitches  in  the  celiotomy  incision.  All  twelve 
recovered. 

As  said  before,  celiotomy,  which  was  first 
seriously  proposed  as  a curative  measure 
by  Konig,  in  1884,  on  account  of  its  sim- 
plicity and  comparative  safety  under  mod- 


ern anesthesia,  will  probably  remain,  for 
at  least,  the  most  universally  used  method 
of  attack. 
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CASE  REPORT 

J.  W.  H. — Aged  26;  Married;  5 ft.,  7 in.; 
Weight,  170  lbs.  Admitted  to  St.  Joseph’s  Hos- 
pital, December  22,  1926,  with  the  following  his- 
tory: 

Family  history  negative  for  tuberculosis. 
Chief  complaint:  Soreness  over  abdomen  espe- 
cially in  left  iliac  region.  Onset  three  weeks 
before  admission,  very  sudden,  following  long 
automobile  ride.  Came  in  from  ride  thoroughly 
chilled  and  went  to  bed.  Soon  after  going  to 
bed  had  a second  chill  for  which  he  took  a big 
drink  of  whisky,  after  which  he  got  warm.  The 
following  morning  he  took  castor  oil,  mineral 
oil  and  an  enema,  all  of  which  produced  but 
meager  results.  Following  bowel  movement  he 
continued  to  have  soreness  in  abdomen  till  pres- 
ent time.  Bowels  in  meantime  were  very  con- 
stipated, practically  not  acting  at  all. 

I saw  him  on  December  22,  day  of  admission, 
at  his  place  of  business  and  found  him  doubled  up 
with  pain,  with  temperature  100,  pulse  120.  He 
was  very  nauseated  and  abdomen  was  rigid:  A 
mass  was  palpable  in  left  iliac  region.  I elicited 
from  him  the  fact  that  he  had  consulted  another 
physician  one  month  prior  for  abdominal  pain  of 
three  weeks’  duration.  The  physician  had  thought 
he  had  appendicitis  but  advised  a G.  C.  X-ray. 
The  doctor  later  told  me  that  the  patient  had  had 
a slight  leucocytosis  at  the  time  he  examined  him 
and  was  tender  over  the  appendix. 

In  view  of  his  acute  symptoms  at  the  time  I saw 
him,  and  the  fact  that  he  had  10950  leucocytes 
with  92%  polys,  his  nausea,  pain  and  the  abdomi- 
nal mass,  I made  a tentative  diagnosis  of  “Acute 
intestinal  obstruction”  and  operated  at  once. 

Under  gas-oxygen  — novocain  anaesthesia,  I 
opened  the  abdomen  through  a left  rectus  incision 
over  the  palpable  mass.  Upon  opening  the  ab- 
domen I found  the  whole  intestinal  tract  so  closely 
and  firmly  agglutinated  that  it  was  impossible  to 
distinguish  one  coil  from  another.  There  was  lit- 
erally not  one  free  loop  to  be  found.  The  contents 
were  one  solid  mass  covered  with  fibrin.  The  ap- 
pendix of  course  could  not  be  found.  There  were 
about  1500  cc.  of  slightly  reddened  serum  in  the 
cavity.  This  was  gently  mopped  away  with 
sponges.  A culture  taken  from  this  fluid  was  re- 
ported later  to  contain  streptococci.  No  tubercles 
were  noted  anywhere. 

The  abdomen  was  closed  without  drainage  with- 
out anything  having  been  done  other  than  removal 
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of  most  of  the  fluid.  He  was  put  to  bed  and  given 
soda-glucose  drip  for  three  days,  during  which 
time  he  vomited  four  times  and  received  no  food 
by  mouth.  I frankly  expected  him  to  die.  After 
three  days  he  passed  fecal  matter  through  colon 
tube  and  seemed  better.  He  was  then  put  on  small 
amounts  of  orange  juice  and  thin  vegetable  broth. 
Mineral  oil  was  ordered  each  night  and  flatus 
enemata  given  P.R.N.  During  this  time  his  tem- 
perature ranged  from  normal  to  101.  His  im- 
provement was  constant  though  gradual  till  Janu- 
ary 4,  1927,  at  which  time  he  was  discharged 
home,  his  incision  having  healed  by  first  intention 
in  the  meanwhile. 

In  the  physical  examination  prior  to  this  opera- 
tion nothing  abnormal  had  been  noted  in  his  lungs 
nor  was  any  suspicion  of  his  having  lung  trouble 
entertained  till  he  returned  to  me  some  two  months 
later  complaining  of  shortness  of  breath.  Exami- 
nation revealed  dullness  over  whole  left  lung.  He 
also  had  some  fever.  A needle  was  inserted  into 
plura  and  straw  colored  fluid  withdrawn.  He  was 
sent  home  and  on  following  day,  March  7,  1927, 
2500  cc.  of  fluid  was  aspirated. 

I again  aspirated  him  fifteen  days  later  and 
withdrew  about  1500  cc.  The  lung  condition  un- 
der rest  and  quiet  rapidly  improved  and  he  was 
preparing  to  return  to  work  on  April  7th  (one 
month  later),  when  he  was  again  taken  violently 
ill,  vomiting,  constipation,  abdominal  cramps  and 
had  to  be  sent  to  the  hospital  at  4 a.m.  He  stated 
that  since  his  operation  he  had  been  quite  costive 
and  had  not  felt  tip  top. 

He  began  to  have  fecal  vomiting  soon  after  en- 
tering the  hospital,  this  time,  April  10,  1927.  He 
had  fever  100.3,  pulse  110,  with  12600  leucocytes, 
80%  of  which  were  polys.  A remarkable  thing 
about  this  case  was  that  the  patient  looked  well, 
remarkably  well  and  robust  all  the  way  through 
his  sickness.  I again  opened  him  up  with  the 
same  diagnosis,  “Acute  Intestinal  Obstruction,” 
this  time  through  the  right  rectus.  This  time  the 
operative  sheet  shows  under  gross  findings  that 
the  intestines  were  very  red,  that  they  could  be 
dilferentiated  one  from  another  (contrary  to 
former  findings)  and  were  only  feebly  adherent  to 
each  other  in  many  places. 

Tubercles  were  now  for  the  first  time  noted  scat- 
tered about  on  the  small  gut  especially  the  ileum. 
The  jejunum  was  completely  obstructed  in  one 
place  by  a firm  band  of  adhesions  which  ran  down 
into  the  pelvis,  angulating  the  gut  sharply.  The 
gut  was  dilated  above  this  band.  This  band  was 
removed  and  the  distention  relieved. 

The  appendix  could  not  be  located  as  the  in- 
testines in  that  area  were  very  solidly  adherent 
to  each  other.  No  fluid  was  noticed.  I considered 
this  man’s  condition  as  much  improved  since  the 
first  operation.  Abdomen  closed  without  drainage. 
After  this  operation  the  patient  did  not  do  well 
from  very  first. 


Symptoms  of  obstruction  remained.  Had  nausea 
almost  constantly  accompanied  by  vomiting  of  most 
offensive  type.  Fluids  were  thrown  into  him  in 
every  way  possible  and  gastric  lavage  was  re- 
sorted to  two  or  three  times  daily. 

After  two  days  of  this  he  seemed  to  be  relieved, 
and  was  able  to  take  fluids  by  mouth  and  had  sev- 
eral bowel  movements,  but  never  was  free  from 
abdominal  discomfort.  To  make  matters  worse  his 
wound  burst  open  on  the  fourteenth  post-operative 
day  and  his  intestines  came  out  on  his  abdomen. 
The  wound  was  promptly  sewed  up  and  he  went 
on  pretty  well  till  April  27,  1927,  at  which  time 
all  his  abdominal  symptoms  returned  with  greater 
violence  than  ever,  it  seemed. 

As  the  last  incision  was  not  yet  healed,  I de- 
cided to  again  open  him  up  through  his  original 
left  rectus  incision.  Both  the  patient  and  I were 
desperate  by  this  time  and  my  only  excuse  for  re- 
operating him  was  the  certain  knowledge  that  the 
patient  could  not  long  survive  in  his  then  condi- 
tion. 

The  intestines  were  found  to  be  massed  together 
by  fine  adhesions.  Very  few  tubercles  were  noted. 
No  definite  obstruction  could  be  located  so  a loop 
of  healthy  dilated  jejunum  was  selected  and  a 
jejunostomy  was  done,  it  being  our  hope  that 
drainage  could  in  this  way  be  affected  and  the 
patient’s  life  saved.  Abdomen  closed  without 
drainage. 

Again  fluids  were  forced  in  every  way  as  after 
preceding  operations.  There  was  never  much 
drainage  from  the  jejunostomy  tube  but  much  gas 
was  evacuated.  The  tube  was  kept  clamped  and 
only  opened  at  intervals.  Within  thirty-six  hours 
patient  began  passing  flatus  per  rectum  and  after 
forty-eight  hours  he  had  a large  fluid  stool. 

His  convalescence  continued  uninterruptedly  for 
two  weeks  at  which  time  he  left  the  hospital.  The 
jejunostomy  tube  was  removed  four  days  before 
his  discharge  or  ten  days  after  operation.  Since 
his  discharge  he  has  had  no  trouble  except  a fecal 
impaction  one  month  after  discharge  from  hospi- 
tal after  third  operation.  This  condition  was  re- 
lieved by  enemata. 

He  is  today  apparently  perfectly  well  and  has 
gained  forty  pounds  in  weight.  He  tells  me  he 
never  felt  better  and  is  the  picture  of  robust  health. 
He  still  takes  mineral  oil  and  occasionally  cascara, 
although  he  says  his  bowels  move  regularly  from 
two  to  three  times  a day. 

I report  this  case  because  to  me  it  was  and  is 
still  a most  unusual  and  confusing  case  and  be- 
cause tuberculous  peritonitis  was  not  once  sus- 
pected till  the  fluid  formed  in  his  plura  some  weeks 
after  his  first  operation. 

Inasmuch  as  most  of  these  cases  remain  well, 
or  apparently  so,  for  two  or  more  years  following 
operation,  it  is  still  too  early  to  state  positively 
that  the  patient  has  been  cured,  still  when  all  is 
considered  it  seems  possible,  if  not  probable  that 
such  is  the  case. 
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DISCUSSION 

DR.  J.  W.  McCLARAN,  Jackson:  There  are 
one  or  two  points  that  I wish  to  emphasize.  Dr. 
Mason  says  this  is  not  a common  disease,  with 
which  I agree,  but,  on  the  other  hand,  it  is  not 
rare.  One  authority  says  that  3 per  cent  of  all 
patients  examined  post-mortem  show  some  tuber- 
culous involvement  of  the  peritoneum.  If  we  re- 
member this  we  may  be  more  on  the  lookout  for 
this  disorder  and  be  saved  some  humiliation  from 
mistaken  diagnosis.  The  diagnosis  is  very  impor- 
tant from  the  standpoint  of  surgical  treatment. 
There  are  two  things  of  great  importance  in  mak- 
ing the  diagnosis,  first,  a careful  history,  and  an 
old  idiopathic  pleurisy  or  something  of  that  sort 
may  give  us  a clue.  The  second  thing  is,  as  to 
how  often  tuberculous  peritonitis  may  be  acute. 
It  often  simulates  appendicitis  and  in  some  cases 
it  is  almost  impossible  to  make  a dilferentiation. 
The  importance  of  the  diagnosis  is  that  if  you 
know  what  the  trouble  is  you  have  a mode  of 
approach  to  the  seat  of  the  trouble.  Removal  of 
the  focus  of  infection  I think  is  the  most  impor- 
tant thing.  In  women  it  is  usually  the  tubes,  and 
the  disease  is  often  bilateral.  The  appendix  also 
is  frequently  the  source  of  infection.  I believe 
the  old  method  of  simply  exposing  the  intestines 
to  the  air  is  not  enough,  and  that  an  earnest  at- 
tempt must  be  made  to  locate  the  focus  of  the 
infection  and  remove  it.  I have  had  a few  cases 
operated  on  and  treated  with  exposure  to  the 
quartz  lamp,  with  good  results  following  opera- 
tion. Of  course,  I do  not  know  how  much  of  the 
good  results  is  due  to  the  operation  and  how  much 
to  the  light  therapy,  but  the  improvement  was 
marked. 

DR.  JOHN  L.  JELKS,  Memphis:  I verily  be- 
lieve that  wherever  there  is  a tuberculous  peri- 
tonitis there  has  been  an  infection  in  the  lungs 
previously,  I believe  that  if  it  were  not  for  the 
oxygen  in  the  air  we  would  all  be  tuberculous.  I 


suppose  I was  the  first  man  in  the  United  States 
to  inject  air  into  a person  with  tuberculous  peri- 
tonitis. The  first  use  of  this  method  was  practiced 
in  Calcutta,  and  I told  this  patient,  who  was  spit- 
ting up  tubercle  bacilli  every  day,  that  it  was  to 
be  used  purely  as  an  experiment.  Immediately 
that  patient  felt  better  following  the  injection  of 
oxygen.  The  temperature  went  down  and  the 
sputum  became  less  abundant.  The  temperature 
rose  again  on  the  fifth  day  following  this  pro- 
cedure and  on  the  sixth  day  I injected  on  the  other 
side,  filling  the  abdomen  full  of  oxygen.  That  was 
seven  or  eight  years  ago  and  that  woman  is  still 
well.  Gentlemen,  there  is  something  in  it.  What 
cured  her?  The  use  of  oxygen  cured  her.  I have 
opened  abdomens  and  have  seen  others  open  abdo- 
mens, and  do  nothing,  except  as  in  my  own  moth- 
er’s case  in  which  the  abdomen  was  opened  and 
we  broke  a little  adhesion  of  the  appendix  to  the 
gut  which  was  productive  of  ascites.  Nothing  else 
was  done,  and  five  years  later  there  was  no  evi- 
dence of  tuberculous  peritonitis.  What  cured  it? 
Everything  in  the  abdomen  was  agglutinated  at 
the  time  of  the  first  incision,  but  when  I re- 
operated five  years  later  there  was  no  sign  of 
this.  In  another  case,  I performed  an  operation 
for  an  amebic  appendicitis  which  he  had,  and  he 
recovered  from  a tuberculous  peritonitis.  I have 
recently  had  a letter  from  another  patient  who 
was  operated  in  this  way  and  is  now  well.  Gen- 
tlemen, there  is  something  in  it.  I repeat  that 
many  of  us  would  die  if  it  were  not  for  the  oxygen 
in  the  air  that  is  destructive  to  the  tubercle  bacilli. 

DR.  ROBIN  F.  MASON,  Memphis  (closing)  : 
I wish  to  emphasize  the  fact  that  it  is  probable 
that  many  men  who  are  not  keen  diagnosticians 
and  history  takers  overlook  many  cases  of  tuber- 
culosis of  the  peritoneum,  and  that  many  of  these 
patients  get  well  without  anything  being  done.  I 
think  as  the  medical  treatment  is  more  and  more 
improved  surgery  will  be  saved  for  the  complica- 
tions, and  for  complications  only. 
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Lucius  E.  Burch,  M.D.,  Nashville 


I HAVE  endeavored  to  select  a subject  that 
is  of  interest  to  the  general  practioner, 
the  specialist  and  the  general  surgeon.  I 
will  confine  the  term  abortion,  arbitrarily  to 
all  cases  in  which  pregnancy  is  interrupted, 
up  to  the  time  the  child  is  viable. 

It  is  impossible  to  say  how  frequent  it  is. 
The  majority  of  authorities  state  that  one 
abortion  takes  place  to  every  three  cases  of 
labor.  Some  few  state  that  the  frequency 
is  about  equal  and  others  even  go  so  far 
as  to  say  that  abortion  is  more  common 
than  labor. 

It  is  sad  to  relate,  but  true,  that  about 
30%  of  abortions  are  criminal.  It  occurs 
most  frequently  in  the  second  to  third 
month.  The  reason  for  this  is  obvious.  Pa- 
tients in  the  early  months  of  pregnancy 
take  but  little  care  of  themselves  and  many 
of  them  have  a feeling  that  it  is  not  wrong 
to  interrupt  a pregnancy  until  movements 
are  felt.  It  is  much  more  common  in  wom- 
en who  have  had  children.  The  percent- 
age of  criminal  abortions  is  about  the  same 
in  married  and  unmarried  women.  All 
states  have  laws  making  criminal  abortions 
a penitentiary  offense  and  why  these  crimi- 
nals who  for  the  most  part  belong  to  our 
profession  are  permitted  to  exist,  is  beyond 
belief. 

The  modern  use  of  contraceptive  meas- 
ures has  done  much  to  diminish  the  fre- 
quency of  criminal  abortion.  This  problem 
is  one  of  the  most  important  facing  the 
profession  at  the  present  time. 

In  treating  a case  of  abortion  it  is  im- 
portant to  ascertain  accurately  the  exact 
time  of  the  pregnancy.  It  is  to  be  remem- 
bered that  during  the  first  six  weeks  there 
is  in  the  uterus  only  the  embryo  and  de- 
cidua. From  the  sixth  to  twelfth  week  the 
period  of  placental  formation  and  from  the 
twelfth  to  twenty-fourth  week  is  the  time 
when  the  placenta  develops  quite  rapidly.  At 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  10,  1928. 


the  twelfth  week  it  is  possible  to  differen- 
tiate the  sexes  and  in  addition  to  that  ossifi- 
cation begins.  During  the  first  six  weeks  it 
is,  as  a rule,  that  the  ovum  with  its  decidua 
is  expelled  intact.  From  the  sixth  to  twelfth 
week  an  adherent  placenta  is  likely  to  be 
found  and  from  the  twelfth  to  twenty- 
fourth  week  the  condition  shows  that  of 
normal  labor.  At  this  time  however  the 
placenta  comes  away  as  a whole,  slower 
than  in  labor. 

The  cardinal  symptoms  of  abortion  are 
bleeding  and  pain.  If  the  physical  signs  do 
not  clear  up  the  condition,  a pneumoperi- 
toneum followed  by  X-ray  of  parts  will  be  a 
great  service  in  clinching  the  diagnosis.  The 
pneumoperitoneum  in  the  early  weeks  will 
show  an  enlarged  uterus,  which  frequently 
has  a cavity  with  a small  mass  in  it.  It  will 
also  show  any  enlargements  of  the  append- 
ages which  will  assist  in  a differential  diag- 
nosis from  extra-uterine  pregnancy  or  ad- 
nexal pathology. 

It  is  quite  important  that  everything  that 
is  passed  by  the  patient  be  saved.  This 
gives  the  attendant  an  opportunity  not  only 
to  make  a diagnosis  of  abortion  but  also 
to  form  a fairly  good  opinion  as  to  whether 
everything  was  passed.  It  is  wise  to  have 
a pathological  report  made  on  tissue  that 
is  passed  by  the  patient.  If  chorionic  villi 
are  found  it  shows  positively  that  a preg- 
nancy has  been  present  and  this  pathologi- 
cal report  may  be  of  great  service  in  medico- 
legal cases. 

It  is  quite  often  brought  up  in  medico- 
legal cases  the  duration  of  pregnants  and 
this  can  be  computed  accurately  by  meas- 
uring the  distance  from  occipital  protuber- 
ance to  the  sacrum  by  the  square  of  the 
number  of  months.  These  measurements 
are  to  be  made  in  cm. 

Illustration' 

The  symptoms  of  threatened  abortion  are 
a slight  show,  an  uneasiness  in  the  back, 
cramp  like  pains  and  a frequency  of  urina- 
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tion.  A threatened  abortion  should  be  con- 
sidered inevitable  if  the  patient’s  symp- 
toms will  not  disappear  under  a week’s 
treatment  consisting  of  rest  in  bed,  use  of 
sedatives  and  opiates. 

Arthur  Curtis  of  Chicago  has  conclusive- 
ly shown  that  a uterus  curetted  under  the 
best  of  surgical  environments  will  contain 
septic  organisms  in  five  days’  time  following 
the  curettage.  For  this  reason  all  cases  of 
criminal  abortion  must  be  considered  sep- 
tic, regardless  of  symptoms.  It  also  conclu- 
sively shows  that  any  uterus  that  is  in- 
vaded will  in  the  course  of  a few  days  con- 
tain pathogenic  bacteria,  therefore  it  is  a 
part  of  wisdom  to  abstain  from  active  treat- 
ment unless  it  is  a strong  indication  for 
interference.  First,  and  most  important  the 
vaginal  examination  of  the  patient  should 
be  most  carefully  made.  The  external  geni- 
tals should  be  bathed  with  soap  and  water 
and  then  irrigated  with  an  antiseptic.  A 
sterile  rubber  glove  should  always  be  used. 
There  is  no  reason  why  these  precautions 
should  not  be  carried  out  under  any  condi- 
tions or  circumstances. 

The  majority  of  abortions  that  take  place 
never  consult  a physician  and  most  of  these 
go  through  without  difficulty,  therefore  in 
the  normal  case  interference  is  unnecessary. 

Bleeding  is  one  of  the  common  indications 
for  interference.  Fortunately  these  women 
never  bleed  to  death  from  any  one  hemor- 
rhage. They  do  become  markedly  anemic 
and  their  resistance  is  very  much  decreased 
from  a number  of  hemorrhages  and  inter- 
ference is  naturally  indicated  before  this 
condition  occurs.  I advise  packing  the  va- 
gina when  the  bleeding  becomes  profuse. 
At  the  end  of  24  hours  if  the  uterus  has  not 
emptied  itself  or  if  the  bleeding  has  not 
stopped  then  one  must  consider  active  inter- 
ference. Packing  the  vagina  must  be  done 
with  the  usual  surgical  precautions,  which 
should  consist  of  spraying  the  external 
parts  or  painting  them  with  mercurochrome 
and  then  introducing  a sterile  bivalve  specu- 
lum and  pouring  the  vagina  full  of  mercuro- 
chrome. The  fornices  should  first  be  packed 
and  then  beginning  at  the  cervix  the  gauze 
is  pushed  in  until  the  vagina  is  completely 
packed. 


Another  indication  for  interference  is  the 
presence  of  a foul  smelling  discharge  due 
to  the  retention  of  a part  of  the  placenta 
or  a whole  placenta.  If  interference  for  one 
or  two  of  the  named  conditions  is  neces- 
sary, first  dilate  the  cervix  if  it  is  not  al- 
ready dilated  in  order  that  the  finger  may 
be  introduced.  This  can  always  be  carried 
out  by  the  use  of  Hegar’s  dilators.  The 
hooks  that  have  been  devised  by  me  will 
materially  assist  in  this  maneuver  as  they 
will  not  tear  out  like  the  ordinary  volsellum 
does  and  the  view  of  the  field  of  operation  is 
not  obstructed  by  handles. 

Under  no  circumstances  should  a currette 
be  used  in  a case  of  abortion.  I can  not 
make  this  statement  too  emphatic.  It  makes 
no  difference  how  delicate  one’s  touch  is  or 
how  much  experience  they  have  had  they 
will  at  some  time  produce  perforation  and 
for  this  reason  it  makes  curettage  a most 
hazardous  procedure. 

I should  like  also  to  state  that  I do  not 
consider  the  curette  a therapeutic  instru- 
ment. It  is  useful  in  obtaining  scrapings 
for  laboratory  purposes  but  that  is  where 
their  sphere  of  usefulness  ends. 

I once  perforated  a uterus  with  a curette 
in  a case  that  was  not  pregnant  and  did  not 
realize  at  the  time  that  I had  produced  a 
perforation.  Fortunately  I opened  the  ab- 
domen for  the  relief  of  another  condition 
and  found  protruding  through  a small  open- 
ing a small  piece  of  uterine  packing.  This 
packing  was  replaced  in  the  uterus  and  the 
small  opening  closed  with  two  sutures  and 
the  recovery  was  uneventful. 

Last  year  my  resident  at  the  Vanderbilt 
Hospital  perforated  a cancerous  uterus 
which  he  was  curetting  for  the  purpose  of 
obtaining  scrapings  for  the  laboratory.  He 
was  astute  enough  to  know  that  he  had  pro- 
duced a perforation  and  stopped  the  opera- 
tion at  once.  The  patient  was  watched  care- 
fully for  six  or  seven  days,  no  symptoms  ap- 
peared, at  the  end  of  that  time  I performed 
a radical  operation  for  the  relief  of  cancer. 
A small  scar  was  found  on  anterior  surface 
where  perforation  had  taken  place.  I have 
reported  three  perforations  which  occurred 
in  the  hands  of  some  of  the  best  practition- 
ers in  Tennessee,  following  a curettage  for 
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the  relief  of  an  incomplete  abortion.  One 
of  these  cases  had  a general  perforation  and 
died,  the  other  two  he  was  able  to  save. 

To  emphasize  again  the  danger  of  the 
curette  or  a forceps  I desire  to  report  the 
following  case  which  was  brought  to  the 
Vanderbilt  Hospital  in  January  of  this 
year: 

The  patient,  about  five  months  pregnant 
had  had  an  abortion,  which  was  of  the  ap- 
pearance of  a spontaneous  one.  The  pla- 
centa was  not  expelled  so  attending  physi- 
cian attempted  a manual  removal,  eventual- 
ly resorting  to  the  use  of  pointed  forceps. 
He  states  that  only  a portion  of  the  placenta 
was  removed.  The  doctor  said  that  before 
he  used  the  forceps  he  saw  a cord  of  bluish 
color  projecting  from  the  uterus.  Another 
doctor  was  called  in.  One  thought  the  cord 
to  be  the  umbilical  cord,  the  other  thought 
it  was  intestine.  The  projecting  cord  had  a 
ragged  edge,  was  not  in  the  form  of  a loop, 
was  described  as  having  a thick  wall,  small 
lumen,  and  exuded  a dark  brown  material 
after  a few  inches  of  it  had  been  cut  off.  On 
admission  patient  was  found  to  be  very  ten- 
der over  entire  abdomen,  uterus  soft  and 
spongy,  no  excessive  vaginal  bleeding,  tem- 
perature 101.6.  Patient  said  she  rested  bet- 
ter with  knees  drawn  up  on  abdomen.  From 
description  given,  we  rather  thought  that 
the  projecting  structure  was  umbilical  cord, 
although  we  considered  it  quite  possible 
that  the  uterus  might  have  been  ruptured 
by  the  intra-uterine  manipulation  and  in- 
strumentation. Our  impressions  were : (1) 
Miscarriage,  incomplete ; (2)  puerperal  sep- 
sis; (3)  perforation  of  uterus. 

The  physical  examination  was  essentially 
negative  except  for  rather  positive  signs  of 
peritonitis.  The  pelvic  examination  revealed 
a laceration  of  the  anterior  wall  of  cervix. 
External  os  open,  internal  os  closed  around 
the  placenta.  The  placenta  was  removed 
and  found  to  be  nearly  complete.  The  cord 
was  centrally  inserted  and  had  been  cut  off 
close  to  the  placenta.  While  preparations 
for  transfusion  were  in  progress  patient 
suddenly  went  into  collapse  immediately  af- 
ter being  given  a low,  magnesium  and  wa- 
ter enema.  The  blood  pressure  taken  at 
once  was  120/50.  Pulse  strong  and  regu- 


lar, respiration  weak,  irregular  and  short. 
Death  took  place  in  a few  minutes  and  was 
due  to  a respiratory  failure. 

Essential  autopsy  findings : The  abdomi- 
nal cavity  contained  800  cc  of  thin  bloody 
fluid.  The  peritoneal  surfaces  of  the  lower 
abdominal  and  pelvic  viscera  were  covered 
with  a fibrinous  exudate.  Then  the  sigmoid 
was  exposed,  it  was  found  that  the  lower 
part  of  the  sigmoid  and  upper  half  of  rec- 
tum seemed  to  be  torn  loose  from  the  retro- 
peritoneal cavity.  Two  openings  were  found 
in  the  wall  of  the  upper  rectum.  Through 
these  openings  there  was  seen  a soft  gray- 
ish necrotic  looking  mass  which  occupied 
the  center  of  the  lumen.  This  was  identi- 
fied as  necrotic  mucosa  which  had  been 
entirely  stripped  from  the  muscular  walls 
of  the  gut.  About  10  cm.  lower  the  rectum 
appears  to  be  entirely  cut  across  and  its 
opened  end  free  in  the  peritoneal  cavity. 
On  the  posterior  surface  of  the  uterus  there 
were  two  openings  or  tears,  these  openings 
were  undoubbtedly  the  result  of  intrauter- 
ine instrumentation.  The  rectum  had  evi- 
dently been  grasped  by  the  forceps,  pulled 
down  through  the  opening  in  the  uterus  and 
completely  severed.  The  endometrium 
showed  evidence  of  pueperal  sepsis.  There 
was  evidence  of  tremendous  traumatic  in- 
jury to  the  rectum  and  sigmoid.  There 
was  a segment  of  the  rectum  definitely  miss- 
ing. This  unfortunately  happened  in  the 
hands  of  one  of  our  best  practitioners  in 
this  part  of  the  state.  I have  no  criticism 
to  make.  He  thought  he  was  doing  what 
was  best  for  his  patient.  It  is  an  accident 
that  may  happen  to  anyone  of  us.  It  would 
have  been  much  better  if  he  had  not  inter- 
fered in  any  way  and  simply  left  nature 
to  handle  the  situation. 

This  case  strongly  emphasizes  the  dan- 
gers of  the  use  of  placental  forceps  or  dress- 
ing forceps.  In  my  opinion  a placental  for- 
ceps should  never  be  used  unless  the  mem- 
branes have  been  detached  by  the  examin- 
ing finger  and  are  lying  loose  in  the  uter- 
ine cavity.  If  it  is  not  possible  to  detach  the 
membrances  with  the  examining  finger  then 
the  uterus  should  be  packed  with  gauze  and 
this  gauze  allowed  to  remain  in  for  48 
hours.  Ergot  and  pituitrin  should  be  ad- 
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ministered  as  indicated  after  the  packing 
or  if  the  uterus  is  cleansed  with  the  finger. 
At  the  end  of  48  hours  the  gauze  is  with- 
drawn and  usually  the  membranes  will  come 
with  it.  If  any  bleeding  is  present  the  cav- 
ity should  again  be  repacked.  This  will 
rarely  be  necessary. 

There  are  only  two  indications  for  inter- 
ference of  abortion.  One  is  a hemorrhage 
that  will  not  be  controlled  by  palliative 
treatment  such  as  packing  the  vagina,  rest 
in  bed,  etc.  The  other  is  where  the  symp- 
toms of  sapremia  are  present  and  the  uterus 
will  not  expel  its  contents.  The  only  inter- 
ference that  should  ever  be  carried  out  is  a 
thorough  dilatation  of  the  cervix  if  it  is  not 
already  dilated  or  an  exploration  of  the 
uterus  with  gloved  finger.  In  criminal  abor- 
tion interference  is  contra-indicated  under 
all  circumstances.  A ^lood  culture  should 
be  made  and  if  this  is  positive  at  the  end 
of  48  hours  transfusion  or  even  the  use  of 
mercurochrome  injected  intravenously  may 
be  carried  out. 

An  illustration  of  how  dangerous  crimi- 
nal abortion  is  is  well  illustrated  in  the  fol- 
lowing case  : 

On  November  8,  1927,  patient  inserted  a soft 
rubber  tube  into  the  uterus.  The  following  day 
•she  passed  the  fetus  and  a portion  of  the  placenta. 
There  was  no  bleeding  following  the  abortion.  On 
November  10th  patient  began  to  have  fever.  Pa- 
tient was  sent  to  Vanderbilt  Hospital  on  November 
15th.  Patient  was  a middle  aged  individual  who 
had  quite  an  anxious  expression,  mind  was  slug- 
gish and  answered  questions  slowly  if  at  all.  Skin 
rather  dry  and  both  skin  and  conjunctiva  icteric. 
Accentuated  P2,  heart  otherwise  negative.  Abdo- 
men greatly  distended.  Very  slight  vaginal  dis- 
eharge  and  slight  odor.  Temperature  104  by  rec- 
tum. Pulse  125  of  fair  quality.  R.B.C.  3,850,000, 
W.B.C.  15,100.  Hgb.  67%. 

Treatment:  Fluids  were  forced,  a rectal  tube 
inserted,  one  low  enema.  Patient  placed  in  Fowl- 
er’s position.  1000  cc.  of  10%  glucose  intrave- 
nously. Blood  for  typing  culture  at  7.  p.m.  11:30 
p.m.  temperature  105,  pulse  138,  patient  irrational 
and  incontinent.  Patient  was  transfused  with 
slight  improvement.  1000  cc.  saline  subcutane- 
ously. 1000  cc.  glucose  10%  intravenously.  Early 
plates  showed  definite  colony  growth  resembling 
pneumococci.  No  hemolytic  organisms.  12:15 
p.m.  patient  became  much  worse.  The  pulse  rapid 
and  hardly  perceptible,  skin  cold  and  clammy,  res- 
piration shallow  and  gasping  in  character.  Trans- 
fusion 500  cc.  citrate  method.  On  November  17th 
patient  expired. 


Autopsy  findings : When  the  peritoneal  cavity 
was  opened  all  abdominal  contents  were  plastered 
over  with  thick  greenish  white  fibrino  purulent 
exudate.  Pelvis  filled  with  similar  exudate  and 
fluid.  Smears  from  peritoneal  exudate  showed  a 
Graham  positive  lance  shaped  diplococcus  which 
occurred  occasionally  in  short  chains.  Early 
broncho  pneumonia.  Uterus  soft  and  boggy  about 
the  size  of  an  orange.  Ovarian  veins  on  either 
side  were  carefully  studded  but  showed  no  throm- 
bosis. Uterine  mucosa  appeared  necrotic.  On  the 
anterior  surface  there  was  a mass  of  placental 
tissue  about  3 cm.  in  diameter. 

In  conclusion  I desire  to  emphasize  the 
following : 

1.  Interference  is  unnecessary  in  the 
great  majority  of  incomplete  abortions. 

2.  It  is  a contraindication  in  criminal 
abortion. 

3.  Hemorrhage  or  symptoms  of  sapre- 
mia are  indications  for  interference  after 
palliative  treatment  has  failed. 

4.  Interference  consists  only  of  dilatation 
of  cervix,  exploration  of  uterine  cavity  with 
finger  and  packing. 

5.  The  curette  should  never  be  used. 


DISCUSSION 

DR.  C.  N.  COWDEN,  Nashville:  The  poor  and 
the  abortionists  we  have  with  us  always.  It  is  a 
shame  that  we  are  having  so  many  all  the  time, 
and  I think  a little  prophylactic  treatment  in  send- 
ing these  men  to  the  penitentiary  would  cut  down 
the  cases.  These  men  are  in  every  town  and  city 
in  the  state.  We  hear  a great  deal  about  cancer 
and  infant  welfare  work,  and  this  is  all  very  well, 
but  I think  we  are  losing  twice  as  many  persons 
from  criminal  abortions. 

Dr.  Burch  has  given  us  a fine  paper  and  we 
should  pay  a great  deal  of  attention  to  his  state- 
ment. I agree  with  everything  he  said,  except  his 
remarks  regarding  the  treatment  of  abortion,  there 
I disagree  with  everything  he  said.  The  methods 
he  has  given  us  are  antequated  and  were  taught 
by  our  fathers.  There  are  more  things  said  about 
this  today  than  anything  else.  Why?  Because 
these  methods  have  been  used  and  they  are  un- 
satisfactory, and  the  subject  is  being  discussed 
from  every  standpoint.  What  is  abortion  attempt- 
ing? It  is  an  effort  to  get  rid  of  the  production 
of  infection.  To  my  mind  the  patient  cannot  get 
well  until  that  material  is  out  of  the  uterus.  The 
uterus  must  be  emptied  carefully  and  thoroughly. 
There  are  two  methods  that  we  employ:  The  con- 
servative one  of  sitting  down  and  doing  nothing 
and  very  little  of  that,  or  taking  some  active  steps 
at  interference.  We  can  use  the  sedatives  and 
sitz  baths  and  wait  for  something  to  happen. 
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There  will  be  a hemorrhage,  or  sepsis,  or  sapremia. 
or  perhaps  all  of  them.  I cannot  see  what  good 
it  does  to  sit  down  and  wait  for  these  things  to 
take  place.  The  other  method  is  the  active  treat- 
ment. The  patient  is  placed  in  the  lithotomy  posi- 
tion, sterilized  as  the  essayist  has  indicated,  and 
with  the  Hegar  dilators,  which  will  give  good 
dilatation,  we  can  see  what  we  are  doing.  This 
can  be  easily  done  and  is  very  necessary,  and  then 
with  a sharp  curet  and  a Luer  forceps  which  can- 
not take  off  anything  that  should  not  come  away, 
and  then  with  this  little  ring  forceps,  which  will 
not  remove  anything  that  it  should  not,  and  a 
sharp  curet,  we  can  go  over  every  bit  of  the  sur- 
face of  the  uterus;  then  with  a good  strong  anti- 
septic this  cavity  should  be  lightly  but  gently 
packed,  with  a slight  portion  left  hanging  out  of 
the  cervix.  With  the  finger,  gentlemen,  I cannot 
do  this,  and  I doubt  if  any  one  can  curet  a cavity 
that  size  with  the  finger.  I think  no  one  can  go 
in  with  the  finger  and  get  this  material  out,  and 
if  one  could  he  would  do  more  traumatizing  than 
he  would  with  the  little,  delicate  curet  that  Dr. 
Burch  has  condemned  so  severely.  The  cases  he 
has  reported  are  the  calamities,  the  accidents  due 
to  the  curet.  If  he  classes  curettage  as  splitting 
open  the  whole  end  of  the  womb,  that  is  not  my 
definition,  but  if  you  do  not  remove  this  infectious 
material,  you  are  sure  to  have  bad  results.  Dr. 
Burch  waits  until  the  patients  have  a severe  hem- 
orrhage and  then  subjects  them  to  the  curettage. 
His  patients  will  get  well,  only  2 per  cent  die,  and 
my  patients  will  get  well  much  sooner.  Dr.  Hillis 
of  Chicago  has  shown  that  about  the  same  percent- 
age of  patients  die  from  each  method,  but  my 
patients  will  have  fewer  days  in  the  hospital  and 
will  make  a much  more  complete  recovery. 

DR.  WESLEY  J.  BREEDING,  Nashville;  I 
want  to  differ  with  Dr.  Cowden  when  he  says  that 
the  curette  is  necessary,  and  that  the  conservative 
treatment  which  Dr.  Burch  has  advocated  is  an 
inadequate  method  of  treatment.  Rather  aggres- 
sive methods  in  the  use  of  the  curette  were  taught 
to  members  of  my  class  graduating  a number  of 
years  ago.  I was  fortunate  in  locating  near  a very 
conscientious  and  conservative  practitioner.  When 
these  severe  incomplete  abortions  and  dangerous 
hemorrhages  were  encountered,  our  sense  of  duty 
demanded  that  something  should  be  done,  and  done 
quickly.  Operative  interference  at  once  was  im- 
perative. With  this  teaching  in  mind,  I proceeded 
to  interfere  in  these  cases  with  the  curette,  accord- 
ing to  the  technique  of  my  predecessors.  It  was 
soon  very  obvious  that  my  results  were  no  better, 
and  in  fact  were  very  much  worse  than  those  of 
the  conservative  practitioner  at  my  side,  who  did 
nothing  but  wait  on  nature.  My  methods  of  prac- 
tice were  changed  and  since  that  time  I have  ad- 


vocated conservative  treatment  in  abortion.  I have 
discussed  this  question  before  on  the  floor  of  medi- 
cal societies  of  this  state  and  the  curette  advocators 
have  been  strong  and  in  the  majority  but  after  all 
these  years  I am  glad  to  know  that  more  conserva- 
tive methods  are  now  advocated  by  our  best  au- 
thorities. No  man,  no  matter  how  skillful  he  may 
be,  can  know  what  he  has  done  in  the  uterus  when 
he  has  introduced  and  manipulated  a curette.  The 
curette  has  no  eyes  on  its  end  and  the  operator 
only  has  his  sense  of  touch  to  guide  him  in  this 
delicate  operation.  In  an  incomplete  abortion,  na- 
ture is  undertaking  to  ward  off  and  wall  off  a 
septic  process,  and  when  one  goes  in  with  a curette 
in  this  reckless  fashion,  he  certainly  does  open 
up  avenues  for  the  entrance  of  septic  material  into 
the  blood  stream.  Our  maternal  mortality  in  the 
United  States  is  higher  than  that  of  other  foreign 
countries.  Recently  I heard  a report  by  a doctor 
who  had  made  an  extended  visit  to  New  Zealand 
for  the  purpose  of  contrasting  the  low  maternal 
mortality  there  as  compared  with  that  in  this  coun- 
try, and  it  was  the  coi^ensus  of  opinion  that  the 
reason  for  the  high  maternal  mortality  in  America 
was  easily  explained  on  the  grounds  that  Ameri- 
can physicians  operate  too  much.  Whether  this  is 
true  or  not  I am  unable  to  say,  but  I know  the 
maternal  mortality  in  this  country  is  high  and 
there  is  some  reason  for  it.  It  is  my  opinion  that 
we  are  too  ready  to  enter  a dangerous  field  with 
the  curette. 

DR.  LUCIUS  E.  BURCH,  Nashville  (closing)  : 
Dr.  Breeding  has  answered  Dr.  Cowden  so  well 
that  I am  unable  to  add  anything  to  his  discussion. 
I do  wish  to  emphasize  again  the  conclusion  of 
Curtis,  that  a clean  curettage  in  five  days  will 
show  bacteria  in  the  uterus,  and  of  course  follow- 
ing criminal  abortion  the  number  of  bacteria  will 
be  much  increased.  In  my  opinion  the  sharp 
curette  is  a very  dangerous  instrument.  Dr.  Cow- 
den may  be  able  to  use  it  without  causing  trouble 
in  abortion  cases,  he  however,  is  an  unusual  man, 
but  for  you  and  me  it  would  be  a most  dangerous 
procedure.  It  is  a blind  instrument  and  with  it 
even  the  expert  can  produce  a perforation  in  abor- 
tion cases.  In  addition  to  this  it  tears  down  the 
barriers  thrown  up  by  nature  and  opens  up  fresh 
channels  for  infection.  The  treatment  for  abor- 
tion is  conservative  and  in  criminal  abortion  one 
should  never  interfere.  You  can  not  always  thor- 
oughly mop  and  empty  the  uterus  with  the  finger. 
That  was  clearly  brought  out  in  the  paper,  but  if 
the  cervix  is  dilated  nature  will  expel  the  contents 
much  better  and  with  less  danger  than  by  the  use 
of  the  curette. 

I have  a short  reel  of  moving  picture  demon- 
strations of  the  method  I use,  which  I will  now 
present. 
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Before  the  section  of  Oto-Laryngology 
of  the  A.  M.  A.,  in  New  Orleans,  in 
1920,  Dr.  Emil  Mayer  read  the  report 
of  the  committee  on  Local  Anesthetics.  The 
indescriminate  use  of  cocain  was  very 
strongly  condemned  by  this  committee.  Its 
toxic  effect  and  habit  forming  qualities 
were  both  discussed.  Dr.  Wendell  Phil- 
lips urged  us  all  to  see  if  we  could  not  find 
a suitable  substitute  for  cocain  in  order  that 
we  may  prevent  habitues  as  well  as  to 
lessen  the  fatalities  from  its  use.  Since 
that  meeting,  I have  been  on  the  lookout 
for  something  to  take  the  place  of  cocain. 
This  substitute  should  have  the  following 
qualities:  Shrink  and  anesthetize  the  mu- 
cosa, be  non-habit  forming,  and  less  toxic 
than  cocain. 

In  the  Journal  of  the  A.  M.  A.,  on  Feb- 
ruary 4,  1922,  there  is  a report  of  the  com- 
mittee on  local  anesthesia  of  the  Section  of 
Ophthalmology  of  the  A.  M.  A.  This  com- 
mittee went  into  details  of  their  experiment 
on  butyn,  and  came  to  the  following  con- 
clusions : 

1.  It  is  more  powerful  than  cocain,  a 
smaller  quantity  being  required. 

2.  It  acts  more  rapidly  than  cocain. 

3.  Its  action  is  more  prolonged  than  co- 
cain. 

4.  According  to  our  experience  to  date, 
butyn,  in  quantities  required,  is  less  toxic 
than  cocain. 

5.  It  produces  no  drying  effects  on  the 
tissues. 

6.  It  produces  no  change  in  the  size  of 
the  pupil. 

7.  It  has  no  ischemic  effect  and,  there- 
fore, causes  no  shrinking  of  the  tissues. 

8.  It  can  be  boiled  without  impairing  its 
anesthetic  efficiency. 

*Read  before  the  Ear,  Eye,  Nose  and  Throat 
Section  of  the  Tennessee  State  Medical  Associa- 
tion, Nashville,  April  10,  1928. 


I would  like  to  elaborate  a little  on  the 
toxicity  of  butyn  as  given  in  this  commit- 
tee’s report.  The  research  committee 
found  that  butyn  was  two  and  one-half 
times  as  toxic  as  cocain  when  injected  into 
albino  rats  and  that  the  lethal  dose  of  butyn 
when  injected  intravenously  into  cats  is 
about  equal  to  that  of  cocain.  According  to 
the  toxicity  on  albino  rats,  it  means  that  a 
5 per  cent  solution  of  butyn  packed  in  the 
nose  would  have  the  same  toxicity  as  a 15 
per  cent  solution  of  cocain,  or  that  an  in- 
jection of  a 2 per  cent  butyn  would  be  as 
dangerous  as  an  injection  of  5 per  cent  co- 
cain. It  is  doubtful,  however,  that  the 
toxicity  ratio  is  as  high  in  man  as  in  the 
albino  rats,  although  in  Dr.  Mayer’s  report 
in  1924,  there  were  two  deaths  from  5 per 
cent  butyn  packed  in  the  nose  for  sub- 
mucus resections.  It  seems  that  it  would 
be  safe  to  use  a 2 per  cent  solution  of  butyn 
in  the  nose,  but  I do  not  believe  this  is 
necessary  as  good  anesthesia  can  be  ob- 
tained with  a 1 per  cent  solution.  I would 
consider  a 1 per  cent  solution  of  butyn  far 
safer  than  a 5 per  cent  cocain  solution. 

So  far  butyn  has  been  found  to  meet 
three  of  the  qualities  necessary  for  the  drug 
to  replace  cocain,  namely : Powerful  local . 
anesthetic,  non-habit  forming,  and  less 
toxic  in  quantities  necessary  to  produce 
anesthesia.  Unfortunately  it  does  not  have 
the  power  to  shrink  the  mucosa,  but  on  the 
contrary  causes  a slight  hyperemia.  This 
makes  butyn  alone  unsatisfactory  to  use  for 
nasal  examinations,  treatments,  and  oper- 
ations. Adrenalin  can  be  added  to  butyn 
and  thereby  give  a satisfactory  solution  for 
nasal  operations,  but  because  of  the  after 
reaction  adrenalin  produces  in  so  many  pa- 
tients the  solution  is  not  suitable  for  treat- 
ments and  examinations. 

In  the  last  few  years,  ephedrin,  which 
has  marked  shrinking  but  no  anesthetic 
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properties  on  the  mucosa,  has  been  put  on 
the  market.  About  two  years  ago,  I began 
to  combine  butyn  and  ephedrin  in  various 
dilutions  used  in  making  examinations  and 
shrinking  the  nasal  mucosa.  At  first,  I used 
a 1 per  cent  butyn  and  1^  per  cent 
ephedrin  and  got  good  anesthesia  and 
shrinking  of  the  nasal  mucosa.  I finally 
v/eakened  this  down  to  a one-half  per  cent 
butyn  and  1 per  cent  ephedrin,  which  I 
now  use  and  find  very  satisfactory.  With 
topical  application  of  this  solution,  I have 
been  able  to  remove  turbinates,  do  sub- 
mucus resections,  and  puncture  the  an- 
trum. I do  not  wish  to  convey  the  idea  that 
I am  doing  all  my  nasal  surgery  with  the 
above  combined  anesthesia,  as  it  has  been, 
and  still  is,  my  custom  to  inject  procain  for 
all  major  nasal  operations  including  sub- 
mucus resections,  and  I see  no  reason  for 
departing  from  this  procedure.  It  is  my 
custom  now  to  pack  the  nose  with  the  com- 
bined solution  (1/2  per  cent  butyn  and  1 
per  cent  ephedrin)  to  which  I add  adrena- 
lin just  as  I did  to  cocain  in  preparing  the 
patient  for  operation.  And  in  the  event  the 
patient  shows  any  signs  of  pain  during  the 
operation,  I apply  this  solution  to  the  sensi- 
tive locality. 

We  have  never  seen  any  toxic  or  nervous 
symptom  produced  by  the  use  of  the  com- 
bined drugs.  We  have  some  hyperthyroid 
cases  who  become  extremely  nervous  when 
a small  amount  of  cocain  is  used,  but  show 
no  symptoms  whatever  when  butyn  and 
ephedrin  is  used.  I do  not  advise  that  the 
combined  drugs  be  injected.  I can  see  no 
excuse  for  injecting  any  other  local  anes- 
thetic than  procain  (or  novocain),  as  it  has 
caused  the  least  number  of  deaths,  to  be 
used  so  universally.  Remember  that  cocain 
has  caused  more  deaths  than  all  other  local 
anesthetics.  Also  remember  that  it  has 
caused  much  suffering  and  unhappiness  be- 
cause of  its  habit  forming  properties.  It 
also  comes  under  the  Harrison  narcotic  law. 
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DISCUSSION 

DR.  FRED  E.  HASTY,  Nashville:  I have  not 
a great  deal  to  say,  except  to  endorse  this  paper 
in  toto.  For  more  than  two  years  I have  not 
owned  cocain,  and  I have  been  using  butyn  on 
mucous  membrane  surface  very  satisfactorily  and 
successfully;  I have  not  used  it  injected. 

For  some  time  I have  been  combining  butyn  and 
adrenalin,  or  ephedrin,  and  I find  them  very  sat- 
isfactory. At  first  I was  somewhat  annoyed  by 
the  hemorrhage.  I soon  discovered  that  by  the 
use  of  suction,  as  I have  in  my  office,  and  as  I can 
usually  get  in  the  hospital,  that  I can  get  by  with 
very  little  disturbance.  I have  not  seen  any  signs 
or  symptoms  of  toxemia  as  a result  of  the  butyn 
used  on  the  surface,  and  I have  used  it  a great 
deal  in  4 or  5 per  cent  strength  solution. 

I think  that  the  combination  that  Dr.  Reaves 
has  worked  out  is  very  useful. 

DR.  J.  J.  SHEA,  Memphis:  Dr.  Reaves  sent 
me  some  of  the  butyn  solution  to  try  out,  and  we 
have  been  using  it,  especially  on  our  patients  whom 
we  know  to  be  susceptible  to  cocain,  and  it  has 
worked  very  nicely,  without  any  bad  effects  upon 
them. 

Dr.  Bullson,  before  the  Academy,  in  Washing- 
ton in  1923,  reported  two  deaths  in  the  use  of 
butyn  when  used  hypodermically,  and  up  to  that 
time  we  had  been  using  it  in  the  office  rather  con- 
stantly, because  it  does  give  you  a quicker  and 
more  thorough  anesthesia;  Dr.  Ellett  favored  its 
use  up  until  Dr.  Bullson  read  that  report. 

If  you  will  keep  in  your  office  an  ampule  of  two 
grains  of  luminal,  and  dilute  it  with  water  using 
it  hypodermically,  in  any  of  the  local  anesthesias 
that  do  cause  a susceptible  patient  to  have  con- 
vulsive symptoms,  it  will  certainly  stop  their  con- 
vulsions quicker  than  anything  I have  seen  used. 
Once  or  twice  we  have  had  to  resort  to  the  use 
of  the  luminal. 

DR.  STEWART  LAWWILL,  Chattanooga:  I 
suppose  Dr.  Abbott  sent  me  two  sample  mixtures 
recommended  by  Dr.  Reaves,  and  I opened  several 
antrums  and  removed  a middle  turbinate  in  one 
case,  that  were  perfectly  anesthetized.  However, 

I did  add  a few  drops  of  adrenalin  to  the  mixture, 
as  he  recommended  it.  The  ephedrin  did  not  seem 
to  give  sufficient  shrinkage.  Four  drops  of  adren- 
alin added  to  about  two  drams  of  the  solution 
made  an  excellent  anesthetic  and  I got  perfect 
anesthesia.  I have  only  used  it  in  a few  cases; 
but  it  certainly  is  something  that  we  can  look  for- 
ward to  as  a standby  to  save  a whole  lot  of  these 
cocain  sicknesses  that  we  have  had  in  the  past. 

DR.  E.  B.  CAYCE,  Nashville:  Mr.  Chairman, 
Parke-Davis’  man  was  here  the  other  day,  and 
they  are  working  on  the  combination  of  ephedrin 
and  adrenalin,  and  in  a few  weeks  they  are  going 
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to  send  out  samples  of  that;  they  claim  that  they 
have  worked  out  a combination  that  increases  the 
effect  of  both  the  ephedrin  and  the  adrenalin. 
Of  course  for  some  purposes  we  will  still  use  co- 
cain;  but  I think  butyn  is  the  best  aid  that  we 
have,  and  not  using  it  locally;  I used  it  quite  ex- 
tensively for  a while,  but  it  struck  me  that  the 
edema  lasted  a great  deal  longer  than  it  did  with 
the  solution  we  had  been  using.  Whether  I was 
correct  in  my  observations  I cannot  say,  but  it 
seems  that  was  the  observation  that  I made.  The 
effect  of  it  was  very  satisfactory.  I got  good 
anesthesia.  I used  % of  1 per  cent.  But  we  are 
using  procain  now. 

DR.  ROBERT  G.  REAVES,  Knoxville  (clos- 
ing) : Dr.  Cayce  spoke  of  cocainizing  the  nasal 
ganglion.  I am  not  sure  that  butyn  will  take  the 
place  of  cocain  there.  I rather  doubt  that  it  will, 
and  perhaps  we  will  always  use  some  cocain. 
What  I am  really  after  is  to  create  a demand  for 
this  preparation,  so  that  the  pharmaceutical  houses 
will  put  it  on  the  market  and  we  will  have  no 
trouble  in  getting  it  already  prepared.  I really 
think  that  the  solution  should  be  both  ephedrin 
hydro-chloride  and  butyn  hydro-chloride,  or  ephe- 
drine  sulphate  and  butyn  sulphate  which  will  be 
the  case  if  the  manufacturers  make  it.  If  we 


make  it  ourselves,  we  will  very  likely  not  combine 
them  that  way.  I believe  we  can  get  Abbott  Labo- 
ratories to  put  this  on  the  market  for  us,  and  I 
hope  it  will  be  cheaper  than  cocain  and  we  will 
not  have  to  fill  out  a narcotic  blank  for  it. 

There  is  another  thing:  Cocain  no  doubt  has 
caused  many  a person  to  form  the  habit  of  using 
it.  We  have  had  some  trouble  in  our  own  institu- 
tion with  a nurse  or  two.  There  is  many  a doctor 
now  that  has  gotten  in  the  habit  of  using  cocain, 
and  really  does  not  think  he  is  an  addict.  I had 
a salesman  to  tell  me  not  long  ago  that  he  had  a 
doctor  who  made  up  his  cocain  solution  every  day, 
and  he  tested  the  strength  of  his  solution  by  the 
taste;  and  the  doctor  insists  that  he  is  not  an 
addict,  but  I rather  suspect  that  is  why  he  wants 
to  make  it  up  every  day. 

So,  these  are  some  of  my  reasons  for  working 
on  this.  I am  trying  to  get  rid  of  cocain  be- 
cause it  has  caused  many  a death,  it  has  caused 
many  a person  to  form  the  habit  of  using  it;  and 
it  is  quite  inconvenient  sometimes  in  trying  to 
control  the  use  of  it  among  the  help;  in  other 
words,  you  have  to  guard  those  things;  you  can- 
not let  them  have  access  to  it  if  they  have  some 
sinus  trouble  or  some  irritation  of  the  nose,  or 
they  will  get  in  the  habit  of  using  it. 
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INTRA-CRANIAL  HEMORRHAGE  IN  THE  NEW-BORN  AND  SOME  OF 

THEIR  REMOTE  EFFECTS* 


J.  T.  Smith,  M.D.,  Knoxville 


IT  has  recently  been  demonstrated  con- 
clusively, that  cerebral  birth  hemorrhage 
of  varying  degree  is  present  in  far  more 
instances  than  was  previously  conceived. 
Schwartz,  of  Berlin,  has  stated  that  the 
pathology  of  the  first  month  of  life  is  com- 
pletely dominated  by  cerebral  birth  injuries, 
Fisher  states  that  his  post  mortem  observa- 
tions in  a large  number  of  cases  have  con- 
vinced him  that  the  ten  per  cent  of  deaths 
alloted  to  the  first  month  of  life  are  also 
chiefly  due  to  this  cause.  These  views  are 
corroborated  by  numerous  other  authors. 
These  facts  taken  into  consideration,  with 
the  large  number  of  those  surviving,  later 
to  develop  some  of  the  remote  effects,  such 
as  cerebral  palsies,  mental  impairment,  etc., 
to  be  detailed  later,  make  this  subject  one 
of  prime  importance  from  an  economic 
standpoint  as  well  as  a medical  one. 

We  find  in  reading  the  literature  that 
intra-cranial  hemorrhage  in  the  new-born 
and  their  remote  effects,  such  as  the  paraly- 
ses, mental  impairment,  etc.,  are  taken  up 
as  separate  entities  and  discussed  under 
different  headings.  It  appears  to  us  that 
in  order  to  more  thoroughly  appreciate  this 
condition  in  its  entirety,  from  a prophylac- 
tic, pathologic  or  even  therapeutic  stand- 
point, it  is  well  to  consider  it  more  as  a 
definite  unit,  rather  than  from  the  two  ex- 
tremes. Furthermore,  in  so  far  as  the  phy- 
sician is  concerned,  there  should  be  no  clear 
line  of  demarcation  between  the  immediate 
hemorrhagic  stage  and  the  remote  effects 
since  all  cases  of  proven  birth  hemorrhage 
should  be  under  his  constant  supervision 
lest  some  incipient  remote  sequele,  escape 
the  attention  of  the  parents. 

Obviously  it  would  be  impossible  to  in- 
telligently discuss  every  phase  of  this  rather 
broad  subject  in  our  limited  time,  therefore, 
in  this  paper  we  shall  attempt  to  limit  the 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  10,  1928. 


discussion  to  the  immediate  hemorrhagic 
stage  to  certain  peculiar  sequele. 

The  Immediate  Aspects  of  Intra-Cranial 
Hemorrhage  in  the  New-born 

The  more  severe  and  acute  cases  of  intra- 
cranial hemorrhage  in  the  new-born  are 
usually  recognized  but  by  observing  the  rel- 
atively large  number  of  chronic  cerebral 
spastic  paralyses,  convulsive  disorders,  etc., 
it  is  easy  to  convince  ourselves  that  many 
of  the  less  severe  types  are  not  diagnosed 
until  months  after  the  initial  lesion,  at 
which  time  the  secondary  symptoms  appear. 

There  are  numerous  anatomic  and  phys- 
iologic differences  between  the  brain  of 
the  new-born  and  that  of  the  adult,  a few 
of  which  it  would  be  well  to  recall  in  the 
consideration  of  this  subject.  The  brain 
of  the  new-born  consists  roughly  of  an  un- 
organized and  unspecialized  mass  of  nerv- 
ous tissue  of  almost  unlimited  potentialities 
in  contra-distinction  to  the  adult  brain 
which  is  highly  specialized  and  organized. 
Certain  tracts  and  nuclei  in  the  new-born 
do  not  become  myelineated  or  individualized 
until  the  child  is  several  months  of  age,  de- 
pending on  the  demands  and  stimuli  re- 
ceived from  the  new  environment.  These 
facts  will  explain  to  a certain  extent  some 
of  the  symptomatic  differences  in  cerebral 
hemorrhage  of  the  new-born  and  those  of 
adults. 

Etiology 

The  cause  of  cerebral  birth  hemorrhage 
apparently  varies  with  the  individual  case 
since  no  condition  common  to  all  has  been 
found.  The  more  common  causes  or  pre- 
disposing factors  are  as  follows,  in  order 
of  frequency  or  importance:  (1)  Prema- 
turity with  its  concomitant  fragility  of  the 
cerebral  vessels,  (2)  Trauma  (abnormal 
or  prolonged  labors) , (3)  Maternal  toxemia, 
(4)  Asphyxia,  with  its  accompanying  ve- 
nous congestion,  (5)  Syphilis,  (6)  Hemor- 
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rhagic  disease  of  the  new-born,  (7)  Exces- 
sively strong  uterine  contractions  may  be 
listed,  since  intra-cranial  hemorrhage  is  not 
uncommon  in  apparently  normal  labors  and 
has  been  reported  in  cases  delivered  by  the 
Caesarean  route.  These  causes  may  appear 
singly  but  most  usually  there  is  a combina- 
tion of  two  or  more,  a noticeably  and  rela- 
tively large  per  cent  of  the  chronic  spastic 
paralyses  are  in  first  born  boys  with  a his- 
tory of  difficult  labor. 

As  stated  above  it  has  been  proven  that 
cerebral  birth  hemorrhages  are  far  more 
common  than  previously  suspected.  In  Drs. 
Sharp  and  McClaire’s  series  of  five  hundred 
consecutive  new-born  babies,  irrespective 
of  the  type  of  labor  and  upon  whom  a spinal 
puncture  was  performed,  at  the  City  Hos- 
pital, New  York,  ten  per  cent  showed  some 
degree  of  cerebral  hemorrhage.  In  1,673 
cases  of  still-births  and  neo-natal  deaths, 
Holland  and  Clayton  found  twenty-five  per 
cent  due  to  intra-cranial  injuries.  These 
facts  should  place  us  on  our  guard  lest  we 
overlook  some  symptoms  of  hemorrhage, 
the  neglect  of  which  may  have  much  to  do 
with  the  future  development  of  the  child. 

Symptoms  and  Diagnosis 

For  symptomatic  study  intra-cranial  hem- 
orrhages are  divided  into:  Epi-dural  or 
extra-dural,  sub-dural,  subarachnoid,  intra- 
cerebral and  intra-ventricular.  The  most 
important  one  in  the  new-born  is  the  sub- 
dural as  they  are  both  more  frequent  and 
more  dangerous.  They  may  be  further  di- 
vided into  supra  and  infra-tentorial,  the 
latter  being  by  far  the  more  serious  due  to 
its  proximity  to  the  vital  centers. 

There  are  usually  two  stages  in  the  symp- 
tomatology of  these  patients:  that  of  ex- 
citement due  to  the  increasing  intracranial 
pressure  and  that  of  paralysis  or  paresis 
after  the  nervous  centers  have  been  injured 
or  suffer  exhaustion.  Ordinarily  the  sever- 
ity of  the  lesion  is  manifested  by  the  sever- 
ity of  the  symptoms,  but  this  is  not  always 
the  case;  rather  large  hemorrhages  have 
been  found  at  autopsy  without  a history  of 
cerebral  symptoms. 

Among  the  more  common  and  important 
symptoms  are : Muscular  twitchings  (those 
of  the  hand  being  the  most  common  single 


symptom) , poor  nursing,  especially  coming 
on  after  normal  nursing  has  been  estab- 
lished, unusual  drowsiness,  excessive  ex- 
citability or  restlessness,  rigidity  of  one  or 
more  extremities,  asphyxia  and  convulsions. 
One  or  more  of  the  above  may  be  present 
at  the  same  time.  It  is  the  mild,  almost 
signless  cases  which  offer  the  real  difficulty 
in  diagnosis.  At  present,  early  lumbar 
puncture  is  our  only  means  of  accurate  diag- 
nosis, and  it  should  not  be  delayed  if  any 
one  or  more  of  the  above  symptoms  be 
present.  When  a clear  fluid  is  obtained  we 
are  relatively  safe  in  assuming  that  no 
intra-cranial  hemorrhage  exists.  Yellow 
spinal  fluid  is  most  probably  the  result  of 
transudation  of  the  blood  plasma  when  red 
corpuscles  are  absent  and  to  minute  hemor- 
rhages when  present.  It  is  not  unusual  to 
obtain  spinal  fluid  in  cases  of  cerebral 
hemorrhage  which  macroscopically  might 
appear  normal.  In  the  presence  of  symp- 
toms, more  careful  study  is  necessary.  Red 
blood  cells  in  any  amount  are  indicative  of 
hemorrhage.  Infra-tentorial  lesions  usual- 
ly present  the  highest  percentage  composi- 
tion of  blood  in  spinal  fluid. 

Prognosis  and  Treatment 

Prophylaxis  in  these  cases  is  largely  an 
obstetric  problem,  comprising  prenatal  care 
as  well  as  the  factors  relating  to  delivery. 

The  prognosis  depends  on  one  or  more 
factors:  the  extent,  cause  and  location  of 
the  hemorrhage,  the  condition  of  the  child 
(degree  of  prematurity,  etc.),  and  lastly, 
but  not  least,  on  early  diagnosis  and  treat- 
ment. Blanco  and  Paperni  report  fifty  per 
cent  cures  of  the  children  in  which  survival 
allowed  diagnosis  and  treatment. 

Successful  treatment  consists  of  early 
diagnosis  and  the  early  institution  of  spinal 
drainage.  Spinal  puncture  should  be  re- 
peated exery  six  to  twenty-four  hours,  de- 
pending on  the  percentage  composition  of 
blood  in  the  spinal  fluid  and  the  rate  at 
which  the  fluid  becomes  clear.  Only  in 
cases  of  extreme  shock  should  spinal  drain- 
age be  delayed.  In  these  cases,  mother’s 
blood  or  other  coagulants  may  be  given. 
These  may  be  used  to  advantage  in  con- 
junction with  spinal  drainage  especially  in 
those  whose  clotting  or  bleeding  time  is 
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abnormally  long.  If  the  spinal  fluid  shows 
no  improvement  in  blood  content  at  the 
end  of  five  days  and  the  symptoms  persist 
the  case  becomes  a surgical  problem.  By 
this  procedure  we  are  able  to  materially 
decrease  that  large  group  of  unfortunate 
children  who  are  physically  or  mentally  im- 
paired as  a result  of  previous  birth  injuries. 

The  Remote  or  After  Effects  of  Intra- 
cranial Hemorrhage  in  the 
New-born 

The  sequele  or  remote  effects  following 
intra-cranial  birth  hemorrhages  are  as 
numerous  and  varied  as  are  the  types,  loca- 
tions and  extent  of  the  initial  lesion.  Elab- 
orate classifications  from  various  stand- 
points have  been  worked  out,  but  for  our 
present  purpose  of  discussion,  only  a very 
broad  classification  is  necessary,  namely: 
(1)  Those  which  present  symptoms  of 
motor  lesions,  such  as  the  cerebral  spastic 
paralyses,  etc.,  and  (2)  those  which  pre- 
sent no  motor  abnormalities  but  do  present 
certain  psychic  or  nervous  symptoms. 

It  would  not  be  practicable  to  attempt  at 
this  time  to  discuss  all  the  remote  effects 
that  might  follow  cerebral  birth  injuries, 
therefore,  we  have  elected  to  limit  the  re- 
mainder of  this  paper  to  a certain  peculiar 
symptom  complex  associated  with  an  in- 
crease in  the  normal  pressure  of  the  spinal 
fluid,  one  which  is  not  infrequently  en- 
countered in  pediatric  practice,  and  which 
we  believe,  for  reasons  to  be  taken  up  later, 
should  be  classified  etiologically  at  least,  as 
the  remote  effect  of  some  previous  intra- 
cranial birth  hemorrhage,  in  which  only 
psychic  or  nervous  symptoms  are  present, 
as  in  group  number  two  above.  Dr.  Oliver 
Hill  and  I have  been  especially  interested 
in  this  type  of  case  for  the  past  three  years 
and  have  been  able  to  obtain  some  rather 
gratifying  end  results,  from  the  standpoint 
of  the  physician,  as  well  as  that  of  the  anx- 
ious parents. 

The  following  case  report  is  typical  of 
this  group: 

E.  H.,  white  male  child,  age  three  years.  Birth 
weight  eleven  pounds.  Fifth  of  six  children  all 
of  whom  are  living.  Breast  fed. 

Chief  complaint:  Patient  was  brought  to  our 
office  suffering  from  the  following  symptoms:  Ex- 


treme excitement  or  nervous  irritability,  restless- 
ness both  by  day  and  especially  at  night.  Inability 
to  sleep,  numerous  modified  or  transcient  convul- 
sive seizures  occurring  both  by  day  and  by  night. 
Required  a constant  nurse  or  attendant.  Would 
frequently  cry  out  at  night.  Father  described  them 
as  night  mares.  Duration : one  and  one-half  years. 
Symptoms  have  gradually  increased  in  intensity 
to  the  present  stage. 

Essential  points  in  history:  Mother  and  father 
living  and  well.  No  neuropathic  history  obtain- 
able. Home  conditions  good. 

Personal  History:  Child  is  the  product  of  a 
difficult  labor.  Symptoms  of  cerebral  birth  injury 
were  present  for  first  two  weeks  of  life  (not  con- 
sidered serious  at  the  time),  after  which  patient 
seemed  normal  until  about  one  year  of  age,  when 
the  above  symptoms  in  mild  form,  began  to  appear. 
Other  points  in  history  are  irrelevant. 

Physical  Findings:  Patient  is  well  nourished 
and  developed  for  his  age.  Heart,  lungs  and  ab- 
domen normal.  Reflexes  slightly  positive  through- 
out. 

Laboratory  findings : Blood  counts,  blood  and 
spinal  Wassermanns,  stool  and  urine  examinations 
were  all  negative.  Spinal  fluid  pressure  was  found 
to  be  twenty-five  mm.  of  mercury.  Eye  grounds 
were  not  examined  after  the  spinal  fluid  was  found 
high,  but  by  inference  would  have  shown  some 
degree  of  choked  disc. 

The  most  important  clinical  symptom  in 
this  type  of  case  is  found  on  general  in- 
spection. This  child’s  general  attitude  was 
one  of  extreme  discomfort  and  discontent. 
Facial  expression  was  one  of  marked  anx- 
iety, bordering  on  the  expression  of  acute 
mania.  It  seemed  impossible  for  him  to  be 
satisfied  for  even  a short  time,  if  unmo- 
lested he  was  in  a constant  turmoil.  There 
is  usually  some  degree  of  mental  retarda- 
tion present  when  occasionally  some  func- 
tional delay,  such  as  walking  or  talking.  It 
is  difficult  to  draw  an  accurate  word  picture 
of  these  rather  pitiful  little  fellows  but  like 
some  of  our  more  common  conditions  once 
seen  is  characteristic.  We  have  had  occa- 
sion to  see  a number  of  these  cases  and 
in  practically  all,  our  suspicion  of  increased 
intra-cranial  tension  was  verified  by  the 
spinal  mercurial  manometer. 

Prophylaxis  in  these  cases  resolves  itself 
into  the  prevention  of  the  initial  cerebral 
birth  hemorrhage  and  to  the  early  diagnosis 
and  proper  treatment  when  they  do  occur. 

Diagnosis  depends  on  the  correlation  of 
the  history,  symptoms  and  physical  findings 
enumerated  above  associated  with  an  in- 
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crease  in  the  intra-spinal  pressure.  This 
condition  is  differentiated  from  idiopathic 
epilepsy  also  by  consideration  of  the  facts 
mentioned  above  and  the  finding  of  a definite 
pathologic  basis  for  the  symptoms. 

The  pathology  of  this  symptom  complex 
as  well  as  in  those  presenting  motor  paraly- 
ses, has  been  described  by  Dr.  Sharp,  of 
New  York,  who  has  studied  a large  series 
of  these  conditions,  both  at  operation  and 
autopsy.  It  consists  chiefly  of  an  edemat- 
ous brain  under  various  degrees  of  increased 
pressure.  There  is  usually  present  along 
the  supra-cortical  viens  the  organization 
residue  of  a previous  sub-dural  or  supra- 
cortical  hemorrhage  which  was  more  ex- 
tensive than  nature  was  able  to  absorb  or 
eliminate.  It  is  stated  that  approximately 
eighty  per  cent  of  the  spinal  fluid  is  ex- 
creted through  the  walls  of  the  supra-corti- 
cal veins.  This  partial  blockage  of  the  nor- 
mal excretory  apparatus  will  aid  in  explain- 
ing our  chief  pathologic  finding,  namely, 
the  edematous  condition  of  the  brain  under 
more  or  less  increased  tension.  It  is  not 
illogical  to  assume,  however,  that  this  hy- 
pertension may  be  partially  or  wholly  due 
to  a general  imbalance  or  disorganization 
of  the  endocrino-chemical  system  through 
an  interference  or  injury  to  some  of  the 
centers  of  efferent  fibers  containing  excito 
glandular  elements,  or  possibly  those  of  an 
inhibitory  nature,  which  results  in  a vary- 
ing amount  of  hyper  secretion  of  cerebro- 
spinal fluid.  The  fact  that  the  administra- 
tion of  thyroid  extract  lowers  the  intra- 
cranial tension  and  aids  in  maintaining  a 
normal  pressure,  may  be  explained  along 
these  lines. 

Medically,  the  management  of  these  cases 
consists  of  the  transient  administration  of 
some  nervous  sedative,  preferably  the  elixir 
of  luminal,  to  lower  the  threshold  of  nerv- 
ous excitability.  Spinal  drainage,  reduc- 
ing the  pressure  to  normal,  at  three  to  five- 
day  intervals,  plus  the  administration  of 
thyroid  extract,  in  moderate  doses.  Spinal 
drainage  at  the  above  stated  intervals 
should  be  continued  until  it  is  found  to  main- 
tain a relatively  normal  pressure.  Usually 
after  a week  or  ten  days  the  nervous  seda- 
tives may  be  discontinued  since  the  lower- 
ing of  the  spinal  fluid  seems  to  influence 


favorably  the  condition  of  extreme  anxiety 
and  unrest.  The  thyroid  should  be  con- 
tinued depending  on  the  progress  of  the 
case,  or  until  nature  has  had  sufficient  time 
to  adjust  herself  to  the  new  nervous  equili- 
brium. Early  recognition  and  treatment  of 
this  condition  before  permanent  damage  is 
done  to  the  brain  by  the  hypertension  is  im- 
portant. If  this  fails  to  give  relief  of  symp- 
toms, surgery  in  the  form  of  decompression 
should  be  considered. 

The  progress  of  these  cases,  provided 
that  we  are  correct  in  our  diagnosis  and  the 
underlying  pathology  is  not  too  great,  is 
favorable.  A large  per  cent  being  improved 
and  others,  so  far  as  we  are  able  to  tell, 
completely  relieved.  The  above  case  was 
reported  because  it  represents  an  extreme 
view  of  the  group  we  are  attempting  to  de- 
scribe and  possibly,  too,  for  the  reason  that 
the  end  results  were  decisive  and  satisfac- 
tory. The  above  reported  case  was  under 
our  care  about  a year  and  a half  ago  for 
a period  of  thirty  days,  during  which  time, 
five  spinal  punctures  were  performed,  the 
last  two  revealing  a normal  pressure.  The 
symptoms  began  to  abate  after  the  first 
spinal  drainage  until  at  the  end  of  six  weeks 
had  practically  disappeared.  At  this  time 
he  was  removed  to  his  home  in  a distant 
town  and  was  not  heard  from  until  recent- 
ly, about  one  and  one-half  years  later,  when 
in  answer  to  a questionnaire,  we  received 
the  following  report:  Has  had  no  “convul- 
sions” since  returning  home,  has  gained 
satisfactorily  in  weight,  sleeps  well  at  night 
and  in  so  far  as  the  parents  can  tell  is  per- 
fectly normal  in  every  respect.  Thyroid 
was  continued  for  six  months  and  gradually 
discontinued.  We  have  not  had  an  oppor- 
tunity of  checking  the  spinal  pressure  re- 
cently but  by  inference  it  would  approxi- 
mate normal.  We  would  not  like  to  leave 
the  impression  that  all  our  cases  show  simi- 
lar striking  results,  but  as  a general  rule 
the  improvement  justifies  the  effort.  The 
group  comprising  the  cerebral  spastic  pa- 
ralyses can  also  be  greatly  relieved  in  some 
instances  by  the  above  management,  since 
the  gross  pathology  underlying  both  condi- 
tions are  more  or  less  similar.  Medical 
treatment  in  these  spastic  cases  should  be 
in  cooperation  with  the  orthopedic  surgeon. 
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Impressions 

Intra-cranial  hemorrhage  in  the  new- 
born occurs  more  frequently  than  previous- 
ly suspected,  irrespective  of  the  type  of 
labor.  Early  recognition  and  proper  treat- 
ment insures  the  best  possible  chance  of 
recovery,  both  as  to  the  immediate  saving 
of  life  and  of  future  normalcy.  Certain  of 
the  remote  effects  of  intra-cranial  hemor- 
rhage, especially  those  in  which  chiefly  psy- 
chic or  nervous  symptoms  are  associated 
with  an  increased  pressure  of  the  cerebro- 
spinal fluid,  can  be  greatly  relieved  by  med- 
ical treatment. 


DISCUSSION 

DR.  JOHN  M.  LEE,  Nashville:  I feel  that  Dr. 
Smith  has  brought  to  our  attention  a very  impor- 
tant subject.  Any  condition  which  destroys  one- 
tenth  of  the  human  race  before  it  has  reached  one 
month  of  age,  is  very  serious,  and  we  are  told 
that  this  condition  destroys  one  out  of  ten  of  all 
viable  new-born  infants  before  they  reach  one 
month  of  age.  The  figures  from  the  pathologists 
are  quite  variable.  They  tell  us  that  in  some  in- 
stances as  many  as  65  per  cent  of  new-born  in- 
fants dying  within  the  first  month  of  life  show 
pathology  in  the  brain  and  the  adjacent  structures 
which  is  indicative  of  trauma  at  birth.  This  is 
according  to  the  figures  of  Schwartz,  and  others 
report  similar  findings.  One  man  reports  that  88 
per  cent  of  the  infants  delivered  by  forceps  show 
these  injuries.  The  smaller  the  child  is  at  birth 
the  more  likely  it  is  to  have  hemorrhage.  This  is 
due  to  fragility  of  the  vascular  structures  within 
the  cranium.  I am  frequently  taken  to  task  by 
the  obstetricians  when  I am  called  to  see  a little 
patient  and  make  a diagnosis  of  intracranial  in- 
jury. He  invariably  says  that  it  was  a perfectly 
normal  delivery.  This  may  be  perfectly  consist- 
ent, for  many  different  things  may  produce  it, 
even  the  contractions  in  the  birth  canal  itself. 
Babies  delivered  by  Caesarean  section  have  shown 
evidences  of  intracranial  injury.  It  is  hard  to  say 
what  may  be  done  to  prevent  it,  for  even  with  the 
most  skillful  care  the  obstetrician  can  give,  it  does 
occur.  We  do  not  make  the  diagnosis  as  a criti- 
cism of  the  obstetrician,  for  we  know  it  results 
frequently  even  with  the  most  careful  attention 
possible.  Even  though  we  accept  the  dictum  that 
10  per  cent  of  new-born  babies  have  this,  that 
accounts  only  for  those  patients  who  come  to  ne- 
cropsy. I sometimes  wonder  how  many  have  these 
injuries  and  survive.  Many  of  them  show  no  im- 
mediate effect.  Certainly  we  should  look  for  this 
condition  in  every  new-born  child.  We  do  not 
agree  that  lumbar  puncture  should  be  done 
routinely  on  new-born  babies,  but  the  baby  who 
starts  off  all  right  and  then  within  a few  days 


refuses  to  nurse,  or  the  baby  who  has  respiratory 
failure,  or  the  baby  who  cries  a great  deal,  should 
be  suspected  and  proper  treatment  should  be  insti- 
tuted, for  that  is  the  only  method  we  have  of  pre- 
venting the  things  described  by  Dr.  Smith  in  his 
paper^ — early  treatment.  Spinal  drainage  we  ap- 
prove. In  some  instances,  as  the  essayist  said,  it 
is  wisest  to  defer  this,  for  in  some  premature 
babies  the  shock  of  withdrawal  of  the  spinal  fluid 
will  prove  fatal.  Certainly  these  babies  should 
be  kept  quiet. 

While  we  have  not  had  the  experience  Dr.  Smith 
has,  we  wish  to  congratulate  him  on  his  results, 
and  feel  that  he  has  contributed  something  to  the 
relief  of  these  cases. 

DR.  MILTON  SMITH  LEWIS,  Nashville:  Dr. 
Smith  has  brought  us  a very  important  subject  in 
which  I am  particularly  interested,  as  I try  to 
practice  both  obstetrics  and  pediatrics. 

Schwartz  and  other  pathologists  are  of  the 
opinion  that  this  great  loss  of  life  is  overwhelming 
caused  by  traumatic  injury  of  the  brain  at  birth. 
At  the  Woman’s  Hospital  in  Berlin,  where  autop- 
sies are  performed  on  all  deceased  new-borns, 
cerebral  pathology  was  the  most  frequent  thing 
encountered  in  these  babies.  We  know  that  as- 
phyxial  hemorrhages,  which  are  caused  by  exces- 
sive cerebral  venous  congestion  are  often  the  cause 
of  death.  This  type  of  asphyxia  can  occur  as  a 
result  of  diseases  of  the  placenta  or  premature 
separation  and  pressure  on  the  cord,  these  can 
cause  venous  congestion  which  in  turn  will  cause 
hemorrhage  of  the  cortical  and  subcortical  ves- 
sels. The  resulting  hemorrhage  will  cause  in- 
creased intracranial  pressure  and  medullary  edema 
which  may  lead  to  death  or  asphyxia  at  birth.  As 
Dr.  Lee  has  pointed  out  vasolability  is  one  of  the 
most  important  predisposing  causes  of  intracranial 
and  other  forms  of  hemorrhages,  in  premature  in- 
fants. The  vessels  are  readily  traumatized  or 
tom,  due  to  the  lack  of  elastic  tissue  in  the  blood 
vessel  walls,  for  the  elastic  tissue  is  the  last  to 
reach  complete  development. 

As  to  the  prevention  of  cerebral  hemorrhages 
in  the  new-born,  there  is  possibly  one  way  that 
will  help  to  reduce  it  to  a great  extent  and  that 
is  the  proper  teaching  of  obstetrics  in  the  medical 
schools.  Not  until  obstetrics  is  given  its  proper 
place  in  the  medical  school  curriculiun  will  we  ac- 
complish much  in  preventing  the  traumatic  types 
of  hemorrhages.  We  know  that  the  midwife  in 
Europe  has  two  years’  training  and  must  deliver 
from  one  hundred  to  two  hundred  cases  before  she 
is  allowed  to  practice  and  statistics  show  that  her 
mortality  is  much  lower  than  ours. 

We  know  that  forceps  are  useful  and  in  many 
instances  have  been  responsible  for  saving  lives 
but  they  may  also  be  responsible  for  injuries  in 
the  fetus  leading  to  consequences  which  may  have 
a direct  bearing  on  the  later  physical  and  mental 
development  of  the  child.  So  we  must  educate  our 
students  not  to  use  forceps  too  frequently,  or  toe 
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early.  If  so  taught,  we  can  prevent  some  of  the 
mortality  that  results  from  traumatic  hemorrhages. 

I am  not  in  favor  of  performing  a spinal  punc- 
ture on  the  new-born,  or  on  babies  that  have  been 
in  prolonged  labor,  unless  definitely  indicated.  In 
many  such  instances  we  may  have  children  that 
are  not  up  to  normal  and  the  spinal  drainage  may 
cause  further  injury. 

In  speaking  of  the  prophylaxis  of  hemorrhage 
of  the  brain,  I believe  the  Schultz  method  of 
resuscitation  of  an  asphyxiated  infant,  and  the 
hot  and  cold  water  treatment  are  to  be  condemned. 

The  doctor’s  cases  are  very  interesting,  but  I am 


somewhat  skeptical  regarding  the  role  of  endoc- 
rinology. 

DR.  J.  T.  SMITH,  Knoxville  (closing):  If  I 
left  the  impression  that  all  new-born  infants  should 
be  subjected  to  a spinal  puncture  I wish  to  correct 
it.  Unless  the  symptoms  are  definitely  sympto- 
matic of  cerebral  birth  injury  I think  the  puncture 
should  be  delayed  or  omitted. 

The  after  care  of  these  children  who  have  a 
history  of  birth  injury  is  important.  Education 
is  a different  problem  from  that  of  normal  chil- 
dren. Suffice  to  say,  that  the  best  possible  mental' 
hygiene  should  be  provided  and  maintained. 
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Bernard  Gaston,  M.D.,  M.S.,  M.A.,  LL.B.,  Lebanon 


ENTEROSPASM  may  be  defined  as  a 
spastic  contraction  of  the  intestinal 
wall,  due  to  the  simultaneous  contrac- 
tion of  the  longitudinal  and  circular  muscle 
•fibers.  As  a result  of  this  spasticity  the 
involved  segment  looks  and  feels  like  a nar- 
row tube,  with  or  without  distended  intes- 
tine above  and  below  it. 

It  is  not  my  purpose  to  discuss,  in  this 
paper,  spasticity  of  the  colon  resulting  in 
various  gastrointestinal  disorders  of  a 
more  or  less  chronic  nature,  and  usually 
found  in  nervous  hysterical  subjects,  but 
to  confine  my  remarks  to  that  form  of  en- 
terospasm  which  is  ushered  in  by  acute 
symptoms  and  which  may  simulate  any  of 
the  grave  intro-abdominal  catastrophies — 
and  from  which  it  is  usually  impossible  to 
differentiate  it  except  by  exploratory  lapa- 
rotomy. 

The  etiological  factors  involved  in  the 
production  of  enterospasm  include  the  wid- 
est possible  range  of  pathological  conditions 
and  may  be  grouped  as : 

1.  Causes  arising  from  without  the  in- 
testine. 

2.  The  intra-intestinal  causes. 

3.  The  causes  due  to  some  abnormality 
of  the  nervous  system-usually  in 
hysterical  patients,  and 

4.  Those  cases  of  enterospasm  due  to 
unknown  causes,  and  in  in  which 
embolism  or  thrombosis  of  the  mes- 
enteric vessels  may  be  the  causa- 
tive factor. 

Of  the  causes  arising  outside  the  intestine 
may  be  mentioned  trauma,  causing  intes- 
tinal contusions,  injury  to  the  gut  during 
operation — producing  the  post  operative 
spastic  ileus,  toxic  causes,  and  such  reflex 
causes  as  arise  from  operations  on  the  kid- 
ney, on  the  appendix,  on  the  pelvic  organs 

*Read  before  the  Tennessee  State  Medical  As- 
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and  even  from  operations  for  hydrocele,  and 
from  breast  amputations. 

The  causes  originating  within  the  intes- 
tine include  pressure  from  foreign  bodies, 
as  gall  stones,  worms,  the  irritations  of  the 
mucosa  by  the  intestinal  content,  and  fi- 
nally from  irritation  of  the  intestinal  mu- 
cosa from  displacement  of  the  bowel  itself. 

While  all  these  conditions  are  mentioned 
as  causes  of  enterospasm  and  numbers  of 
cases  cited  to  confirm  the  opinion  that  they 
are  causes  of  enterospasm — the  question  of 
the  actual  mechanism  is  still  in  doubt.  Why 
conditions  so  widely  divergent  in  their  na- 
ture should  sometimes  produce  this  patho- 
logic entity  and  sometimes  not,  has  not  been 
satisfactorily  answered.  In  summing  up 
this  perplexing  condition  we  must  consider 
enterospasm  to  be  fundamentally  a nervous 
phenomenon  which  may  be  excited  by  either 
organic  or  functional  lesions,  located  either 
in  or  far  removed  from  the  gastrointesti- 
nal tract.  Spasticity  is  not  local  in  origin 
but  rather  seems  to  be  due  to  a general 
lowering  of  the  stability  and  tone  of  the  en- 
tire nervous  system  of  the  body. 

The  importance  of  differentiating  entero- 
spasm from  the  various  intra-abdominal 
crises — which  are  ordinarily  encountered — 
especially  acute  mechanical  intestinal  ob- 
struction is  obvious — since  the  treatment  of 
enterospasm  is  essentially  medical — such  as 
enemas,  opium,  atropine,  gastric  lavage, 
hot  fomentations,  etc. — while  in  mechanical 
ileus  these  remedies  should  be  avoided — as 
they  relieve  the  subjective  symptoms  for 
a while  but  blur  the  clinical  picture  and 
may  cause  postponement  of  surgery  which 
is  the  only  remedial  measure. 

The  symptoms  of  enterospasm  are  ordi- 
narily less  severe  than  those  of  acute  me- 
chanical obstruction : may  be  intermittent 
in  character,  and  are  very  often  observed 
in  people  with  the  stigmita  of  hysteria,  and 
with  a definite  history  of  nervous  affection. 
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In  such  cases  one  may  with  reasonable  ac- 
curacy make  a diagnosis  of  enterospasm, 
but  if  regression  of  the  obstruction  does 
not  occur  in  a short  time,  there  naturally 
follows  a distention  of  that  portion  of  bowel 
above  the  spasm  and  there  appear  all  the 
signs  of  complete  obstruction,  which  cannot 
be  differentiated  from  intestinal  occlusion 
of  any  other  genesis  and  which  may  termi- 
nate fatally.  It  is  certainly  much  better  to 
do  an  occasional  unnecessary  operation  than 
to  fail  to  do  one  and  find  at  autopsy  that 
the  condition  could  probably  have  been  re- 
lieved by  surgery. 

What  will  the  surgeon  do  when  on  lapor- 
atomy  he  finds  an  enterospasm  with  intes- 
tinal occlusion?  Sometime  the  abdomen 
may  be  closed,  as  the  spasm  has  been  ob- 
served to  disappear  on  manipulation.  Pre- 
vention of  recurrence  may  then  be  effected 
or  regression  of  the  spasm  brought  about 
by  the  employment  of  the  measures  outlined 
above.  In  advanced  cases,  however,  espe- 
cially where  severe  clinical  symptoms  point 
to  marked  distention  of  the  bowel  above 
the  spasm — nothing  else  is  left  to  do  but  es- 
tablish a fecal  or  intestinal  fistula  above  it. 
By  this  measure  quite  severe  cases  have 
been  saved.  A resection  of  the  collapsed 
bowel  should  also  be  considered  under 
favorable  condition. 

Mr.  W.  M.,  age  73,  was  recently  admitted 
to  the  McFarland  Hospital  complaining  of 
severe  abdominal  pain  of  thirty-six  hours’ 
duration.  During  this  time  he  had  vomited 
repeatedly,  enemas  had  been  ineffectual,  and 
purgatives  not  retained.  Examination  dis- 
closed moderate  abdominal  distention,  with 
definite  visible  peristaltic  waves  across  the 
abdomen.  The  absence  of  fever  and  leuco- 
cytosis  and  the  absence  of  rigidity  of  the 
abdominal  wall  excluded  an  inflammatory 
lesion  as  the  cause  of  his  symptoms.  A diag- 
nosis of  mechanical  intestinal  obstruction 
was  made  and  the  abdomen  opened.  Im- 
mediately a collapsed  tube  like  segment  of 
small  intestine  (ileum)  was  found  which 
terminated  very  abruptly  in  moderately  dis- 
tended gut  at  each  end.  Gas  from  the  dis- 
tended gut  could  be  forced  into  the  con- 
tracted bowel  but  was  immediately  expelled, 
upon  release  of  the  pressure.  Further  in- 


vestigation revealed  a second  contracted 
segment  of  intestine  similar  to  and  about 
three  feet  removed  from  the  first.  A very 
careful  investigation  of  the  intestional  tract 
from  the  rectum  to  the  stomach  failed  to 
reveal  any  mechanical  obstruction  and  as  no 
other  lesion  was  found  on  which  to  explain 
the  symptoms,  a diagnosis  of  “Entero- 
spasm” was  made  and  the  abdomen  closed. 
Morphine  and  atropine  in  full  doses  (the 
atropine  intravenously)  controlled  the  pain 
and  vomiting  for  forty-eight  hours  when 
the  symptoms  of  obstruction  returned.  A 
small  especially  prepared  Pezza  catheter 
was  then  placed  in  a distended  loop  of  in- 
testine. The  enterostomy  failed  to  drain 
the  bowel  and  the  patient  died  two  days  la- 
ter. A post  mortem  was  not  allowed. 


DISCUSSION 

DR.  C.  N.  COWDEN,  Nashville:  I wish  to 
briefly  report  two  cases  similar  to  those  described 
by  the  essayist.  A man,  aged  42,  went  down  to 
open  his  bank.  He  had  a little  discomfort  in  the 
abdomen  and  soon  had  severe  pain  that  it  required 
a grain  of  morphine  to  relieve.  Enemas  were 
given  and  under  the  grain  of  morphine  he  became 
comfortable.  He  had  a recurrence  of  the  pain  in 
the  afternoon  at  two  or  three  o’clock  and  he  got 
fair  results  from  enemas  and  morphine  then.  At 
two  o’clock  the  next  morning  he  had  another  re- 
currence, developed  a temperature  of  99.5°F.,  and 
a pulse  of  120.  He  was  brought  to  the  hospital 
and  seen  by  me.  There  was  marked  distention 
of  the  upper  abdomen,  with  none  below.  Under 
morphinization  we  again  got  good  results,  but  the 
pain  returned  the  next  morning  at  ten  o’clock  and 
we  then  decided  to  operate.  We  did  not  find  a 
thing  abnormal  in  the  abdomen,  from  the  cardia 
to  the  rectum.  We  closed  the  abdomen,  the  pain 
returned  within  six  to  eight  hours  and  the  man 
promptly  died.  I do  not  know  what  was  the  trou- 
ble. 

Another  case  was  that  of  a woman,  aged  36, 
and  both  these  patients  came  from  the  same  small 
town,  referred  by  the  same  physician.  This  woman 
had  repeated  attacks  like  this  during  a period  of 
three  months,  and  we  decided  to  operate  and  see 
if  we  could  find  anything.  After  giving  morphine 
she  would  have  relief  for  ten  days  or  two  weeks, 
and  then  a recurrence  of  the  pain.  Upon  opening 
the  abdomen  we  found  nothing.  She  recovered 
from  the  operation,  but  during  the  second  attack 
following  it  she  died.  I have  never  known  what 
was  the  matter  with  either  of  these  two  patients. 
I think  they  died  too  promptly  for  the  death  to 
be  due  to  toxemia,  from  obstruction  of  the  bowel. 
They  both  ran  a high  pulse  rate,  120  to  160,  and 
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were  markedly  prostrated,  but  in  both  cases  be- 
tween attacks  we  got  good  results  from  enemas 
and  morphine. 

I enjoyed  Dr.  Gaston’s  paper  very  much,  but  it 
did  not  throw  much  light  on  the  cause  of  en- 
terospasm. 

DR.  BERNARD  GASTON,  Lebanon  (closing)  : 
I have  very  little  to  add,  except  to  say  that  the 
literature  really  contains  very  little  on  this  sub- 
ject, but  we  do  find  a number  of  cases  that  have 
been  even  more  thoroughly  checked  than  mine  in 
that  post-mortem  examinations  have  been  made 
and  they  have  simulated  in  every  minute  detail 
such  grave  occurrences  as  perforated  gastric  ulcer, 
intussusception,  gall  bladder  disease,  acute  me- 


chanical obstruction  and  at  operation  nothing  was 
found  to  explain  the  symptoms,  except  the  spastic 
contraction  of  the  intestine.  I make  this  state- 
ment to  substantiate,  if  necessary,  in  your  minds 
the  existence  of  this  definite  pathological  entity. 
In  my  mind  there  has  been  some  question  as  to 
whether  my  patient  died  of  some  undiscovered  in- 
testinal obstruction.  I was  sorry  I could  not  se- 
cure a necropsy  to  determine  that  point,  but  many 
cases  have  been  so  checked  and  no  pathology  found 
to  explain  the  condition.  I see  no  possible  way 
to  avoid  exploratory  incisions  on  these  patients, 
for  the  reason  that  the  condition  so  closely  simu- 
lates the  other  conditions,  and  they  can  only  be 
differentiated  by  exploration. 
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The  Policies  of  the  Tennessee  State 
Department  of  Public  Health 

As  time  goes  on  we  are  finding  much  to 
be  commended  in  our  own  State  Depart- 
ment of  Public  Health.  During  the  last 
year  there  were  many  questions  of  policy 
that  arose  in  the  department  with  refer- 
ence to  which  an  expression  from  the  pro- 
fession of  medicine  was  desired.  Such 
an  expression  was  not  available  be- 
cause no  one  was  clothed  with  the  authority 
to  speak  for  the  Association.  Every  man 
who  spoke,  regardless  of  his  position,  was, 
in  reality,  speaking  his  personal  opinion. 
At  the  last  meeting  of  the  State  Association 
a resolution  was  passed  providing  for  the 
appointment  of  a liaison  committee  to 
speak  for  the  Association  on  such  questions. 
The  idea  was  that  such  a committee  could 
make  such  investigation  as  circumstances 
warrant  and  then  give  to  the  Department 
approval  or  disapproval  of  a contemplated 
step.  This  committee  is  composed  of  men 
not  engaged  in  public  health  work.  It  is 
representative  of  the  profession  engaged  in 
practice. 

As  an  example  of  the  way  the  committee 
is  functioning  a memorandum  of  a diphthe- 
ria control  proposition  to  be  presented  to 
physicians  has  been  submitted  to  the  com- 
mittee by  the  State  Department  of  Public 
Health  and  has  received  the  committee’s 
unanimous  endorsement.  The  proposition 
is  as  follows : 

1.  Any  physician  who  desires  to  carry  out  an 
immunization  program  against  diphtheria  will 
be  furnished  toxin-antitoxin  free  by  the  State 
Department  of  Public  Health  on  the  condition 


that  the  doctor  so  using  toxin-antitoxin  will  re- 
port his  work  to  the  State  Department  of  Pub- 
lic Health  on  the  form  which  will  be  furnished 
for  that  purpose.  The  fee  to  be  charged  is  a 
personal  matter  between  the  doctor  and  patient. 

If  the  immunization  is  to  extend  beyond  the 
limits  of  the  individual  physician’s  private  prac- 
tice, the  request  for  toxin-antitoxin  must  be  ap- 
proved by  the  County  Health  Officer  and  the 
proper  representatives  of  the  County  Medical 
Society. 

2.  County  Medical  Societies  or  groups  of  phy- 
sicians may  carry  out  the  program  entirely,  the 
state  furnishing  toxin-antitoxin,  educational 
propaganda  and  a nurse  to  assist  in  organiza- 
tion of  clinics.  The  physician  may  charge  what- 
ever fee  he  may  see  proper  for  his  services  but 
is  expected  to  administer  toxin-antitoxin  free  to 
all  indigent  persons  and  report  his  work  to  the 
State  Department  of  Public  Health  on  the  form 
furnished  by  the  State  Department  of  Public 
Health. 

3.  A physician  from  the  State  Department  of 
Public  Health  will  give  the  first  injection  of 
toxin-antitoxin  with  the  understanding  that  phy- 
sicians are  to  complete  the  series,  the  state  fur- 
nishing a nurse  to  organize  and  assist  in  the 
clinics. 

4.  The  State  Department  of  Public  Health  to 
take  over  the  entire  immunization  program  in 
the  county  by  consent  of  the  Health  Officer  and 
physicians. 

5.  In  organized  counties  with  county  health 
departments  the  State  Department  of  Public 
Health  will  furnish  the  educational  material  and 
toxin-antitoxin  only.  The  work  of  immuniza- 
tion is  to  be  prosecuted  by  the  local  full-time 
county  health  department  in  cooperation  with 
the  local  medical  profession. 

“I  endorse  fully  and  heartily  the  above  prop- 
osition and  hope  to  see  it  put  into  effect  in  every 
county  in  Tennessee.” 

(Signed) 

C.  P.  Fox,  M.D., 

Geo.  R.  McSwain,  M.D., 

B.  S.  Rhea,  M.D., 

Liaison  Committee  of  the  Tennessee  State 
Medical  Association. 

Such  a policy  on  the  part  of  the  Depart- 
ment of  Public  Health  is  to  be  commended. 
The  action  of  the  committee  shows  that  the 
profession  does  not  want  to  stand  in  the 
way  of  any  legitimate  project.  By  such 
discussion  and  consultation  the  Department 
will  function  as  it  should  function  and  per- 
mit the  profession  to  function  as  it  should 
function  in  harmonious  cooperation  but 
with  each  occupying  its  proper  sphere. 
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Organization  Work 

On  another  page  of  this  issue  of  The 
Journal  will  be  found  a tabulation  which 
reveals  some  interesting  facts  with  regard 
to  medical  organization  in  the  state. 

We  have  deemed  it  wise  to  publish  this 
tabulation  because  it  so  very  definitely  re- 
veals the  exact  situation. 

This  office  has  spent  a great  deal  of  time 
and  money  in  an  effort  to  build  up  the  or- 
ganization in  the  state.  Our  efforts,  we 
think,  have  been  successful.  There  is  much 
work  yet  to  be  done,  however. 

We  have  a sufficient  number  of  organiza- 
tions. Last  year  new  organizations  were 
created  in  sufficient  number  to  meet  all  re- 
quirements. There  is  not  now  a single 
county  in  the  state  which  could  be  organized 
singly  to  any  advantage.  There  are  organ- 
izations in  counties  adjacent  to  all  unor- 
ganized counties  which  would  permit  of  a 
complete  organization  in  the  state  under 
existing  charters. 

Last  year  in  our  efforts  to  interest  non- 
members in  becoming  members  of  county 
and  state  organizations  we  encountered 
some  handicaps.  This  office  cannot  ask  a 
doctor  to  become  a member  of  the  state  or- 
ganization unless  he  is  a member  of  some 
county  organization.  The  first  step  toward 
membership  in  the  state  organization  is 
membership  in  a county  society.  This  of- 
fice can  only  request  a man  to  apply  for 
membership  in  his  county  society.  Last 
year  we  requested  men  to  apply  for  mem- 
bership who  had  been  rejected.  To  obviate 
such  difficulties  this  year  an  attempt  was 
made  to  obtain  a list  of  doctors  in  various 
counties  who  were  non-members  but  eligi- 
ble to  membership  in  the  state  society.  This 
constitutes  our  list  of  eligibles  consisting  of 
351  doctors  scattered  throughout  the  state. 

This  classification  of  eligibles  is  based  on 
information  furnished  by  officers  of  county 
societies  and  we  assume  it  is  correct, 
’though  all  of  these  might  not  receive  the 
vote  of  a county  society. 

It  is  readily  apparent  that  the  cost  of 
traveling  a man  into  every  county  of  the 
state  with  a view  to  interesting  each  of  the 
non-members  in  becoming  a member  would 


be  done  at  a cost  far  out  of  proportion  to 
any  possible  benefits.  It  is  apparent  now 
that  further  steps  in  the  building  up  of  or- 
ganizations must  be  taken  by  county  or- 
ganizations and  councillors.  I wish  I could 
say  or  do  the  thing  that  would  stimulate 
the  county  officers  and  the  councilors  to  a 
full  appreciation  of  this  fact. 

Many  societies  adjourned  for  the  summer 
months.  The  time  is  now  approaching 
when  organization  activities  will  be  re- 
sumed. We  are  sincerely  hopeful  that  a 
campaign  for  members  will  be  put  on  by 
each  county  in  the  state  with  a view  to 
bringing  into  county  organizations  and  the 
state  organization  every  eligible  doctor  in 
the  state. 

We  are  glad  to  say  that  our  membership 
today  is  larger  by  55  than  at  this  time  a 
year  ago  notwithstanding  there  are  118  doc- 
tors who  paid  dues  last  year  who  have  not 
paid  dues  this  year. 

We  are  in  constant  correspondence  with 
a view  to  increasing  our  membership.  We 
have  right  along  applications  for  member- 
ship in  the  state  society  which  must  be  re- 
jected because  such  applicants  must  have 
membership  in  a county  society  before  be- 
coming a member  of  the  state  society. 


Fair  Play 

I listened  to  a luncheon  talk  today  by  one 
of  America’s  foremost  writers  in  which  he 
made  reference  to  the  spirit  of  America. 
It  seemed  to  me  he  defined  it  as  the  spirit 
of  equal  opportunity  and  fair  play. 

Two  great  American  citizens  have  been 
nominated  by  the  two  major  political  par- 
ties in  the  United  States  for  the  greatest 
office  in  the  world — ^the  presidency  of  the 
United  States.  Both  of  these  men  in  their 
acceptance  speeches  referred  to  the  Ameri- 
can spirit  and  they,  too,  spoke  of  it  as  the 
spirit  of  equal  opportunity  and  fair  play. 
This  spirit  was  breathed  into  the  constitu- 
tion of  the  United  States  and  it  seems  it 
has  been  the  American  spirit  ever  since. 
Under  its  influence  America  has  become 
great. 

There  have  been  those  all  along  the  line 
who  would  defeat  the  spirit  of  fair  play  and 
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set  up  a condition  of  unequal  opportunity. 
These  are  defined  as  un-American  and  out 
of  harmony  with  the  American  spirit. 

Medicine  has  progressed  in  America  un- 
der this  spirit  of  equal  opportunity  and 
fair  play.  It  has  progressed  more  in  the 
last  fifty  years  in  America  than  in  any 
other  country  on  earth.  I do  not  believe 
this  statement  can  be  successfully  contra- 
dicted. 

Medicine  has  progressed  in  the  old  world, 
of  course.  America  may  be  to  some  extent 
indebted  to  the  old  world  for  technical  ad- 
vances but  it  is  in  no  way  indebted  to  the 
old  world  for  the  spirit  of  equal  opportunity 
and  fair  play  in  medicine.  The  spirit  of 
unequal  opportunity  which  is  the  spirit  of 
cast  prevails  to  a large  extent  there  yet. 

Our  code  of  ethics  is  brim  full  of  the 
spirit  of  equal  opportunity  and  fair  play. 
It  seems  to  us  there  is  every  reason  why 
this  spirit  should  prevail. 

From  various  sources  the  impression 
comes  to  us  that  there  are  those  in  America 
who  would  do  violence  to  the  spirit  of  equal 
opportunity  and  fair  play  in  medicine.  The 
last  very  definite  statement  on  this  point  is 
contained  in  a supplementary  report  by  the 
Council  on  Medical  Education  and  Hospi- 
tals of  the  American  Medical  Association 
written  by  Dr.  Arthur  D.  Bevin,  Chairman. 
He  is  very  emphatic  in  his  statement  that 
an  institution  should  not  practice  medicine. 
He  seems  to  recognize  that  the  practice  of 
some  medical  institutions  does  violence  to 
our  American  spirit  of  fair  play. 

There  is  no  doubt  but  that  an  institution 
can  be  created  and  endowed  which  can 
pursue  a policy  which  does  violence  to  the 
American  spirit  of  equal  opportunity  and 
fair  play.  There  are  such  institutions.  Such 
a policy  seems  so  unwarranted  in  the 
premises,  so  unnecessary  to  the  accomplish- 
ments of  the  fundamental  purpose  of  the  in- 
stitutions and  so  unfair  in  their  final  effects 
on  medicine  as  a whole  that  leadership  in 
medicine  should  take  the  most  drastic  steps 
necessary  to  correct  such  an  evil. 

There  is  no  derth  of  clinical  material  for 
teaching  purposes  in  the  United  States. 
There  can  be  no  ground  that  would  justify 


any  institution  in  pursuing  a policy  which 
is  unfair  in  principle  to  the  profession  of 
medicine  in  the  community  in  which  it  op- 
erates. 

If  large  endowments  are  the  means  by 
which  such  institutions  are  enabled  to  do 
violence  to  the  American  spirit  of  equal  op- 
portunity and  fair  play  then  such  endow- 
ments may  be  a curse  instead  of  a benefit 
to  medicine  and  mankind. 

In  our  humble  judgment  there  is  no  bene- 
fit that  can  justify  a violence  to  the  Ameri- 
can spirit  of  equal  opportunity  and  fair 
play  if  such  an  alternative  is  necessary. 
But  such  an  alternative  is  not  necessary. 
Endowments  can  be  so  used  as  to  accom- 
plish their  purpose  without  doing  any 
violence  whatsoever  to  the  American  spirit 
and  the  ethics  of  the  situation. 

If  we  lose  the  spirit  of  equal  opportunity 
and  fair  play  in  medicine  in  America  there 
is  no  sort  of  scientific  achievement  or  bene- 
fit that  can  possibly  compensate  for  such  a 
loss. 

From  the  action  taken  by  the  House  of 
Delegates  on  the  report  above  referred  to, 
it  is  apparent  that  the  spirit  of  the  profes- 
sion is  being  awakened.  It  may  be  slow  to 
awaken  but  we  have  faith  that  there  is  a 
fundamental  spirit  of  fairness  in  the  pro- 
fession which  will,  ultimately,  prevail. 


Representation  in  the  House  of  Dele- 
gates 

The  House  of  Delegates  of  the  American 
Medical  Association  at  the  last  meeting 
made  a reapportionment  of  delegates  from 
component  organizations.  This  reappor- 
tionment provided  that  there  should  be  one 
representative  in  the  House  of  Delegates 
for  each  775  members  or  fractions  there- 
of in  a component  society. 

By  reason  of  the  fact  that  Tennessee  in- 
creased its  membership  for  the  year  1927 
we  are  still  entitled  to  three  delegates.  Some 
states  lost  delegates  and  a few  states  gained 
a delegate. 

We  are  just  in  receipt  of  an  official  com- 
munication from  Dr.  Olin  West  to  this  ef- 
fect. 
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Organization  Statistics 

Question  of  organization  is  being  studied 
and  we  have  compiled  the  following  figures. 
For  several  months  we  have  been  trying  to 
secure  from  the  county  secretaries,  or  other 
officers,  lists  of  non-members  who  are  con- 
sidered eligible  to  join  the  county  society. 
Many  of  the  secretaries  have  complied  with 
the  request  while  others  have  delayed.  Some 
member  of  a society  might  disagree  with 
our  list  and  decide  that  a certain  doctor  is 
not  eligible  for  membership  in  the  county 
society,  however,  we  believe  that  the  follow- 
ing figures  will  give  our  readers  an  idea  of 
the  maximum  membership  in  any  organ- 
ization. In  several  counties  where  there  is 
no  local  society  we  have  asked  the  secretary 
of  an  adjoining  county  to  supply  a list  of 
those  whom  he  thought  were  eligible  in  his 
society.  The  doctors  of  one  county  in  par- 
ticular have  invited  every  doctor  in  an  ad- 
joining county  to  join  their  society.  From 
the  four  larger  counties  we  have  asked  for 
no  list  of  eligibles. 

There  are  some  apparent  discrepancies 
in  the  figures  below.  Overton  county,  for 
instance,  is  listed  with  9 doctors,  a member- 
ship of  12  and  4 eligibles.  The  name  of  one 
doctor  has  been  secured  to  add  to  the  census 
list  and  to  the  list  of  eligibles.  6 of  the  12 
members  live  in  adjoining  counties.  Other 
apparent  discrepancies  can  be  explained 
likewise. 

In  a few  counties  the  number  of  members 
may  be  larger  than  that  indicated  due  to  the 
fact  that  a doctor  may  hold  his  membership 
in  an  adjoining  county. 

The  figures  showing  the  number  of  doc- 
tors in  each  county  are  taken  from  our  cen- 
sus as  published  in  December  of  last  year. 
The  membership  in  each  county  society  is 
that  of  August  31,  1928. 

The  third  column  shows  the  number  of 
1927  members  in  each  county  who  have 
not  paid  1928  dues. 

The  list  of  eligibles  has  been  compiled 
as  above  noted. 

Membership  in  adjoining  counties  is 
shown  by  enclosing  the  number  of  members 
in  parenthesis.  Eligibility  in  an  adjoining 
county  is  shown  likewise. 


First  District,  C.  P.  Fox,  M.D.,  Councilor 


1928  dues 


County 

Total  Doctors 

Members 

not  paid 

Eligibles 

Carter  

20 

14 

0 

6 

Claiborne  . . 

....  22 

11 

0 

9 

Cocke  

16 

11 

2 

No  List 

Grainger  . . . . 

....  8 

(2) 

0 

No  List 

Greene  

29 

9 

1 

8 

Hancock  . . . 

4 

1 

2 

No  List 

Hawkins  . . . 

. ...  26 

11 

1 

12 

Johnson — See 

Sullivan- J ohnson. 

Sevier 

14 

7 

1 

4 

SullivanTl ohnson . 65 

26 

7 

No  List 

Unicoi  

7 

0 

0 

No  List 

Washington 

. ...  65 

44 

1 

5 

Totals  . . 

. . . .276 

136 

15 

44 

Second  District, 

S.  R.  Miller,  Councilor 

County 

Total  Doctors  Members 

1928  dues 
not  paid 

Eligibles 

Anderson  . 

14 

11 

1 

No  List 

Blount  . . . . 

31 

27 

2 

2 

Campbell  . . 

29 

18 

3 

7 

Hamblen  . . 

21 

10 

0 

2 

Jefferson  . . 

21 

11 

0 

5 

Knox  

167 

133 

4 

No  List 

Loudon  . . . . 

12 

6 

0 

4 

Roane  

.....  27 

15 

2 

8 

Scott  

11 

8 

1 

No  List 

Union  . . . . 

7 

3 

0 

0 

Totals  . 

340 

242 

13 

28 

Third  District,  Dr. 

H.  L.  Fancher,  Councilor 

County 

Total  Doctors  Members 

1928  dues 
not  paid 

Eligibles 

Bledsoe  . . . 

4 

0 

0 

No  List 

Bradley  . . . 

21 

14 

1 

3 

Franklin  . . 

20 

13 

1 

5 

Grundy  . . . 

8 

(4) 

0 

No  List 

Hamilton  . 

188 

95 

14 

No  List 

Marion 

15 

(2) 

(10) 

0 

Meigs  

8 

0 

0 

(6) 

Monroe  . . . 

17 

12 

0 

1 

McMinn  . . . 

21 

14 

4 

5 

Polk  

11 

7 

0 

4 

Sequatchie 

4 

0 

0 

No  List 

Van  Buren 

1 

(1) 

0 

0 

Warren  . . . 

17 

11 

0 

7 

White  .... 

10 

14 

0 

No  List 

Totals  . 

345 

185 

18 

41 

Fourth  District,  Dr.  J.  T.  Moore,  Councilor 


1928  dues 

County  Total  Doctors  Members  not  paid  Eligibles 

Clay  5 0 0 No  List 

Cumberland  ....  6 3 1 No  List 

Fentress  .8  4 0 No  List 

Jackson  8 5 0 No  List 
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Macon  .... 

12 

8 

0 

No  List 

Morgan  . . . 

7 

3 

0 

No  List 

Overton  . . . 

9 

12 

0 

4 

Pickett  .... 

3 

2 

0 

No  List 

Putnam  . . . 

18 

10 

2 

No  List 

Rhea  

14 

4 

1 

No  List 

Smith  

17 

10 

2 

5 

Sumner  . . . 

26 

15 

0 

3 

Trousdale  . 

....  5 

(1) 

0 

5 

Totals  . 

166 

97 

6 

16 

Fifth  District,  Dr.  J.  P.  Taylor,  Councilor 

1928  dues 

County 

Total  Doctors 

Members 

not  paid 

Eligibles 

Bedford  . . . 

17 

13 

1 

1 

Cannon  . . . 

.. ..  5 

3 

0 

No  List 

Coffee 

13 

8 

2 

2 

DeKalb  ... 

....  12 

(2) 

0 

7 

Lincoln  . . . 

27 

18 

1 

1 

Marshall  . . 

....  23 

9 

2 

No  List 

Moore  .... 

2 

0 

0 

No  List 

Rutherford 

37 

21 

3 

8 

Totals  . 

136 

74 

7 

19 

Sixth  District,  Dr.  Howard  King,  Councilor 

1928  dries 

County 

Total  Doctors 

Members 

not  paid 

Eligibles 

Cheatham  . 

10  . 

3 

0 

6 

Davidson  . . 

424 

231 

6 

No  List 

Montgomery 

34 

21 

0 

8 

Robertson  . 

23 

15 

1 

5 

Stewart  . . . 

....  8 

0 

0 

No  List 

Totals  . 

499 

270 

7 

19 

Seventh  District,  Dr. 

B.  T.  Nolen,  Councilor 

1928  dues 

County 

Total  Doctors 

Members 

not  paid 

Eligibles 

Dickson  . . . 

21 

9 

5 

7 

Giles  

....  34 

22 

3 

7 

Hickman  . . 

....  9 

5 

0 

3 

Houston  . . . 

....  5 

0 

0 

No  List 

Humphreys 

17 

11 

0 

6 

Lawrence  . 

....  20 

9 

1 

9 

Lewis  

....  3 

2 

0 

0 

Maury  .... 

42 

25 

1 

10 

Wayne  .... 

....  12 

6 

1 

3 

Williamson 

....  27 

11 

1 

10 

Totals 

....190 

100 

11 

55 

Eighth  District,  Dr.  A.  B.  Dancy,  Councilor 

1928  dues 

County 

Benton  .... 

Total  Doctors 

12 

Members 

1 

not  paid 

0 

Eligibles 

7 

Carroll  .... 

30 

14 

1 

10 

Chester  . . . . 

8 

4 

1 

No  List 

Decatur  . . . 

10 

3 

3 

4 

Payette  . . . 

....  22 

4 

0 

8 

Hardeman  . 

....  25 

6 

3 

11 

Hardin  .... 

12 

8 

1 

2 

Henderson  . 

15 

10 

0 

2 

Henry  . . . . 

26 

16 

1 

7 

Madison  . . . 

53 

34 

0 

4 

McNairy  . . 

18 

10 

2 

8 

Perry  

6 

1 

1 

1 

Totals  . 

237 

111 

13 

64 

Ninth  District,  Dr.  E. 

H.  Baird,  Councilor 

1928  dues 

County 

Total  Doctors 

Members 

not  paid 

Eligibles 

Crockett  . . . 

14 

8 

0 

3 

Dyer  

42 

28 

0 

7 

Gibson  . . . . 

35 

19 

4 

10 

Haywood  . . 

23 

8 

1 

7 

Lake  

10 

10 

0 

1 

Lauderdale 

27 

14 

0 

6 

Obion  

46 

19 

0 

13 

Tipton  . . . . 

25 

14 

3 

6 

Weakley  . . 

35 

11 

2 

12 

Totals  . 

257 

131 

10 

65 

Tenth  District,  Dr.  W. 

B.  Burns,  Councilor 

1928  dues 

County 

Total  Doctors  i 

Members 

not  paid 

Eligibles 

Shelby  .... 

539 

303 

13 

No  List 

The  membership  of  the  organization  on 
August  31st,  was  1,626  active  members  and 
12  honorary  members,  making  a total  of 
1,638.  Last  year’s  total  was  1,624.  How- 
ever, from  the  list  it  is  evident  that  there 
is  still  a large  number  of  eligible  non-mem- 
bers all  over  the  state.  This  office  has  sent 
a letter  to  each  of  the  351  listed  eligibles 
suggesting  that  application  for  membership 
be  made  to  the  county  society.  There  still 
remain  118  doctors  who  paid  1927  dues  but 
have  failed  to  pay  for  1928.  These  doctors 
have  also  been  written  but  have  not  re- 
sponded. This  list  is  published  in  detail 
with  the  hope  that  each  county  society  and 
each  member  of  every  society  will  make  a 
careful  study  of  the  situation  to  the  end 
that  every  eligible  doctor  in  every  county 
in  the  state  will  be  a member  of  his  county 
medical  society,  the  state  medical  associa- 
tion and  the  American  Medical  Association. 


MARRIAGES 


Miss  Isobel  Madeline  Bill,  daughter  of 
Rev.  and  Mrs.  Ingram  E.  Bill,  of  Rochester, 
Minn.,  and  Dr.  W.  T.  Fitts,  of  Jackson, 
Tenn.,  were  married  on  August  20th,  at  the 
Joseph  Bond  Chapel,  Chicago. 
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DEATHS 


Dr.  C.  A.  Abernathy,  76,  died  at  his  home 
in  Pulaski,  on  August  4th,  after  a few  days’ 
illness.  He  is  survived  by  a son,  Dr.  Shields 
Abernathy,  of  Memphis.  Dr.  Abernathy 
graduated  from  the  University  of  Louis- 
ville Schol  of  Medicine,  in  1875. 


Dr.  T.  M.  Harper,  of  Milan,  aged  60,  died 
on  August  11,  of  pneumonia  following  an 
operation.  Dr.  Harper  graduated  from  the 
University  of  Tennessee  College  of  Medi- 
cine, Memphis,  in  1891. 


Dr.  S.  B.  North,  65,  died  at  his  home  in 
Cleveland,  on  August  6th,  after  an  illness 
of  less  than  a week’s  duration.  Dr.  North 
graduated  from  the  Chattanooga  Medical 
College  in  1909. 

Mrs.  Campbell,  wife  of  Dr.  W.  B.  Camp- 
bell, Cleveland,  died  in  the  early  part  of 
August. 


Dr.  D.  C.  K.  Binkley,  of  Hustburg,  71, 
died  on  August  14th.  Dr.  Binkley  gradu- 
ated from  the  Vanderbilt  Medical  School, 
in  1878. 


Dr.  James  G.  Williamson,  86,  died  at  his 
home  in  Columbia  on  September  2nd.  Dr. 
Williamson  graduated  from  the  University 
of  Nashville  Medical  School  in  1867. 


MEDICAL  SOCIETIES 


REGULAR  MEETINGS  OF  COUNTY 
SOCIETIES 

Anderson  County — First  Monday  of  each 
month  at  2 p.m.  in  Clinton,  Tenn, 

Bedford  County^ — Third  Thursday  of 
each  month  at  2 p.m.,  Shelbyville,  in  Dr. 
Ray’s  office. 

Blount  County — Every  Thursday,  8 p.m., 
First  National  Bank  Building,  Maryville. 

Bradley  County — First  and  third  Thurs- 
days of  each  month,  7 p.m.,  at  the  court- 
house, office  of  county  health  officer. 


Carroll-W eakley-Benton-Henry  Counties 
-—Every  second  Tuesday  at  McKenzie. 

Coffee  County — -First  Thursday  of  each 
month. 

Davidson  County — Every  Tuesday,  8 
p.m.,  Doctors’  Building,  Nashville. 

Dyer-Crockett-Lake-Obion  Counties  — 
First  Thursday  of  each  month. 

Fayette-Hardeman — First  Thursday  in 
each  month. 

Franklin  County — Last  Friday  in  each 
month  at  Winchester. 

Greene  County — First  Monday  of  each 
month,  11  a.m..  First  National  Bank  Build- 
ing, Greeneville. 

Hamilton  County — Each  Thursday,  8 
p.m..  Manufacturers’  Association,  815 
Broad  Street,  Chattanooga. 

Hardeman  County — First  Tuesday  in 
January,  April,  July  and  October,  Bolivar. 

H a r d i n-Lawrence-Lewis-Perry- Wayne 
Counties— Last  Tuesday  of  each  month, 

Haywood  County — ^Last  Tuesday  of  each 
month.  Brownsville,  7 p.m. 

Jackson  County— First  Friday  of  each 
month  at  the  courthouse,  Gainesboro. 

Knox  County — Every  Tuesday,  8 p.m.,  at 
Society  Hall  Medical  Building,  Knoxville. 

Lauderdale-T  i p t o n Counties — Second 
Thursday  of  each  month. 

Marshall  County — Every  fourth  Thurs- 
day; Lewisburg. 

McMinn  County — Every  second  Thurs- 
day, 2 p.m.,  in  Athens. 

Macon-Clay- Jackson  — First  Wednesday 
of  each  month. 

Madison  County — First  and  third  Tues- 
day, 8 p.m.,  at  Y.  M.  C.  A.  Building,  Jack- 
son. 

Montgomery  County  — Every  third 
Thursday  night,  Clarksville. 

Roane  County— First  and  third  Tuesday, 
1 p.m.,  at  the  Red  Cross  Rooms,  Harriman. 

Robertson  County — Third  Tuesdays  of 
each  month, 

Sevier  County— First  Monday  of  each 
month,  7 :30  p.m..  Central  Hotel,  Sevierville. 

Shelby  County — First  and  third  Tuesdays 
Medical  Arts  Building,  Memphis. 
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Warren  County — First  Wednesday  of 
each  month,  1 :30  p.m.,  First  Trust  Co.,  Mc- 
Minnville. 

Washington  County — Second  Thursday 
of  each  month,  at  noon,  Hotel  John  Sevier, 
Johnson  City. 

Williamson  County — Second  Tuesday  of 
each  month. 

Wilson  County — First  Wednesday  of  each 
month,  10 :30  a.m.,  at  Lebanon. 


Dyer  County. — The  regular  monthly 
meeting  of  the  Dyer  County  Medical  So- 
ciety was  held  August  2nd,  at  the  Baird- 
Brewer  General  Hospital  with  a good  at- 
tendance. Those  on  the  program  were  Drs. 
Percy  A.  Conyers,  J.  P.  Baird  and  W.  P. 
Watson,  of  Dyersburg;  Dr.  Wm.  C.  Chaney, 
of  Memphis,  who  gave  an  illustrated  lec- 
ture on  “Diagnosis  of  Goitre.”  Volunteer 
case  reports  were  called  for. 

These  meetings  continue  to  be  very  bene- 
ficial to  the  medical  fraternity  of  this 
county. 


Five  County  Society. — The  Hardin,  Law- 
rence, Lewis,  Perry  and  Wayne  County  So- 
ciety held  their  regular  monthly  meeting  at 
Hohenwald,  on  August  28th.  The  follow- 
ing papers  were  read : 

“Dysentery,”  by  Dr.  J.  T.  Keeton,  Sal- 
tillo, discussed  by  Dr.  T.  J.  Stockard; 
“Basal  Metabolism  in  Health  and  Disease,” 
by  Dr.  T.  A.  McAmis,  Lawrenceburg,  dis- 
cussed by  Dr.  0.  H.  Williams;  “Cholera  In- 
fantum,” by  Dr.  0.  A.  Kirk,  Linden,  dis- 
cussed by  Dr.  G.  N.  Springer;  “Pulmonary 
Tuberculosis,”  by  Dr.  F.  H.  Norman, 
Waynesboro,  discussed  by  Dr.  E.  H.  Ether- 
edge;  “Acute  Anterior  Poliomyelitis,”  by 
Dr.  John  M.  Lee,  Nashville. 


Gibson  County. — The  Gibson  County 
Medical  Society  held  its  annual  meeting  in 
Trenton,  Tuesday,  August  21st,  in  a well 
attended  session.  Dr.  John  Jackson,  of 
Dyer,  gave  the  welcome  address.  Dr.  W.  C. 
Chaney,  of  Memphis,  read  a paper  on 
“Diagnosis  of  Diseases  of  the  Thyroid,”  il- 
lustrated with  slides.  Dr.  Jarrell  Penn’s 


subject  was  “Management  of  Congenital 
Club  Feet,”  and  illustrated  by  motion  pic- 
tures; “Vincent’s  Disease”  was  discussed  by 
Dr.  Henry  Rudner,  also  of  Memphis,  and 
Dr.  A.  F.  Cooper,  of  Memphis,  closed  the 
morning  session  with  a paper. 

The  Trenton  doctors  were  hosts  at  a 
luncheon. 

At  the  afternoon  session.  Dr.  J.  A.  Crisler 
read  a paper  on  “Goiter”  and  Dr.  Jere 
Crook,  Jackson,  had  as  the  subject  of  his 
paper,  “Cases  Reported.  Massive  Uterine 
Fibroids  Operated  Under  Spinal  Anesthe- 
sia.” 

The  doctors  expressed  themselves  as  be- 
ing delighted  with  the  program. 


Hamblen  County. — Dr.  and  Mrs.  C.  T. 
Carroll  entertained  the  members  of  the 
Hamblen  County  Medical  Society  and  in- 
vited guests  at  their  home  in  Morristown 
one  evening  in  August,  at  a water- 
melon and  canteloupe  feast.  The  meeting 
was  called  to  honor  the  300th  anniversary 
of  the  discovery  of  the  Circulation  of  Blood, 
by  Harvey,  and  an  instructive  and  interest- 
ing paper  prepared  by  Dr.  Carroll  was  read. 

Those  enjoying  this  occasion  were  Drs. 
W.  E.  Howell,  P.  L.  Henderson,  D.  E. 
Shields,  J.  F.  Campbell,  F.  F.  Painter,  Mor- 
ristown; Dr.  J.  H.  Walker,  of  White  Pine, 
and  Drs.  A.  G.  Kern  and  Ralph  Monger,  of 
Knoxville. 


Johnson  and  Sullivan  Counties. — The 
Johnson  and  Sullivan  County  Medical  So- 
ciety met  at  the  Riverview  Hospital,  Kings- 
port, on  August  3rd,  where  a number  of 
interesting  papers  were  read. 


Knox  County. — On  August  7th,  the  so- 
ciety met  for  dinner  at  Whittles  Springs. 
Dr.  Seals  Harris,  of  Birmingham,  was  the 
speaker,  the  subject  being  “The  Role  of 
Vitamines  in  the  Etiology  and  Cure  of  Gas- 
tric and  Duodenal  Ulcers.”  Dr.  Harris  was 
introduced  by  Dr.  Oliver  Hill. 

The  honor  guests  at  this  meeting  were 
the  Woman’s  Auxiliary.  The  wives  were 
welcomed  by  Dr.  R.  G.  Reaves,  and  the  re- 
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sponse  was  made  by  the  President  of  the 
Woman’s  Auxiliary,  Mrs.  Oliver  Hill.  Sev- 
enty-five doctors  and  their  wives  were 
present. 

The  meeting"  of  the  14th  was  held  at  the 
Eastern  State  Hospital.  Dr.  David  Town- 
send, of  the  Veterans’  Hospital,  at  Johnson 
City,  was  the  speaker.  Dr.  Townsend’s 
subject  was  “Prescribing  Occupational 
Therapy  for  the  Tuberculous.” 

The  meeting  on  the  28th  was  addressed 
by  Dr.  Robert  Wood,  “Constitutional  In- 
adequacy” being  the  subject. 

On  September  25th,  a big  all-day  meeting 
will  be  held  at  Whittles  Springs. 


Macon-Clay- Jackson  Counties. —This  Tri- 
County  society  held  its  September  meeting 
at  Red  Boiling  Springs  on  the  third  day  of 
the  month.  Papers  by  Drs.  R.  E.  Key,  of 
Carthage,  and  Frank  Fessey,  of  Nashville, 
were  read.  Clinics  and  case  reports  were 
given. 


Montgomery  County. — -One  of  the  most 
enjoyable  sessions  the  Montgomery  County 
Medical  Society  has  held  in  many  months 
was  staged  at  Dunbar  Cave,  Thursday 
night,  August  16th,  when  sixteen  visiting 
doctors  attended.  Two  splendid  addresses 
were  made  by  Dr.  J.  B.  McElroy  and  Dr. 
Willis  Campbell,  of  Memphis.  Dr.  McElroy 
had  as  his  subject,  “Hypertension,”  and  he 
told  of  blood  circulation  and  its  functions. 
Dr.  Campbell’s  instructive  address  was  on 
the  subject  of  “Prevention  of  Deformity  of 
Bones.” 

Those  present  included  Drs.  C.  J.  Morris, 
J.  W.  Harrol,  J.  J.  Ezell,  R.  L.  Woodard, 
Curtis  Bell,  A.  H.  Bell,  W.  E.  Zary,  F.  M. 
Stites,  all  of  Hopkinsville;  Dr.  Chas.  M. 
Gower,  Trenton,  Ky. ; Dr.  J.  M.  Harris, 
Thomasville,  Tenn. ; Dr.  B.  D.  Tyler,  Guth- 
rie, Ky. ; Dr.  E.  M.  Frey,  Guthrie,  Ky. ; Dr. 
R.  P.  Frazier,  Neptune;  Dr.  W.  C.  Officer, 
Monterey;  Drs.  J.  W.  Ross,  M.  L.  Hughes, 
J.  H.  Ledbetter,  J.  P.  Rogers,  L.  F.  Loggins, 

L.  L.  Neblett,  K.  A.  Nesbitt,  F.  J.  Malone, 
E.  M.  Cherry,  J.  H.  Frey,  F,  J.  Runyon,  R. 

M.  Graham,  J.  B.  Lahiff,  M.  L.  Shelby, 
Bryce  Runyon,  Jack  Ross  and  R.  B.  Macon, 


of  Clarksville,  and  Drs.  Willis  Campbell  and 
J.  B.  McElroy,  of  Memphis. 


Roane,  Monroe  and  Loudon  Counties.— 
The  Tri-County  Medical  Society  of  Roane, 
Monroe  and  Loudon  counties  held  a meet- 
ing at  Lenior  City,  on  August  23rd.  The 
following  papers  were  read : 

“Clinical  Manifestations  of  Senility,”  by 
Dr.  Paul  Padget,  Lenoir  City,  discussed  by 
Drs.  J.  A.  Harden,  Sweetwater,  and  J.  J. 
Waller,  Oliver  Springs.  “Puerperal  Eclamp- 
sia,” by  Dr.  R.  C.  Kimbrough,  of  Madison- 
ville;  discussed  by  Drs.  H.  M.  Carr,  Harri- 
man  and  Halbert  Robinson,  Loudon.  “The 
Program  and  Policies  of  the  State  Depart- 
ment,” by  Dr.  E.  L.  Bishop,  of  Nashville. 
“Spinal  Paralysis.  A Discussion  of  Some 
Common  Causes  of  Paralytic  Manifesta- 
tions, of  Their  Onset  and  Course,”  by  Dr.  H. 
J.  Hayes,  Memphis,  discussed  by  Drs.  Mor- 
gan Clack,  Rockwood ; W.  H.  Harrison,  Lou- 
don, and  T.  M.  Roberts,  Sweetwater.  “Doc- 
tors as  Witnesses,”  by  Judge  J.  J.  Blair,  of 
Loudon. 


Walnut  Log  Medical  Society .—’I'he  Wal- 
nut Log  Medical  Society  will  meet  Septem- 
ber 19th  and  20th,  at  Walnut  Log  Hotel, 
Reelfoot  Lake. 


Weakley-Carroll-Henry  Counties. — The 
Tri-County  Medical  Society  held  its  regular 
monthly  meeting  at  McKenzie,  on  August 
14th.  Dr.  J.  P.  Henry,  of  Memphis,  read 
a paper  on  “Hay  Fever  and  Asthma.”  Dr. 
H.  T.  Collier,  McKenzie,  read  a paper  en- 
titled, “Periodic  Health  Examination.” 


White  County. — The  greatest  meeting 
ever  held  in  White  County  by  the  White 
County  Medical  Society  was  held  at  Bon 
Air,  on  Thursday,  August  9th.  Drs.  W.  B. 
Young,  E.  B.  Clark,  Vernon  Hutton  and 
J.  E.  Mathis  conceived  the  idea  of  and  spon- 
sored the  “Great  Home  Coming”  of  the 
White  County  doctors.  The  meeting  was 
held  in  Dr.  E.  B.  Clark’s  office. 

Dr.  W.  J.  Breeding,  of  the  State  Depart- 
ment of  Health  read  a paper  on  the  “His- 
tory of  Medicine  on  Bon  Air  Mountain.” 
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Dr.  A.  F.  Richard,  of  the  State  Depart- 
ment of  Health,  also  read  a paper  on  “His- 
tory of  Medicine  in  White  County  Since  Its 
Organization  by  Dr.  W.  B.  Young.” 

Dr.  H.  L.  Fancher,  of  Chattanooga,  read 
a eulogy  on  the  life  of  Dr.  W.  B.  Young, 
the  father  of  so  many  of  the  county’s 
doctors. 

The  following  doctors  were  present: 

Drs.  W.  M.  Johnson,  S.  E.  Gaines,  W.  B. 
Young,  W.  W.  Patton,  E.  0.  Jenkins,  A.  F. 
Richards,  W.  J.  Breeding,  S.  S.  March- 
banks,  Drs.  Greer,  Oliver  Hill,  R.  E.  L. 
Smith,  W.  W.  Hill,  P.  K.  Lewis,  E.  B.  Clark, 
Venable  Lewis,  Claud  Tubb,  Vernon  Hut- 
ton, Gus  Bradley,  E.  L.  Mooneyham,  H.  L. 
Fancher  and  J.  E.  Mathis. 


NEWS  NOTES  AND  COMMENT 

Dr.  E.  R.  Ferguson  and  family,  of  Cleve- 
land, Tenn.,  have  returned  to  their  home 
after  a two-weeks’  stay  at  Virginia  Beach, 
Va. 

Dr.  and  Mrs.  L.  D.  Allen,  of  Smithville, 
have  been  in  Saluda,  N.  C.,  where  Dr.  Al- 
len attended  the  1928  class  of  the  Southern 
Pediatric  Seminar. 


Dr.  C.  H.  Heacock  and  party,  which  in- 
cluded his  daughter,  sister  and  mother,  all 
of  Memphis,  were  badly  bruised  and  cut 
when  their  car  was  forced  over  a thirty- 
foot  embankment  near  Waver ly,  Tenn.  All 
the  occupants  of  the  car  were  hurt  in  some 
way,  but  none  are  thought  to  be  seriously 
injured. 

Dr.  T.  E.  P.  Chambers,  Major,  Medical 
Reserve  Corps,  Cleveland,  has  returned  to 
his  home  after  a two-weeks’  stay  at  Camp 
Fort  McPherson,  Ga. 


Dr.  M.  D.  Ingram  and  family,  of  Dres- 
den, spent  two  weeks  in  August  on  an  auto 
tour  through  Middle  and  East  Tennessee. 


Dr.  Byron  Alexander,  formerly  connect- 
ed with  the  Medical  Department  of  the  Uni- 
versity of  Tennessee,  at  Knoxville,  has 
moved  to  Milan  and  is  occupying  the  offices 
formerly  used  by  Dr.  T.  M.  Harper. 


Eleven  sections  will  comprise  the  57th 
annual  convention  of  the  American  Public 
Health  Association,  which  will  be  held 
jointly  with  the  meetings  of  the  American 
Child  Health  Association  and  the  American 
Social  Hygiene  Association,  October  15th  to 
19th,  inclusive,  at  the  Stevens  Hotel,  Chi- 
cago. 

Over  three  thousand  delegates  and  visi- 
tors, including  physicians  from  England. 
Germany,  Sweden,  Mexico,  Canada  and  the 
Canal  Zone  will  be  in  Chicago  to  attend  the 
meeting,  which  will  open  Monday  evening, 
October  15th,  with  a general  session  at 
which  Dr.  Herman  N.  Dundesen,  President 
of  the  American  Public  Health  Association, 
will  deliver  the  opening  address. 


The  American  College  of  Surgeons  will 
hold  the  eighteenth  Clinical  Congress,  in 
Boston,  October  8-12.  Headquarters  will 
be  at  the  Statler  Hotel  and  meetings  will  be 
held  in  the  ballroom  of  the  Copley-Plaza 
Hotel  and  Symphony  Hall. 

Further  particulars  may  be  obtained 
from  Franklin  H.  Martin,  M.D.,  Director- 
General,  40  East  Erie  Street,  Chicago,  111. 


Announcement  is  made  of  the  second  an- 
nual Procto-enterological  clinic  to  be  held 
at  St.  Joseph’s  Hospital,  Memphis,  each 
Tuesday  at  2 p.m. , beginning  September 
4th,  and  continuing  ten  weeks. 

Dr.  J.  L.  Jelks  will  be  assisted  by  Dr. 
A.  R.  Porter  and  B.  F.  Hardin,  the  hospital 
staff,  and  the  following  consultants:  In- 
ternal Medicine— Drs.  W.  C.  Colbert,  G.  W. 
Musgrave  and  Newton  S.  Stern.  Pathology 
and  Bacteriology — Drs.  J.  A.  McIntosh, 
N.  E.  Leake  and  Mr.  L.  0.  Dutton.  Urology 
— Drs.  J.  L.  Morgan  and  C.  M.  Chilton. 
Eye,  Ear,  Nose  and  Throat — Drs.  A.  C. 
Lewis  and  John  Shea.  Pediatrics — Drs. 
W.  R.  Blue  and  Tom  Mitchell.  X-Ray — Dr. 
H.  P.  Conly.  Dermatology — Dr.  E.  R.  Hall. 
Gynecology — Drs.  J.  J.  Cullings  and  Robin 
Mason.  Nervous  System — Drs.  C.  C.  Tur- 
ner and  H.  J.  Hayes.  Neurological  Surgery 
— Dr.  Eustace  Semmes.  Lungs — Drs.  James 
A.  Price  and  R.  E.  Flack.  Dentistry — Dr. 
Frank  Pritchard. 
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The  following  subjects  will  be  treated  in 
their  proper  order : Pellagra.  Intestinal 
Parasitism  (Flagellosis  Amebiasis).  Vin- 
cent’s and  other  Mouth  Infections.  Stom- 
ach, Gall  Bladder  and  Liver.  Functional 
Diseases  of  the  Gastro  Intestinal  Tract. 
Inflammatory  Diseases  of  the  Gastro  In- 
testinal Tract.  Duodenal  Ulcers.  Diseases 
of  the  Pancreas.  Acute  and  Chronic  Ob- 
structions of  the  Gastro  Intestinal  Tract. 
Carcinomas  and  other  Tumors  of  the  Gas- 
tro-Intestinal  • Tract.  Tuberculosis  and 
Syphillis  of  the  Gastro-Intestinal  Tract.  The 
Principles  of  Infant  Feeding  and  Their  Ap- 
plication to  the  Adult.  Viceroptoses,  Dila- 
tations and  Hernias.  Constipation  and  Ob- 
stipation. Digestive  Allergies.  Hemor- 
rhoids, Peri-rectal  Infections  and  Fistulae. 
Cryptitis,  Papillitis,  Anal  Ulcers  and  Pru- 
ritus. 


GLEANINGS 


A NEW  INDUSTRY 
Advertisement — 

Tots  and  kiddies  took  to  school  and  re- 
turned prompt  in  perfect  condishion  if  re- 
ceived that  way. 

Military  disiplin.  Rates  25c  a weak. 
Speshiol  rates  to  twins.  Reflned  conver- 
sashion.  No  extra  charge  for  nose  wipin’. 
All  I ast  is  a trial. 

Mr.  Gerald  Allen,  Jr.,  Personal  Escorter. 
— Christian  Union  Herald. 


A VERITABLE  SIEGE ! 

I never  had  such  a tough  time  in  my  life. 
First  I got  angina  pectoris,  followed  by 
arteriosclerosis. 

Just  as  I was  recovering  from  these,  I 
got  tuberculosis,  double  pneumonia  and 
phthisis.  Then  they  gave  me  hypodermics. 

Appendicitis  was  followed  by  a tonsil- 
lotomy. 

I don’t  know  how  I pulled  through  it.  It 
was  the  hardest  spelling  test  I’ve  ever  seen. 
— Friends’  Intelligencer. 


HOSPITALS  NEED  BOTH 
A pretty  girl  who  was  collecting  contribu- 
tions for  a hospital  approached  a man  sit- 
ting at  the  wheel  of  an  expensive  car. 

“No,”  was  his  surly  answer,  “I  contribute 
regularly  to  that  hospital.” 

“No  doubt,”  said  the  pretty  girl,  “but 
we’re  collecting  money  today,  not  pedes- 
trians.”— C.  & O.  Exchange. 


BOOKS  RECEIVED 


Diabetic  Manual  for  Patients,  by  Henry  J.  John, 
M.A.,  M.D.,  F.A.C.P.,  C.  V.  Mosby  Company, 
St.  Louis. 

Bacteriology  for  Nurses,  by  Charles  F.  Carter, 
B.S.,  M.D. 

Recent  .\dvances  in  Chemistry  in  Relation  to 
Medical  Practice,  by  W.  McKim  Marriott,  B.S., 

M.  D. 


BOOK  REVIEWS 


DIABETIC  MANUAL  FOR  PATIENTS.  By 
Henry  J.  John,  M.A.,  M.D.,  F.A.C.P.,  Maj.  M. 
R.  C.  Director  of  the  Diabetic  Department  and 
Laboratories  of  the  Cleveland  Clinic.  202 
pages.  St.  Louis,  The  C.  V.  Mosby  Company. 
Price  $2.00. 

This  small  volume  is  more  than  worthwhile, 
if  for  no  other  reason  than  that  it  offers  to  the 
diabetic  patient  a spirit  of  hope  and  a happy 
outlook  on  life  which  the  modem  management 
of  diabetes  more  than  justifies.  It  explains  to 
the  diabetic  the  probable  modus  operand!  of  the 
development  of  his  disability,  teaches  him  how 
to  handle  his  condition  with  the  aid  and  advice 
of  his  physician,  and,  if  read  carefully,  will  make 
of  the  average  person  of  ordinary  intelligence  a 
disciple  in  the  spread  of  the  gospel  of  prevention 
of  a disease  which  at  the  present  time  is  far  too 
prevalent. 

Dr.  John  has  presented  his  subject  in  all  of 
its  phases  in  language  so  simple  that  the  average 
layman  should  have  no  difficulty  in  grasping  the 
subject  matter  presented,  and  yet  at  the  same 
time  has  managed  to  maintain  the  proper  balance 
between  the  activity  and  responsibility  of  patient 
and  physician.  The  manual  has  much  of  educa- 
tional value  to  the  patient  in  the  form  of  charts, 
food  values,  diet  lists,  etc. — in  fact,  it  fulfills 
most  admirably  the  purposes  for  which  it  was 
written. 

— J.  0.  Manier,  M.D. 
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ANESTHESIA 

By  Hugh  Barr,  M.D. 

Medical  Arts  Bldg.,  Nashville 

Safe,  Efficient  Anesthesia.  J.  B.  H.  Waring,  M.D., 

Blanchester,  Ohio.  Virginia  Medical  Monthly, 

Aug.,  1928. 

The  author  is  surprised  that  the  death  rate 
under  ether  in  the  British  Empire  almost  equals 
that  of  chloroform.  Based  on  a questionnaire 
sent  to  1,000  Fellows  of  the  American  College 
of  Surgeons,  ether  was  the  anesthetic  of  choice 
in  85%  of  those  replying,  dispite  the  claims  ad- 
vanced for  nitrous  oxide,  ethylene,  ethyl  chloride, 
etc. 

Properly  administered,  ether  is  distinctly  a safe 
anesthetic  if  such  a thing  exists,  but  in  the  vast 
majority  of  cases  the  anesthetist  is  the  unsafe 
factor,  as  anyone,  no  matter  how  unskilled,  may 
be  used  as  an  anesthetist.  In  some  states  cultists 
are  being  allowed  by  law  to  administer  anesthetics 
as  apparently  the  lay  legislator  considers  an 
anesthetic  administration  as  a minor  affair. 

The  author  states  that  ether  can  be  given  by 
the  drop  method  safely  and  efficiently,  and  with 
the  minimum  of  discomfort  to  the  patient.  Like- 
wise, with  less  worry  on  the  part  of  the  operator 
as  how  the  patient  is  doing  at  all  stages  of  the 
operation. 

He  discribes  what  he  terms  an  “anesthetic 
arm,”  which  he  devised.  This  arm  may  be 
clamped  to  the  table.  An  ether  can,  with  a special 
dropper,  is  held  in  position  over  the  patient’s 
face  and  the  rate  of  drops  are  regulated  at  will 
to  fall  on  the  mask  below.  In  this  way  there  is 
smoothness  of  anesthesia  and  less  fatigue  to  the 
anesthetist  in  long  operations. 

At  the  start  he  uses  oil  of  orange,  etc.,  and 
begins  with  a slow  drop  rate  until  the  patient’s 
respiratory  apparatus  has  become  accustomed  to 
the  ether  vapor.  After  surgical  anesthesia  has 
been  obtained  a proper  rate  can  be  maintained 
to  keep  the  patient  in  this  stage.  There  is  less 
excitement,  mucus,  and  vomiting.  If  there  is 
much  mucus  a suction  pump  is  used. 

He  also  describes  a mask  which  he  has  per- 
fected that  is  a modification  of  the  Yankauer  and 
Ferguson  masks.  This  mask  conserves  ether  and 
renders  it  unnecessary  to  grease  the  face  or  to 
cover  the  eyes. 


CLINICAL  PATHOLOGY 

By  R.  H.  Monger,  M.D. 

Medical  Building,  Knoxville 

Streptococcic  Puerperal  Infection  with  Unusual 
Lesions.  J.  W.  Harris  and  J.  H.  Brown.  Johns 
Hop.  Hosp.  Bulletin,  July,  1928. 

The  authors  report  three  cases  of  streptococcic 


puerperal  infection.  The  first  case  being  that 
of  miliary  abscesses  of  the  uterine  wall,  in  which 
a hysterectomy  was  done  and  the  bacteria  iso- 
lated from  the  uterine  cavity;  another  case  of 
postabortal,  bilateral  thrombophlebitis,  in  which 
the  veins  involved  were  ligated,  and  the  same 
strains  of  streptococci  isolated  which  were  identi- 
cal with  those  recovered  from  the  uterine  cavity 
and  blood  stream,  and  a final  case  of  puerperal 
endometritis,  extensive  encapsulated  peritonitis 
and  embolic  pneumonia,  in  which  the  same 
streptococcus  was  recovered  from  the  uterus  and 
from  the  peritoneal  and  pulmonary  exudates. 
The  streptococci  found  in  these  three  cases  were 
of  three  different  strains  as  shown  by  the  dif- 
ferences in  fermentation  reactions.  According 
to  the  classification  of  Holman,  the  organism 
from  the  first  case  was  streptococcus  infrequens 
and  that  from  the  last  two  cases  streptococcus 
pyogenes.  Further  differentiation  by  Brown’s 
classification  the  first  two  streptococci  were 
atypical  members  of  the  infrequens  and  pyogenes 
groups,  while  the  last  was  a typical  streptococcus 
pyogenes. 


Blood  Picture  in  Scarlet  Fever.  H.  L.  Higgins, 

Boston.  Ohio  State  Medical  Journal,  July, 

1928. 

The  author  analyzed  612  cases  of  scarlet  fever 
and  shows  in  the  first  few  days  of  the  disease  a 
white  count  between  10,000  and  25,000,  the  mean 
being  about  14,500.  In  the  fatal  cases  the  mean 
count  was  19,000,  and  in  the  severe  cases  about 
15,500.  The  white  count  was  higher  in  the  fall 
than  in  the  spring.  Late  complications  increase 
the  white  blood  count.  The  percentage  of  poly- 
morphonuclear neutrophiles  was  more  than  70 
per  cent  in  90  per  cent  of  cases.  The  mean  of 
all  cases  was  84  per  cent,  of  fatal  cases,  84  per 
cent,  and  of  severe  cases  88  per  cent.  The  higher 
the  total  white  count,  the  higher  the  percentage 
of  polymorphonuclear  neutrophiles.  The  percent- 
age of  polymorphonuclear  neutrophiles  in  un- 
complicated cases  falls  after  the  fourth  day. 
Cases  of  scarlet  fever  contracted  from  severe 
cases  are  usually  severe;  those  contracted  from 
mild  cases  are  usually  mild.  The  Wassermann  re- 
action is  sometimes  positive  in  nonsyphilitic  per- 
sons during  the  course  of  scarlet  fever. 


DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Baiiding,  Nashville 


Burn  Therapy.  Fredrick  Christopher.  American 
Journal  of  Surgery,  July,  1928. 

He  discusses  the  plan  of  treatment.  Exten- 
sive burns  (10%  or  more  of  the  body  surface)  are 
first  treated  for  shock  with  morphine,  external 
heat,  vigorous  administration  of  fluids,  and  pos- 
sibly by  blood  transfusion.  As  early  as  possible. 
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gauze  saturated  with  2 per  cent  tannic  acid 
solution  is  applied  to  the  entire  burned  area,  and 
kept  moist  with  this  solution,  for  24  hours  or 
more  until  the  skin  is  thoroughly  tanned.  The 
burned  area  is  then  treated  by  the  open-air  method 
under  a heated  cradle  supplemented  by  warm 
boric  or  soda  irrigations.  Fluids  are  forced,  and 
epinephrin  may  be  indicated.  Repeated  blood 
transfusions  occasionally  are  necessary.  When 
all  sloughs  have  disappeared  and  the  wound  is 
cleanly  grandulating,  adhesive  or  rubber  strips 
are  applied,  and  scarlet  red  preparations  may 
be  used  to  accelerate  epithelization.  Skin  graft- 
ing may  be  necessary  sometimes.  For  small  burns 
(5%  of  the  body  surface  or  less),  the  applica- 
tion of  soothing  ointments  containing  phenol  or 
picric  acids  and  gauze  dressings  is  the  best  treat- 
ment. 


Treatment  of  Microsporon  Infection  of  the  Scalp. 

Eugene  Paul  Lieberthal.  Arch,  of  Derm,  and 

Syph.,  July,  1928. 

He  paints,  on  alternate  days,  a 5%  aqueous 
solution — 220  soluble  on  and  around  the  ring- 
worm patches  and  on  any  areas  showing  the 
slightest  scaliness.  The  patient’s  head  is  kept 
closely  clipped,  and  he  is  instructed  to  shampoo 
his  scalp  daily  with  soap  and  water  and  to  apply 
an  ointment  of  10%  ammoniated  mercury  twice 
daily.  No  toxic  effects  were  observed  in  the  six 
cases  presented  by  the  author. 


Acne  From  Iodized  Salt.  B.  Shelmire,  J.A.M.A., 
June  9,  1928. 

Shelmire  reports  several  cases  of  acne  vulgaris, 
apparently  due  to  the  use  of  iodized  table  salt. 
His  patients  were  all  women,  most  of  them  past 
the  “acne  age.”  The  relation  of  the  iodine  intake 
to  exacerbations  of  the  acne  was  unmistakable. 


GASTRO-ENTEROLOGY  AND 
PROCTOLOGY 

By  Edward  Gay  Campbell,  M.D. 

1109  First  Natl.  Bank  Bldg.,  Memphis 


Gastro-enterology  and  Proctology.  Sizes  of  Re- 
sected Gastric  Ulcers  and  Gastric  Carcinomas. 
Walter  C.  Alvarez  and  William  Carpenter  Mac- 
Carty,  Rochester,  Minn.  J.A.M.A.,  July  28, 
1928. 

Gastric  ulcers  larger  than  a quarter  (2.4  cm.  in 
diameter)  or  carcinomas  smaller  than  that  are 
so  rarely  encountered  that  the  physician  with  an 
average  practice  may  go  several  years  without 
seeing  one. 

Percentage  distribution  curves  based  on  areas 
of  638  gastric  ulcers  and  682  gastric  carcinomas 
(all  resected)  show  that  four  out  of  five  benign 
ulcers  are  smaller  than  a dime  (1.8  cm.  in  diam- 
eter) , and  ninety-two  out  of  a hundred  are 
smaller  than  a quarter.  It  is  doubtful  whether 


benign  ulcers  (excluding  the  gastrojujenal,  the 
recurrent,  and  the  syphilitic)  ever  grow  much 
larger  than  a silver  dollar  (3.7  cm.  in  diameter). 
Twenty-three  per  cent  of  the  carcinomas  resected 
at  the  Mayo  clinic  are  within  the  range  of  size 
of  benign  ulcers.  On  the  bases  of  size  alone 
there  is  one  chance  in  ten  that  an  ulcer  smaller 
than  a quarter  is  already  cancerous;  if  it  is 
larger  than  a quarter,  but  smaller  than  a silver 
dollar,  the  chances  are  perhaps  two  to  one  that 
it  is  a cancer;  if  it  is  larger  than  a dollar,  it  is 
almost  certainly  a cancer. 

Of  the  eight  persons  seen  in  the  last  eight  years 
with  histologically  “benign”  ulcers,  over  3.5  cm. 
in  diameter,  five  died  under  circumstances  that 
suggest  the  presence  of  recurrent  carinoma.  Of 
the  sixty-eight  persons  who  in  the  eight  years 
had  gastric  lesions  under  3 cm.  in  diameter,  his- 
tologically malignant,  and  who  were  watched  for 
at  least  two  years  after  resection  of  much  of  the 
stomach,  more  than  half  have  died,  many  defi- 
nitely or  apparently  of  cancer.  These  observa- 
tions, together  with  others  discussed,  show  that 
at  the  Mayo  clinic  the  fear  of  temporizing  with 
gastric  lesions  can  hardly  be  based  on  wrong 
diagnoses;  errors  naturally  occur,  but  they  are 
not  all  in  one  direction  and  there  can  hardly  be 
enough  of  them  to  alter  the  conclusions  reached 
in  this  paper. 


Alkalosis  in  Patients  with  Peptic  Ulcer.  Wesley 
E.  Gatewood,  Oliver  H.  Gaebler,  Edward  Munt- 
wyler,  and  Victor  C.  Myers,  Cleveland. 
Archives  of  Internal  Medicine,  July,  1928. 

A series  of  forty-six  patients  with  gastric  or 
duodenal  ulcer  was  studied  with  particular  refer- 
ence to  the  acid-base  balance.  A definite  correla- 
tion between  the  alkalemia  in  these  cases  and  a 
group  of  clinical  symptoms  that  are  chiefly  nerv- 
ous in  character  has  been  observed.  About  two- 
thirds  of  these  patients  at  some  time  showed  a 
high  carbon  dioxide  content  or  pH  or  both,  and 
twenty-one  showed  an  uncompensated  alkalosis, 
if  electrometric  pH  values  of  7.48  or  above  may 
be  taken  as  a reliable  guide.  Pyloric  obstruc- 
tion is  obviously  an  important  factor  in  the  pro- 
duction of  alkalosis.  The  surgical  relief  of  the 
pyloric  obstruction  restores  the  acid-base  balance 
and  the  chloride  deficit  in  these  cases. 

When  used  in  such  amounts  as  are  commonly 
employed  in  the  treatment  of  peptic  ulcer  by 
the  Sippy  method,  the  alkalis  almost  always  pro- 
duce characteristic  changes  in  the  blood  chemis- 
try, even  though  the  symptoms  of  alkalosis  may 
not  occur.  When  calcium  carbonate  and  magne- 
sium oxide  are  employed  without  the  use  of  soda 
in  this  management,  alkalemia  is  decidedly  less 
severe  and  the  clinical  symptoms  of  alkalosis  are 
unlikely  to  appear,  especially  if  the  complication 
of  obstruction  or  vomiting  does  not  occur.  The 
changes  produced  by  the  alkalis  are  most  marked 
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at  the  end  of  the  day,  and  during  the  night  the 
condition  tends  to  return  to  normal. 

In  this  limited  series  of  cases,  there  was  no 
definite  evidence  that  the  alkalemia  in  the  de- 
gree observed  was  productive  of  any  real  damage. 

With  the  rise  in  the  blood  bicarbonate,  there 
is  a corresponding  fall  in  the  plasma  chlorides. 
The  rise  in  the  bicarbonate  appears  to  be  ac- 
companied in  many  cases  by  a slight  rise  in  the 
serum  sodium. 

The  clinical  symptoms  of  alkalosis  are  again 
briefly  described.  Many  of  the  symptoms  which 
have  previously  considered  as  functional  are  due 
to  a disturbance  in  the  nervous  system  secondary 
to  the  alkalemia. 

The  importance  of  administering  water  and 
sodium  chloride  to  patients  suffering  from  al- 
kalosis, and  especially  as  a preoperative  and  post- 
operative measure,  seems  obvious,  but  is  em- 
phasized. When  patients  who  have  been  receiv- 
ing alkalis  as  part  of  the  treatment  for  ulcer 
consent  to  operation,  the  alkalis  should  be  omitted 
for  at  least  several  days  before  the  operation. 
During  this  interval,  the  usual  methods  of  forc- 
ing water  and  salt  should  be  employed. 

A miscellaneous  group  of  nineteen  cases  has 
been  discussed  in  connection  with  the  alkalosis 
occurring  in  the  treatment  of  persons  with  peptic 
ulcer  because  some  of  these  conditions  have  simi- 
lar features  producing  changes  in  the  blood  chem- 
istry. The  number  of  cases  in  any  particular 
group  was  insufficient  to  warrant  any  general  con- 
clusions concerning  the  blood  chemistry  of  such 
a group  as  a whole. 


INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

Medical  Building,  Knoxville 


Diabetes — Study  of  Two  Thousand  Cases.  Henry 

J.  John,  M.D.,  Arch,  of  Int.  Med.  Vol.  42,  No. 

2. 

A series  of  2,000  cases  of  diabetes  is  reported 
in  this  paper.  The  incidence  of  diabetes  among 
all  diseases  seen  at  the  Cleveland  Clinic  during 
the  period  covered  by  this  report  has  been  2.28 
per  cent.  * 

In  this  series,  46.75  per  cent  of  the  cases  were 
in  males,  and  53.25  per  cent  in  females.  The 
relative  age  incidence  from  the  highest  to  the 
lowest,  according  to  age  decades,  was  as  follows: 
sixth,  seventh,  fifth,  fourth,  third,  second  and 
first. 

In  this  series  there  was  an  hereditary  history 
of  diabetes  in  5.3  per  cent  and  a familial  history 
in  4.5  per  cent.  The  highest  blood  sugar  level 
on  admission  was  908  mg.  per  hundred  cubic 
centimeters. 

Glycosuria  was  found  in  many  diabetic  per- 
sons with  normal  blood  sugar  (in  159  patients 
with  blood  sugar  below  180  and  in  twenty-six 


with  blood  sugar  120  or  below).  On  the  other 
hand,  glycosuria  was  not  found  in  many  patients 
in  the  presence  of  high  blood  sugar,  the  highest 
blood  sugar  level  without  glycosuria  being  390 
mg.  per  hundred  cubic  centimeters. 

The  general  belief  among  the  laity  that  in- 
sulin once  used  must  always  be  continued  is  shown 
to  be  fallacious. 

The  blood  sugar  response  to  insulin  varies 
tremendously.  It  also  varies  widely  from  day  to 
day  in  the  same  case. 

Insulin  reactions  are  not  wholly  due  to  hypo- 
glycemia, but  are  found  fairly  frequently  in  the 
presence  of  hyperglycemia,  as  noted  in  one  case 
in  which  the  blood  sugar  at  the  time  of  the  in- 
sulin reaction  was  467  mg.  per  hundred  cubic 
centimeters.  Many  normal  persons  have  a blood 
sugar  content  as  low  as  from  30  to  40  mg.  per 
hundred  cubic  centimeters. 

The  total  number  of  patients  with  diabetic 
coma  in  this  series  was  eighty-five,  or  4.25  per 
cent.  Of  the  fifty-nine  patients  with  coma, 
treated,  forty-eight  lived  (81.35  per  cent)  and 
eleven  died  (18.65  per  cent).  In  these  cases  the 
blood  sugar  on  admission  ranged  from  200  to 
1,664  mg.  per  hundred  cubic  centimeters;  the 
plasma  carbon  dioxide  ranged  from  9.9  to  44.3, 
the  highest  figures  appearing  in  patients  who  had 
received  insulin  before  they  were  admitted.  The 
total  mortality  in  this  series  was  131,  or  6.55  per 
cent.  The  total  number  of  operations  in  this 
series  was  221.  Total  mortality  among  the  sur- 
gical cases  was  12.66  per  cent;  the  corrected  mor- 
tality (after  eliminating  other  causes  of  death) 
was  6.4  per  cent.  The  incidence  of  syphilis  in 
this  series  was  2.7  per  cent. 


Chemical  Tests  of  the  Blood.  Reed  Rockwood, 

in  Jour.  A.M.A.,  Vol.  91,  No.  3. 

The  development  of  laboratory  methods  has 
been  of  value  in  diagnosis  and  prognosis,  but 
the  indications  and  limitations  are  not  known  to 
the  average  physician,  resulting  in  needless  work 
and  expense  to  the  patient. 

The  physician  should  know  these  indications 
in  the  various  diseases,  and  when  he  knows  them 
a less  number  of  tests  will  be  required.  The 
author  states  that  the  “average  physician  in  gen- 
eral practice  will  not  see  more  than  ten  or  a 
dozen  cases  a year  in  which  a chemical  analysis 
of  the  blood  will  be  of  any  value  to  him  in  diag- 
nosis or  treatment.” 

The  author  also  discourages  the  physician  do- 
ing his  chemical  analysis,  especially  by  use  of 
short  cuts  or  micro-methods. 

Some  of  the  more  common  mistakes  is  order- 
ing “routine  blood  chemistry.”  The  phrase  should 
never  be  used  for  various  reasons;  first,  because 
there  is  no  common  agreement  of  what  this  in- 
cludes; second,  because  it  is  an  admission  fre- 
quently that  the  physician  does  not  know  what 
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he  wants.  A third  reason  against  a routine  ex- 
amination is  the  cost  to  the  hospital  in  charity 
cases  and  to  the  individual  in  private  work.  This, 
of  course,  does  not  apply  where  research  work 
is  being  done. 

As  an  aid  certain  aphorisms  may  be  remem- 
bered. 

1.  Never  ask  for  both  non-protein  and  urea 
nitrogen  in  same  patient. 

2.  Except  in  emergency,  never  ask  for  non- 
protein nitrogen  determination  when  the  excre- 
tion of  phenol-sulphophthalein  is  normal.  The 
P.  S.  P.  test  is  more  sensitive,  yet  it  is  less 
sensitive  than  the  various  dilution  and  con- 
centration tests. 

3.  Never  ask  for  creatinine  value  of  the 
blood  unless  the  non-protein  nitrogen  is  above 
60  mg. 

Creatinine  is  more  easily  excreted  than  any 
other  substance,  hence  its  elevation  is  of  much 
significance.  It  is  never  elevated  unless  the 
protein  nitrogen  is  elevated.  Creatinine  is 
then  of  definite  prognostic  value,  if  other  things 
are  taken  into  consideration,  especially  the 
chronicity  of  the  disease.  Where  anemia  is 
present  and  creatinine  is  high,  the  supposition 
is  that  the  condition  is  chronic  and  the  prog- 
nosis is  poor. 

4.  Order  uric  acid  determinations  only  in 
gout  or  suspected  gout. 

5.  Order  blood  sugar  in  diabetes  or  suspected 
diabetes  and  in  cases  of  hypoglycemia. 

All  cases  showing  glycosuria  should  have 
blood  sugar  determinations.  Patients  with 
obesity,  arterio-sclerosis  and  gall  bladder  di- 
sease, should  be  carefully  studied  before  any 
operative  procedure  and  a sugar  determina- 
tion made,  even  in  absence  of  glycosuria.  A 
small  percentage  of  furunculosis  will  turn  out 
to  be  of  diabetic  origin.  Vulvitis  cases  in  fat 
women  may  be  of  diabetic  origin.  Retinitis, 
ulcers  on  feet  and  gangrene  should  lead  the 
physician  to  suspect  diabetes. 

The  carbon  dioxide  combining  power  of  the 
plasma  should  be  estimated  in  diabetics  with 
diacetic  acid  in  urine,  in  uremic  patients  with 
nitrogen  retention  and  dyspnoea — those  show- 
ing “toxic  symptoms  and  receiving  large  doses 
of  alkali,  conditions  associated  with  disturbed 
motility  of  the  gastro-intestinal  tract  and  in 
tetany  of  all  types.” 

Unless  diacetic  acid  is  present  in  urine  in 
cases  of  diabetes  it  is  useless  to  order  CO2 
combining  power  of  plasma. 

Acetone  in  the  urine  is  no  indication  except  in 
cases  of  diabetes  complicated  by  nephritis. 

In  alkalosis  one  finds  an  elevated  CO2  combin- 
ing, and  the  height  is  sometimes  wanted  in  cases 
receiving  overdosage  of  alkalis,  in  conditions  of 
disturbed  intestinal  motility  and  in  tetany. 


Achloride,  non-protein  nitrogen  and  carbon  di- 
oxide combining  power  determination  should  be 
had  in  all  cases  of  G.  I.  motility  with  toxemia. 

Rockwood  and  Anderson  list  the  following  in- 
dications : 

1.  All  cases  of  partial  or  complete  obstruc- 
tion. 

2.  All  cases  of  general  peritonitis  with 
toxemia. 

3.  All  cases  of  protracted  vomiting. 

4.  All  cases  of  bums  with  much  toxemia. 

5.  All  cases  of  abdominal  distension. 

6.  Any  abdominal  lesion  showing  clinically 
the  type  of  toxemia  described. 

Request  serum  bilirubin  or  icterus  index  in 
cases  of  jaundice  with  no  attention  to  border 
line  cases.  Calcium  content  of  blood  is  desirable 
in  only  cases  of  tetany  of  unknown  origin,  while 
in  infantile  tetany  and  in  rickets  the  inorganic 
phosphorus  tests  are  desirable. 


NEUROLOGY  AND  PSYCHIATRY 

By  H.  J.  Hayes.  M.D. 

899  Madison  Ave.,  Memphis 


The  Sedimentation  Test.  Its  Use  As  a Routine 
Procedure  in  Psychiatric  Institutions.  Jacob 

Goldwyn,  M.D.,  Senior  Assistant  Physician, 
Worcester  State  Hospital,  Worcester,  Mass., 
American  Journal  Psychiatry,  July,  1928. 
Goldwyn  summarizes  as  follows:  The  ery- 
throcyte sedimentation  test  may  be  likened  to 
the  leukocyte  count.  The  white  count  varies 
under  normal  conditions;  it  is  increased  in  many 
diseases,  yet  not  all  pathological  processes  are 
accompanied  by  a leukocytosis.  So  it  is  with  a 
sedimentation  reaction;  it  varies  within  normal 
limits;  it  is  increased  in  many  disease  processes; 
however,  there  are  many  diseases  in  which  the 
readings  remain  unchanged.  As  with  the  leuko- 
cytes, an  increased  sedimentation  reaction,  unless 
due  to  error  of  techinque,  always  indicates  path- 
ology. On  the  other  hand,  a normal  reaction 
does  not  exclude  diseases.  Like  the  white  count, 
the  sedimentation  test  does  not  localize  nor  name 
the  pathology  present,  neither  does  it  act  as  a 
substitute  for  physical  examination.  On  the  con- 
trary, by  the  very  nature  of  the  test,  it  stimu- 
lates further  physical  and  laboratory  investiga- 
tions. 

Because  the  sedimentation  reaction  is  helpful 
in  determining  the  diagnosis,  the  differential  diag- 
nosis, and  the  progress  of  many  mental  and  physi- 
cal diseases;  and  because  it  is  an  efficacious  and 
reliable  detector  of  many  pathological  conditions, 
especially  in  dealing  with  the  insane,  it  is  of  suf- 
ficient practical  and  clinical  value  to  warrant  its 
use  as  a routine  procedure  in  psychiatric  insti- 
tutions. 
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Experimental  Aseptic  Meningitis;  Therapeutic 
and  Clinical  Studies.  P.  £.  Kubitschek,  M.D., 
Philadelphia,  and  F.  A.  Carmichael,  M.D.,  Osa- 
watomie,  Kansas.  American  Journal  of  Psy- 
chiatry, July,  1928. 

Kubitschek  and  Carmichael  summarize  as  fol- 
lows: The  reaction  produced  by  the  develop- 

ment of  asceptic  meningitis  is  severe  and  pain- 
ful, but  the  effect  of  this  treatment,  judiciously 
administered,  is  beneficial  to  the  physical  state 
of  the  patients.  As  experience  is  gained,  serious 
reactions  can  be  avoided  and  complications,  if 
they  do  develop,  can  be  readily  relieved.  Cis- 
ternal, and  less  frequently,  lumbar  puncture  was 
done  on  numerous  occasions  when  the  intracranial 
pressure  was  as  high  as  40  mm.  Hg.  and  reduc- 
tion of  pressure  to  normal,  by  slow  drainage,  was 
in  every  case  accomplished  without  any  ill  results. 

The  intraspinal  injection  of  inactivated  horse 
serum,  as  here  outlined,  produces  a strong  stimu- 
lation to  the  body  defensive  mechanism  and  an 
intense  reaction  localized  to  the  cerebro-spinal 
structures.  From  a physiological  consideration 
the  development  of  such  a reaction  should  offer 
a valuable  method  of  combating  toxemia  or  low- 
grade  infections  affecting  the  central  nervous  sys- 
tem. No  post-mortem  study  was  obtained,  but 
from  clinical  observation  no  neurological  injury 
resulted  from  this  treatment 

It  was  noted  on  all  of  the  cases  in  which  fa- 
vorable results  were  obtained  that  improvement 
was  shown  during  the  course  of  the  first  four  in- 
jections, while  the  cases  which  failed  to  improve 
during  that  period  were  not  influenced  by  con- 
tinuation of  treatment,  even  when  as  many  as 
eight  injections  were  given.  Inasmuch  as  the  pro- 
duction of  seven  or  eight  reactions  is  inadvisable, 
because  of  detrimental  effect  on  the  physical  state 
of  the  patients,  this  observation  may  be  of  value 
in  determining  the  advisability  of  continuation  of 
treatment.  The  poor  results  obtained  in  the 
chronic,  deteriorated  group  of  dementia  praecox 
patients  shows  clearly  that  this  method  of  treat- 
ment is  of  little  practical  value  for  such  cases. 
The  results  obtained  in  the  less  chronic  group  of 
dementia  praecox,  and  especially  in  those  psy- 
choses of  toxic  and  infectious  nature  were  far 
more  satisfactory  and  in  selected  cases,  this  treat- 
ment is  apparently  of  definite  therapeutic  value. 

What  is  the  mechanism  with  which  we  are 
dealing?  Carroll’s  work  was  based  on  the  theory 
that  dementia  praecox  might  be  due  to  a food 
chemico-deprivation  resulting  from  alteration  of 
choroid  permeability.  No  definite  theory  was  ad- 
vanced by  Carroll,  Barr,  Barry  and  Matzke,  but 
they  concluded  “that  a fundamental  principle  not 
yet  fully  determined  is  involved.”  Barr,  in  his 
last  report,  considers  that  the  effects  produced 
are  not  the  result  of  any  specific  virtue  residing  in 
the  horse  serum  but  may  be  due  to  an  increased 


circulation  to  the  nervous  system,  aided  perhaps, 
by  the  throwing  out  of  white  cells.  Our  opinion 
is  somewhat  different.  It  seemed  that  the  sever- 
ity of  the  reaction,  the  threat  of  death,  made  a 
strong  appeal  to  the  individual’s  instinct  of  self- 
preservation,  produced  a re-synthesis,  to  some  de- 
gree, of  the  dissociated  personality  which  resulted 
in  the  re-establishment  of  contact  with  reality.  In 
dementia  praecox,  especially  the  chronic  types, 
this  remained  as  a fear  reaction  which  gradually 
diminished  as  subsequent  reactions  were  survived 
and  disappeared  in  time  after  the  treatments  were 
stopped.  In  the  toxic  and  infectious  types  the  fear 
reaction  was  slight  or  entirely  absent,  the  men- 
tal clarity  progressively  improved,  and  it  seems 
permissable  to  assume  that  the  stimulation  to  the 
bodily  resistance  was  responsible,  to  some  degree 
at  least,  for  a toxic  elimination. 

1.  Intraspinal  injection  of  horse  serum  pro- 
duces a strong  stimulation  of  the  body  defensive 
mechanism,  the  intensity  of  the  reaction  in  local- 
ized to  the  cerebro-spinal  system. 

2.  Development  of  aseptic  meningitis  produces 
temporary  improvement  in  a large  percentage  of 
both  chronic  and, early  cases  of  dementia  praecox 
and  other  psychosis. 

3.  The  incidence  and  degree  of  permanent  im- 
provement is  much  greater  in  dementia  praecox 
of  early  stages  than  in  the  chronic,  deteriorated 
types. 

4.  Aseptic  meningitis  as  a therapeutic  measure 
is  of  little  value  in  the  treatment  of  chronic  de- 
mentia praecox. 

5.  It  seemed  to  be  a definite  value  in  certain 
cases  of  early  dementia  praecox  and  phychosis  of 
toxic  and  infectious  nature. 


OTOLOGY,  LARYNGOLOGY, 
RHINOLOGY 

By  W.  G.  Kennon,  M.D. 

Doctors  Building,  Nashville 


Angina  Ludovici  and  Kindred  Affections.  An 
Historical  and  Clinical  Study.  H.  S.  Muckles- 
ton,  A.M.,  M.D.,  Los  Angeles,  Cal.  Annals  of 
Otology,  Rhinology  and  Laryngology,  June, 
1928. 

Acute  septic  diseases  of  the  throat  have  from 
earliest  times  received  the  attention  of  medical 
teachers  and  writers.  The  outstanding  symptom 
is  suffocation,  or  threatened  suffocation;  hence 
the  names  applied  to  this  class  of  disease  by  Greek 
and  Latin  writers,  cynanche  and  angina  respective- 
ly. Our  term,  quinsy,  being  derived  from  the 
Greek.  Hippocrates  makes  many  references  to 
cynanche.  Aretaeus,  a distinguished  contempo- 
rary of  Galen  makes  a distinction  between  cynan- 
che and  synanche  From  his  description  the  latter 
was  undoubtedly  epidemic  diphtheria.  Galen  de- 
scribes a rare  species  of  cynanche  in  which  the 
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tongue  is  so  swelled  the  mouth  cannot  contain  it. 

William  Cullen,  prominent  Scotch  clinician  of 
the  18th  century,  taught  that  cynanche  was  a 
genus  with  five  species,  the  tonsillaris,  the  maligna, 
the  trachealis,  the  pharyngea  and  the  parotidea. 
Dr.  James  Stratton,  president  of  the  New  Jersey 
Medical  Society  in  1789  delivered  an  address  on 
this  subject,  embodying  in  it  the  teaching  of 
Cullen. 

Ten  years  after  Stratton’s  address  the  perils  of 
cynanche  were  brought  forcibly  to  the  attention 
of  the  country  by  the  illness  and  death  of  George 
Washington. 

Craik  and  Dick  give  a short  account  of  the 
death  of  General  Washington  which  resulted  from 
an  attack  of  cynanche  trachealis.  The  disease 
commenced  with  a violent  ague  accompanied  with 
some  pain  in  the  upper  and  fore  part  of  the  throat, 
a sense  of  stricture  in  the  same  part,  a cough  and 
a difficult,  rather  than  a painful  deglutition,  which 
was  soon  succeeded  by  fever  and  a quick  and 
laborious  respiration.  He  was  bled,  some  twelve 
or  fourteen  ounces  of  blood  being  taken.  Con- 
sultants were  called  in,  and  frequent  bleedings 
followed  until  he  had  lost  some  ninety  ounces  of 
blood.  Vapors  of  vinegar  and  water  were  in- 
haled, ten  grains  of  calomel  were  given,  succeeded 
by  repeated  doses  of  emetic  tartar.  Blisters  were 
applied  to  the  extremeties,  and  a cataplasm  of 
bran  and  vinegar  to  the  throat.  Speaking  became 
painful  and  finally  impossible;  and  without  a 
struggle  he  died  in  twenty-four  hours  after  being 
attacked. 

In  1836  and  1837  there  appeared  a series  of 
articles  by  physicians  of  Wuertemberg,  the  leader 
of  this  group  and  author  of  the  first  article  was 
Wilhelm  Friedrich  von  Ludwig  of  Stuttgart. 
These  articles  described  a brawny  infection  of  the 
cellular  tissues  of  the  neck.  In  the  past  fifty 
years  there  have  been  many  contributions  to  the 
subject.  T.  Turner  Thomas  published  in  1908  a 
most  comprehensive  study  of  the  subject.  His 
great  contribution  to  our  knowledge  of  the  mat- 
ter is  his  depiction  of  the  anatomic  relationships 
of  the  mouth  and  upper  cervical  regions.  Pre- 
vious health  has  no  constant  bearing  on  the  con- 
dition. Trauma  of  the  interior  of  the  mouth  was 
judged  to  be  a direct  cause  in  several  reported 
cases.  Local  mouth  infections  come  in  for  a 
large  share  of  the  blame.  Dental  caries  of  the 
molar  and  pre  molar  teeth  is  the  commonest  of 
all  pathologic  conditions  mentioned.  Tonsillitis 
and  peri-tonsillitis  come  next  in  frequency.  The 
bacteriology  of  the  disease  does  not  follow  the  line 
of  a single  infection.  Streptococci  are  invariably 
found,  but  with  them  are  associated  staphylocci, 
bacillus  coli,  and  in  some  cases  a gas  producing 
organism. 

Beginning  as  a lymph  borne  infection  from 
whatever  source,  the  disease  implants  itself  on 
the  cluster  of  lymph  glands  lying  about  the  sub- 


maxillary salivary  gland.  Frankenthal  views  these 
ten  or  twelve  glands  as  receiving  the  lymph  flow 
from  the  lower  part  of  the  face,  the  gums  of  the 
lower  jaw  and  the  entire  floor  of  the  mouth.  A 
streptococci  lymphadenitis  and  peri-lymphadenitis 
leads  quickly  to  invasion  of  the  cellular  tissue 
about  the  submaxillary  salivary  gland  and  at 
this  stage  Ludwig’s  clinical  course  begins.  As 
noted  by  Ludwig,  the  onset  is  not  always  in  the 
submaxillary  region.  It  may  be  the  sublingual  or 
Parotid  gland  region  which  is  first  affected.  The 
anatomic  relations  of  the  submaxillary  gland  lead 
to  a spreading  cellulitis.  The  floor  of  the  mouth 
becomes  involved,  one-third  of  the  gland  being 
intra-buccal,  and  the  tissues  of  the  neck  take 
part  in  the  extension  from  the  superficial  two- 
thirds  which  lies  close  under  the  mandible.  With- 
in the  mouth  and  pharynx  the  cellulitis  spreads  to 
the  valleculae,  the  faucial  pillars  and  the  lateral 
pharyngeal  walls.  The  hard  infiltration  of  the 
sublingual  tissues  displaces  the  tongue  upward 
and  backward.  There  may  be  a true  glossitis. 
There  is  actual  and  very  considerable  increase 
in  the  cubic  contents  of  the  mouth  as  a result  of 
the  characteristic  board-like  infiltration.  The 
tongue  adapts  itself  to  the  paths  of  least  resist- 
ance; its  upward  displacement  is  limited  by  the 
hard  palate,  so  it  is  forced  to  project  forward  be- 
tween the  teeth  and  backward  into  the  vital  air- 
way of  the  pharynx,  carrying  with  it  the  epiglotis 
and  the  entire  introitis  of  the  larynx.  From  this 
initial  stage  the  progress  of  infection  may  be 
toward  spontaneous  resolution,  as  reported  by 
Thomas  in  eight  of  the  hundred  and  six  cases 
tabulated.  Progress  is,  however,  usually  in  the 
other  direction.  Board-like  induration  with,  or 
without  pus  formation,  is  the  prominent  feature. 
Abscess  formation  occurs  in  the  majority  of  cases. 
It  is  to  be  looked  for  in  the  tissues  surrounding 
the  submaxillary  gland,  or  about  the  parotid  or 
sublingual  gland  in  cases  where  these  areas  are 
the  sites  of  the  main  reaction.  The  tendency  of 
the  infection  is  to  show  itself  on  both  sides  of  the 
throat,  not  simultaneously,  not  always  symmetri- 
cally and  not  in  equal  degree  of  severity.  The  in- 
fection can  burrow  its  way  through  to  the  op- 
posite side  in  the  tissues  between  the  hyoid  and 
larynx.  It  can  also  go  by  way  of  the  floor  of  the 
mouth  along  the  sublingual  sulci  and  out  through 
the  opening  in  the  floor  of  the  floor  of  the  mouth 
on  the  opposite  side.  More  frequently,  however, 
the  route  is  along  the  external  connective  tissue 
under  the  symphysis  menti.  Below  the  chin  the 
fascial  planes  convey  the  infection  to  the  sheath 
of  the  great  vessels.  Lesions  of  the  hypopharynx 
and  upper  oesophagus  lead  to  a peri-oesophagitis. 
Abscess  or  induration  along  the  trachea  and 
thyroid  gland  will  result. 

Should  the  extension  be  downward,  as  will  be 
the  case  sooner  or  later,  the  way  to  the  medias- 
tinum is  open.  Pulmonary  complications  are  com- 
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mon.  The  lymph  glandular  system  plays  a rela- 
tively inconspicuous  part,  the  lymph  vessels  con- 
veying the  infection  to  the  cellular  tissue. 

The  patient  may  have  a history  of  infection  in 
the  mouth  or  its  neighborhood,  such  as  a carious 
tooth  or  a tonsillitis.  He  complains  of  pain  in 
the  floor  of  the  mouth,  stiffness  in  movement  of 
the  tongue,  pain  on  efforts  to  clear  the  throat,  and 
salivation.  Fever  is  not  always  present  A point 
of  tenderness  can  usually  be  found  below  the  jaw, 
typically  midway  between  the  angle  and  the  sym- 
physis. Early,  board-like  swelling,  which  does  not 
pit  on  pressure,  appears  in  the  submaxillary  tis- 
sues. As  the  swelling  in  the  floor  of  the  mouth 
increases,  the  tongue  is  displaced  upward  and 
backward,  sometimes  later  in  a forward  direc- 
tion causing  it  to  protrude  between  the  teeth. 
Swallowing  or  coughing  causes  severe  pain. 
Breathing  is  interfered  with  by  displacement  of 
the  tongue  and  narrowing  of  the  pharyngeal  space. 
The  constitutional  symptoms  are  those  of  severe 
toxemia.  The  formation  of  a localizing  abscess 
is  to  be  welcomed  as  its  evacuation  may  give  re- 
lief from  dyspnoea.  There  are  often  periods  of 
delirium  in  the  more  toxic  patients.  A distress- 
ing feature  of  the  condition  is  the  utter  inability 
to  rest.  The  ropy  saliva,  the  pain  on  every  move- 
ment of  the  head  and  neck,  the  ineffectual  efforts 
to  clear  the  throat,  all  contribute  to  his  distress 
rendering  rest  impossible  unless  induced  by 
opiates.  In  many  cases  there  is  a gradual  over- 
whelming of  the  patient’s  resistance.  Death  re- 
sulting from  respiratory  obstruction,  toxemia 
either  from  the  local  infection  or  an  added  strep- 
tococcic pneumonia,  and  in  some  cases  undoubt- 
edly from  mediastinitis. 

One  should  remember  the  potential  menace  of 
carious  molar  teeth  and  be  guarded  in  approv- 
ing their  retention  in  a patient’s  mouth.  Once 
the  disease  has  reached  its  florid  stage  the  treat- 
ment is  supporting  and  surgical.  Water  must  be 
given  by  bowel,  vein  or  subcutaneously.  There 
have  been  in  recent  years  many  advocates  of  in- 
travenous therapy. 

The  heart  should  be  stimulated  as  indicated. 
Oxygen  should  be  held  in  readiness.  Hot  fomenta- 
tions should  be  used  from  the  beginning  both  in 
the  mild  cases  and  in  the  severe  cases  following 
surgical  intervention.  Except  in  the  rare  mild 
case,  early  and  radical  surgery  offers  the  only 
hope  of  a cure.  The  deep  fascia  of  the  neck  must 
be  penetrated  in  order  to  open  an  abscess  or  to 
relieve  tension.  Incision  should  be  made  below, 
and  parallel  to  the  body  of  the  mandible  through 
the  deep  fascia  to  the  depth  of  the  submaxillary 
gland.  Once  the  deep  fascia  is  reached  the  deeper 
dissection  should  be  with  blunt  instruments.  The 
swelling  below  the  tongue  and  the  tautness  of 
the  mylohyoid  diaphragm  call  for  a median  in- 
cision above  the  hyoid  bone.  Fluctuation  of  the 
side  wall  of  the  pharynx  is  evidence  of  pus.  The 


writer  opened  one  through  the  mouth  with  tem- 
porary benefit,  but  later  a recurrence  of  the 
dyspnoea  and  a fatal  termination.  His  present 
belief  is  that  in  such  cases  the  better  approach 
would  be  by  the  external  route.  He  quotes  Glo- 
gan  who  has  put  into  effect  in  this  country  the 
procedure  of  the  Vienna  school  in  combatting 
descending  abscesses  of  the  neck.  In  his  prophy- 
lactic mediastinotomy,  Marschick  blocks  the  ap- 
proach of  infection  to  the  mediastinum  by  iodo- 
form gauze  tampons  against  the  sheath  of  the 
great  vessels  at  the  lower  border  of  the  thyroid 
gland.  He  lifts  the  thyroid  and  exposes  the 
esophagus  and  vertebral  column  and  by  tampons 
interposes  a barrier  in  the  pathway  to  the  pos- 
terior mediastinum. 

He  next  drains  the  peripharyngeal  or  perieso- 
phageal abscess  by  blunt  dissection,  if  possible, 
but  uses  the  knife  if  necessary.  Tracheotomy 
should  be  done  before  the  patient’s  reserve  is  all 
but  exhausted.  The  tube  should  be  in  readiness 
and  the  operation  performed  where  there  is  per- 
sistent and  increasing  dyspnoea.  Infiltration 
anaesthesia  is  to  be  used  where  possible.  Glogan, 
however,  in  his  more  extended  operative  dissec- 
tion uses  light  ether  anaesthesia. 

In  Thomas’  compilation  of  106  cases  there  was 
a fatal  termination  in  43,  a little  over  40%. 
Yerger  collected  from  the  records  of  the  Cook 
County  Hospital  23  cases  with  a mortality  of  43%. 
Reports  of  two  cases  of  this  type  occurring  in  the 
writer’s  practice  are  reported  in  detail. 


PEDIATRICS 

By  John  M.  Lee,  M.D. 

Doctors  Building,  Nashville 

Symptomatology  of  Vitamin  B Deficiency  in  In- 
fants. B.  Raymond  Hoobler,  M.D.,  Jour.  A.  M. 
A.  91;  307,  Aug.  4,  1928. 

Hoobler  studied  infantile  beriberi  in  babies  in 
the  Philippine  Islands.  The  disease  developed  in 
breast  fed  babies  whose  mothers  were  on  diets 
in  which  the  antineuritic  water  soluble  vitamin  B 
was  absent.  He  noted  in  these  babies  certain 
symptoms  that  he  had  frequently  observed  in  ba- 
bies in  the  United  States  suffering  from  nutri- 
tional disturbances.  While  beriberi  is  not  seen  in 
America,  nevertheless  it  is  true  that  many  nurs- 
ing mothers  partake  of  diets  that  contain  little 
of  water  soluble  vitamin  B,  and  furthermore  the 
bottle  fed  baby  on  a diet  of  cow’s  milk,  sugar  and 
cereal  secures  from  this  food  only  a small  amount 
of  vitamin  B.  Hoobler  studied  in  America  a 
group  of  infants  with  nutritional  disturbances  who 
were  not  frank  cases  of  beriberi,  but  they  showed 
some  of  the  symptoms  noted  in  beriberi.  They 
were  given  with  the  usual  diet,  concentrate  of 
brewer’s  yeast,  one-half  teaspoonful  daily.  Brew- 
er’s yeast  contains  a very  high  water  soluble  B 
content.  These  babies  were  promptly  relieved  of 
the  symptoms  and  the  author  believes  that  these 
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symptoms  were  due  to  a deficiency  of  vitamin  B 
in  the  diet.  According  to  this  study  the  author 
concludes  that  the  infant  whose  diet  contains  too 
little  of  vitamin  B is  pale,  undernourished,  fret- 
ful, whining,  spastic  and  consistently  refuses  to 
take  all  of  its  food. 


SURGERY  — GENERAL  AND 
ABDOMINAL 

By  John  L.  Dies,  M.D. 

1213  Exchange  Bnilding,  Memphis 


Morphological  Changes  in  Exophthalmic  Goiter 
Following  The  Use  of  Lugol’s  Solution.  C. 
Alexander  Hellwig — Surgery,  Gynecology  and 
Obstetrics.  Vol.  XLVII — No.  2 — pp.  173-179. 

Thirty  exophthalmic  goiters  removed  after 
Plummer’s  treatment  were  compared  with  thirty 
removed  without  previous  iodine  medication.  Most 
of  the  observations  described  by  Rienhoff  could 
not  be  confirmed.  After  Plummer’s  treatment, 
no  changes  in  the  vascularity  and  in  the  amount 
of  fibrous  tissue  were  found.  The  acini  were  not 
round,  smooth-walled  and  of  regular  size  and 
form.  Neither  was  the  epithelium  flat,  cuboidal  nor 


were  the  nuclei  small,  irregular,  and  pyknotic.  A 
formation  of  adenoma-like  tumefactions  and  col- 
loid cysts  visible  with  the  unaided  eye  did  not  ac- 
cur  in  our  material.  In  84  per  cent  of  our  glands 
removed  after  Plummer’s  treatment,  the  only  defi- 
nite difference  as  compared  to  untreated  cases  was 
found  in  the  appearance  of  the  colloid.  The  acini 
of  these  glands  had  more  and  higher  concentrated 
content  in  spite  of  the  fact  that  the  hyperplastic 
character  of  the  glands  was  not  altered. 

These  findings  corroborate  Albert  Kocher’s  ob- 
servation that  most  of  the  Basedow  glands  re- 
moved after  iodine  medication  show  distinctly 
more  stained  colloid  than  those  without. 

Therefore,  if  we  regard  the  liquefaction  of  the 
colloid  as  the  most  characteristic  feature  of  the 
exophthalmic  goiter,  we  doubt  that  the  change  in 
the  amount  and  quality  of  the  colloid  which  Plum- 
mer’s treatment  explains  the  clinical  improvement 
completely.  The  fact  that,  in  our  material,  four 
cases  improved  very  well  on  Lugol’s  solution  but 
did  not  show  thick  colloid  in  the  glands,  and  that 
one  case  did  not  improve  on  iodine  but  had  a 
gland  rich  in  concentrated  colloid  suggests  that 
this  problem  is  much  more  complicated  and  will 
not  be  solved  bv  the  anatomical  method  alone. 
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ACUTE  RESPIRATORY  INFECTIONS* 


A.  L.  Rule,  M.D.,  Knoxville 


IN  writing  on  a subject  of  this  character 
it  is  hard  to  know  where  to  begin  and 
just  what  to  say,  as  this  field  covers  one 
of  the  greatest  fields  that  the  clinician  has 
to  deal  with,  from  the  common  cold  to  the 
graver  diseases  of  the  respiratory  tract, 
such  as  pneumonia  and  acute  tuberculosis, 
hence  you  can  see  at  once  that  in  a paper 
limited  to  the  length  of  time  this  paper 
must  necessarily  be  limited,  we  can  only 
mention  a few  of  the  major  problems  per- 
taining to  these  diseases. 

I would  call  your  attention  first  to  what 
is  known  as  the  common  cold,  as  this  sur- 
passes in  frequency  any  other  disease  con- 
dition. Acute  colds  are  probably  invariably 
due  to  infection.  A too  dry  atmosphere, 
which  is  the  condition  in  so  many  houses 
today  may  so  irritate  or  congest  the  nostrils 
as  to  allow  the  least  irritant  to  cause  at  first 
a simple  inflammation  of  the  mucous  mem- 
brane, which  congested  area  may  later  pick 
up  and  harbor  or  cease  to  kill,  germs.  Out- 
door air  does  not  predispose  to  colds  as 
much  as  indoor  air,  and  persons  whose  oc- 
cupations are  indoors  are  more  liable  to 
have  colds  than  those  whose  occupation  is 
outdoors.  Chilling,  whether  indoors  or  out- 
doors, certainly  predisposes  to  colds.  Chill- 
ing of  the  surface  of  the  body  congests  the 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  12,  1928. 


inner  organs  and  probably  the  mucous 
membranes  of  the  air  passages.  If  the 
mucous  membrane  of  the  nose  is  congested, 
it  more  readily  becomes  inflamed. 

I call  attention  to  this  apparently  simple 
condition  merely  to  impress  upon  you  the 
great  importance  of  not  neglecting  to  prop- 
erly treat  these  acute  conditions,  as  the  eco- 
nomic loss  in  these  conditions  is  oftentimes 
immense.  It  is  a generally  accepted  fact 
that  the  laity  pay  little  attention  to  colds 
and  many  times  go  for  days  and  days  think- 
ing they  have  an  acute  cold  when  they  often 
have  a light  attack  of  influenza,  which  re- 
sults in  a definite  bronchial  infiltration.  We 
find  this  very  difficult  to  deal  with,  and  so 
it  is  my  opinion  if  a cold  lasts  over  three 
days,  the  patient  has  not  a simple  cold,  but 
has  a more  severe  type  of  infection,  which 
is  usually  influenza  of  a mild  type.  If  this 
is  allowed  to  run  on,  it  will  develop  into  a 
genuine  bronchial  infiltration  with  severe 
coughing  and  expectoration,  which  will  last 
often  over  a period  of  two  to  three  weeks. 

This  leads  me  to  discuss  in  brief  influ- 
enza, which  is  practically  endemic  in  my 
section  of  the  country,  making  its  appear- 
ance in  the  early  fall  and  reaching  its  cli- 
max in  the  early  spring  months.  It  is  not 
necessary  for  me  to  go  into  detail  as  to  the 
symptoms  of  this  disease  as  they  are  known 
to  every  close  observer  of  clinical  medicine, 
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but  I know  of  no  condition  that  demands 
more  serious  attention  than  that  of  influ- 
enza. It  is  a most  deceptive  disease  and 
apparently  when  the  patient  has  a very 
mild  attack,  some  of  the  most  serious  com- 
plications often  arise.  It  is  true  that  the 
laity  has  become  educated  that  early  to  bed 
in  these  conditions  is  essential.  It  is  my 
experience,  however,  that  they  do  not  heed 
this  advice  very  readily,  hoping  to  battle 
with  these  bronchial  infections  and  wear 
them  out  in  order  to  be  able  to  go  on  with 
their  various  duties.  When,  if  these  patients 
were  willing  to  remain  in  bed,  it  would  be 
only  a few  days  loss  of  time  and  a speedy 
return  to  health.  The  complications  that 
arise  from  these  conditions  and  especially 
of  the  more  severe  influenzal  attacks  are 
well  known.  Pneumonia  with  its  complica- 
tions, empyemia,  endocarditis,  and  eventu- 
ally many  times,  the  ushering  in  of  acute 
tuberculosis,  which  we  shall  speak  of  later 
on. 

I could  not  pass  without  speaking  of 
measles,  while  it  is  essentially  one  of  the 
eruptive  diseases,  it  surely  could  not  be  left 
out  of  a subject  of  this  kind,  because  we 
have  in  measles  and  its  complications  one 
of  the  most  marked  bronchial  infections 
there  are.  It  is  here  that  we  have  a definite 
infiltration  of  the  bronchial  tubes  and  a con- 
gestion of  all  mucous  membrane.  It  is  a 
well  accepted  fact  that  if  a patient  suffering 
with  measles  is  put  to  bed  early  and  proper 
hygienic  measures  observed,  it  will  save 
many  of  the  complications  that  arise  later. 

We  shall  not  discuss  acute  infectious 
bronchitis  other  than  to  mention  it  as  one 
of  the  acute  bronchial  diseases  that  we  have 
to  deal  with.  It  is  very  difficult  at  times  to 
determine  whether  we  are  dealing  with  an 
acute  bronchitis  or  with  the  early  appear- 
ance of  acute  tuberculosis.  It  is  here  that 
the  greatest  care  must  be  taken  in  observ- 
ing these  patients.  Frequently  immediately 
following  influenza  we  have  cases  who  do 
not  come  back  to  health  and  who  are  drag- 
ging their  lives  out  with  no  special  indica- 
tion of  trouble  in  the  chest,  but  if  an  X-ray 
is  taken  it  sometimes  shows  definite  signs 
of  an  early  beginning  tuberculosis,  mani- 


festing itself  in  an  evening  rise  of  tempera- 
ture from  99  to  100  degrees  and  sometimes 
even  higher,  with  a cough  usually  worse 
in  the  morning ; at  first  with  no  expectora- 
tion, but  later  a characteristic  expectora- 
tion, which  is  usually  negative  under  the 
microscope,  because  of  no  breaking  down  of 
the  lung  tissues. 

The  early  diagnosis  of  tuberculosis  is  the 
only  hope  for  recovery.  There  has  been 
much  progress  made  in  the  diagnosis  and 
treatment  of  this  disease  in  the  last  few 
years,  and  the  mortality  rate  has  been  de- 
creasing quite  materially,  but  the  fight  has 
just  begun  and  it  is  up  to  the  medical  pro- 
fession to  cooperate  with  every  other 
agency  at  our  command  to  fight  the  battle 
against  this  plague  which  has  devastated 
the  country  for  many  generations. 

That  tuberculosis  is  largely  a preventive 
disease  is  well  known  and  that  with  proper 
hygienic  surroundings  and  isolation  of  these 
patients  in  a sanatorium  is  the  ideal  pre- 
ventive measure.  Many  times  we  cannot 
save  the  individual  victim,  but  if  we  can 
remove  them  from  their  homes  and  isolate 
them  in  hospitals  or  institutions,  it  will  take 
away  the  large  amount  of  exposure  to  other 
individuals  and  thereby  save  to  the  state 
and  nation  not  only  economically,  but  in 
lives  as  well.  The  institutionalizing  of  these 
patients  is  largely  an  educational  problem, 
but  with  proper  tact  this  can  be  done  in 
the  course  of  time. 

A case  of  acute  lobar  pneumonia,  with 
its  sudden  onset  and  short  but  stormy 
course,  may  quite  justifiably  be  regarded 
as  a “medical  emergency.”  The  signs  and 
symptoms  presented  by  an  individual  suf- 
fering from  this  disease  are  familiar,  and 
need  no  repetition.  In  a well  established 
case  the  diagnosis  is  obvious.  Sometimes, 
however,  at  the  beginning  difficulties  will 
arise,  and  after  the  crisis  is  over,  sequelae 
may  at  times  tax  to  the  utmost  the  clini- 
cian’s power  of  interpretation. 

From  a diagnostic  point  of  view,  the  most 
important  type  is  the  so-called  thoracico- 
abdominal  case,  in  which  pneumonia  starts 
with  symptoms  suggestive  of  an  acute  ab- 
dominal lesion.  This  is  most  likely  to  arise 
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when  the  pneumococcic  process  involves  the 
base  of  the  lung  and  the  diaphragmatic 
pleura.  Severe  abdominal  pain  with  rigid- 
ity of  the  abdominal  muscles,  suggestive 
either  of  acute  appendicitis  or  of  a general- 
ized peritonitis,  may  be  present.  If  in  such 
cases  crepitations  or  a pleural  rib  can  be  de- 
tected, the  diagnosis  is  fairly  easy.  In  the 
absence  of  these  signs,  one  must  rely  on 
the  history  of  onset  with  a rigor,  the  fact 
that  there  is  no  history  of  previous  ab- 
dominal symptoms,  and  on  the  general  as- 
pect of  the  patient.  In  such  cases,  there  is 
no  vomiting,  an  enema  will  usually  act  well, 
and  the  temperature  is  frequently  higher 
than  is  common  at  the  beginning  of  an  acute 
abdomen. 

Diagnosis  may  also  be  difficult  in  cases  of 
central  pneumonia,  without  expectoration. 
It  is  indeed  extraordinary  how  silent  a 
course  such  cases  often  pursue.  Here  again, 
one  must  be  guided  by  the  history  of  onset, 
and  by  the  aspect  and  general  symptoms  of 
the  case,  and  it  is  well  to  bear  in  mind  that 
diminished  breath  sounds  over  the  involved 
area  of  the  lung  is  the  physical  sign  to  be 
expected  before  consolidation  has  reached 
the  surface.  Sequelae  of  pneumonia  are 
numerous,  and  include  such  conditions  as 
pneumococcal  septicaemia,  endocarditis, 
and  many  more  of  difficult  recognition.  The 
only  sequel,  however,  to  which  I can  here 
allude,  is  the  condition  to  which  the  term 
“unresolved  pneumonia”  is  often  applied. 
Such  a condition  doubtless  exists,  but  in 
most  cases  when  it  does  exist,  the  tempera- 
ture is  either  normal  ok  close  to  normal, 
and  the  patient  is  only  mildly  ill.  If  in  a 
case  of  “unresolved  pneumonia”  the  tem- 
perature tends  to  rise,  and  there  is  in  addi- 
tion malaise  with  furred  tongue,  increased 
pulse  rate,  and  possible  sweating,  it  is  well 
to  remember  that  the  so-called  “unresolved 
process”  may  be  in  reality  an  example  of 
empyema.  The  physical  signs  of  such  a 
case  are  often  themselves  suggestive  of  con- 
solidation, that  is,  there  is  dullness  on  per- 
cussion with  loud  clear  tubular  breathing. 
This  tubular  breathing  frequently  leads  to 
error  in  diagnosis,  as  it  is  generally  taught 
that  tubular  breathing  means  consolidation, 
and  on  the  other  hand  that  diminution  of 


breath  sounds  must  exist  when  fluid  is  pres- 
ent. 

If,  in  any  case,  the  smallest  doubt  exists, 
a needle  should  be  inserted  without  hesita- 
tion, and  the  problem  thereby  solved.  Many 
medical  men  apparently  hesitate  to  explore 
a chest,  so  it  cannot  be  too  strongly  insisted 
that  the  insertion  of  an  exploring  needle  is 
a perfectly  safe  procedure,  and  that  on  the 
other  hand,  delay  in  detecting  a small  em- 
pyemia  may  lead  to  the  loss  of  life. 

We  have  another  type  of  respiratory  dis- 
ease that  comes  in  frequently  as  a compli- 
cation from  other  conditions  and  which  usu- 
ally proves  to  be  one  of  the  most  severe 
types  of  bronchial  infections.  Acute  bron- 
cho-pneumonia whether  it  comes  as  a com- 
plication or  from  a primary  cause  is  neces- 
sarily alv/ays  a very  difficult  disease  to  diag- 
nose in  its  incipiency.  Sometimes  we  are 
taxed  to  our  utmost  capacity  to  differentiate 
between  some  of  the  other  bronchial  infec- 
tions and  a broncho-pneumonia.  This  is 
true  especially  in  children.  Usually  primary 
broncho-pneumonia  is  sudden  in  onset,  but 
it  may  be  gradual,  with  a primary  tempera- 
ture rising  to  102  degrees  or  more.  This  is 
accompanied  by  the  characteristic  respira- 
tion, v/hich  with  the  characteristic  position 
of  the  patient  and  within  twenty-four  to 
forty-eight  hours  other  clinical  manifesta- 
tions are  established,  will  lead  to  a diag- 
nosis. There  is  usually  a very  scanty  ex- 
pectoration, later  this  becomes  blood- 
streaked  or  sero-purulent.  The  duration  of 
this  disease  is  uncertain,  usually  running 
ten  days  to  two  weeks,  however,  broncho- 
pneumonia many  times  is  extended  over  a 
period  of  many  weeks,  and  occasionally 
even  to  two  or  three  months.  We  will  not 
discuss  the  treatment  in  these  various  bron- 
chial infections,  other  than  to  say  that  it 
is  largely  symptomatic.  The  patient  should 
be  kept  in  bed  and  as  quiet  as  possible.  I 
usually  prefer  heat  in  the  room  with  an 
abundance  of  fresh  air.  Quiet  is  an  essential 
factor  in  the  treatment  of  these  respiratory 
conditions.  Usually  Dover’s  powders  will 
be  sufficient  to  control  patient;  if  not,  this 
should  be  supplemented  by  morphine  hypo- 
dermically. The  diet  is  an  important  factor 
also,  but  not  as  essential  as  in  wasting  dis- 
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eases  of  longer  duration;  however,  the  pa- 
tient should  be  given  such  diet  as  he  can 
easily  digest. 

In  closing  let  me  say  that  too  little  atten- 
tion is  usually  given  to  these  acute  respira- 
tory diseases.  Acute  colds  are  apparently 
a minor  condition,  but  ofttimes  result  in 
more  serious  bronchial  infections  if  not 
properly  treated.  In  influenza,  care  must 
be  taken  to  put  the  patient  to  bed  and  keep 
him  there  until  convalescence  is  well  estab- 
lished. Lobar  pneumonia  is  a well-defined 
medical  emergency,  and  acute  broncho- 
pneumonia whether  primary  or  secondary 
is  also  a medical  emergency  and  must  be  so 
considered.  We  have  no  specific  treatment 
in  these  diseases  but  our  hope  is  that  some 
day  someone  will  give  us  such  a treatment. 
That  one  indeed  will  be  entitled  to  renown. 
Until  such  time  we  can  do  no  other  than 
rely  on  such  agencies  as  have  in  the  past 
proven  most  effective  in  our  hands. 

DISCUSSION 

DR.  JOHN  M.  LEE,  Nashville:  I do  not  know 
of  any  subject  that  should  engage  our  more  serious 
thought  than  the  question  of  acute  respiratory  in- 
fections. It  is  a condition  that  is  universal,  and 
I dare  say  there  is  no  one  within  the  sound  of  my 
voice  who  has  escaped  a respiratory  infection  in  the 
last  twelve  months.  Some  one  has  said  that  there 
has  been  no  reduction  in  the  morbidity  and  mor- 
tality from  upper  respiratory  infections  within  the 
last  twenty  years.  I am  not  speaking  of  measles, 
diphtheria  and  scarlet  fever.  The  thing  that  is 
common  to  so  many  individuals  should  engage  our 
serious  attention.  Much  remains  to  be  learned 
about  the  cause  of  acute  respiratory  infection.  We 
know  many  things  about  it.  We  know  it  is  more 
prevalent  at  certain  seasons  of  the  year  and,  there- 
fore, would  consider  atmospheric  conditions  of  im- 
portance. The  susceptibility  of  individuals,  cloth- 
ing, perhaps  habits  as  to  rest,  and  those  things 
that  lower  the  general  vitality  naturally  favor  this, 
as  other  infectious  conditions.  I think  if  we  could 
consider  these  infections  as  we  consider  a fire  it 
would  influence  our  management.  Sometimes  a 
house  catches  fire  and  only  one  room  is  destroyed, 
and  sometimes  the  whole  house  goes.  We  never 
know  whether  the  infection  will  be  limited  to  the 
mucous  membrane  of  the  nose,  to  the  ears,  to  the 
sinuses,  or  whether  it  will  involve  the  entire  respir- 
atory tract.  I think  we  should  realize  in  the  be- 
ginning that  it  may  involve  the  entire  respiratory 
tract  and  use  strong  measures  at  once.  We  meet 
with  much  opposition  on  the  part  of  the  patient, 
who  says  he  cannot  go  to  bed  with  every  little  cold. 
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He  continues  up  and  around  his  work  and  the 
thing  grows. 

Going  back  to  the  point  that  respiratory  infec- 
tions are  more  prevalent  in  certain  seasons,  this 
has  led  me  to  advise,  as  suggested  by  Dr.  Rule  in 
his  paper,  that  the  warmer  climates  are  more 
favorable  to  recovery.  I rather  agree  with  Dr. 
Morse,  who  says  that  the  only  good  he  has  ever 
seen  from  treating  a patient  with  pneumonia  in 
a room  with  zero  temperature  is  that  it  keeps  out 
too  many  visitors.  I think  fresh  air  is  essential, 
but  warm  fresh  air  is  more  conducive  to  recovery. 
That  would  be  in  line  with  those  individuals  who 
acquire  acute  respiratory  infections,  and  cough,  and 
do  not  get  back  to  normal  health.  Those  persons,  if 
sent  to  warm  climates,  like  Florida,  Texas,  or 
Southern  California,  immediately  begin  to  improve 
without  much  other  treatment.  I always  advise, 
especially  for  children,  that  they  be  kept  indoors 
during  such  an  infection.  Medically  we  can  do 
little,  for,  as  Dr.  Rule  said,  we  have  no  specifics. 
The  treatment  is  symptomatic,  but  one  point  has 
occurred  to  me  as  being  worth  while,  and  that  is 
to  give  the  patient  rest,  rest  from  pain,  and  for 
that  purpose  I know  of  nothing  more  effective 
than  some  form  of  opium.  In  children  I prefer 
Dover’s  powder.  If  this  is  not  effective  we  can  give 
codein,  or  even  morphine,  and  in  that  way  con- 
tribute to  the  recovery  of  the  patient. 

DR.  JOSEPH  J.  WALLER,  Oliver  Springs:  It 
was  not  my  purpose  to  take  the  time  of  the  Asso- 
ciation in  discussing  anything,  but  this  is  such  an 
important  subject  that  I will  not  refuse  to  take 
part  in  the  discussion.  The  acute  respiratory 
diseases  are  numerous.  I will  not  take  your  time 
to  itemize  any  of  them,  but  from  a long  experience 
I am  interested  in  calling  attention,  particularly 
of  the  general  practitioners,  to  certain  lines  of 
treatment,  especially  for  the  little  ones.  There  is 
nothing  that  worries  me  more  than  to  have  a case 
of  acute  respiratory  disease  in  a young  baby  or  a 
young  child.  They  have  just  ruled  out  medication, 
except  to  meet  and  combat  symptoms,  but  I do  not 
agree  with  this.  I think  there  are  many  things 
we  can  do  and  should  do,  and  I will  tell  you  a 
prescription  that  has  served  me  well.  When  at- 
tempting to  give  medicine  to  a little  child  you  vrill 
often  throw  his  stomach  out  of  order.  The  ques- 
tion is,  how  can  you  avoid  that  and  combat  the 
acute  cold,  or  acute  bronchitis,  or  whatever  it  is, 
that  may  result  in  acute  pneumonia?  Do  not  at- 
tempt to  dope  the  baby  with  internal  medication. 
Most  of  these  patients  can  be  treated  better  with 
nose  drops.  You  can  much  better  use  albolene 
with  a little  carbolic  acid  and  iodin,  and  in  a baby 
three  or  four  weeks  old  you  do  not  need  the  carbolic 
acid  and  iodin.  Albolene  is  a good  protective 
medicine  alone  and  will  be  all  you  need  in  an  in- 
fant. You  can  put  something  on  the  outside  in 
these  cases  that  will  do  a great  deal  of  good.  I 
was  never  struck  much  with  the  use  of  iodin 
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through  the  skin,  but  this  is  a favorite  prescrip- 
tion of  mine:  Two  ounces  of  goose  grease,  two 
drams  of  bisulphate  of  quinine.  Mix  these  to- 
gether, take  two  drams  of  common  gum  camphor, 
and  thirty  grains  of  menthol.  Add  the  camphor 
and  menthol  and  pour  in  enough  sulphuric  ether 
to  dissolve  them,  then  mix  this  with  the  goose 
grease  and  quinine,  and  have  the  parents  rub  one 
teaspoonful  of  this  into  the  skin  of  the  child.  I 
find  this  works  well  with  the  baby.  It  will  not 
make  him  sick,  and  the  grease  rubbed  into  the 
skin  every  four  hours  for  a few  applications,  and 
then  every  six  hours,  seems  to  have  the  same  effect 
that  taking  quinine  has  for  the  adult.  The  nose 
drops  will  clear  up  the  cold,  and  in  most  cases  the 
patient  will  get  well  without  further  difficulty. 
Change  the  geographical  area  of  the  rubbing  field 
every  time — chest,  abdomen,  back,  thighs. 


Formula  for  the  nose  drops: 

Carbolic  acid  crystals  0.5 

lodin  scales  1.0 

Liq.  albolene  100.0 

M.  Ft.  stock  solution. 


To  use:  Take  1 part  stock  solution  and  any- 
where from  4 to  10  parts  of  albolene  to  suite  baby. 
Drop  in  nose  twice  a day  with  dropper,  face  up, 
for  one  minute. 

DR.  JOHN  A.  WITHERSPOON,  Nashville:  I 
do  not  think  a more  important  paper  could  be 
brought  before  the  society  than  this.  As  to  the 
management  of  these  cases,  I think  that  is  de- 
pendent upon  the  illness  itself  and  also  the  type 
that  its  complications  may  come  from.  I was 
impressed  when  Dr.  Rule  referred  to  the  so-called 
influenzal  infections.  There  have  been  a great 
number  of  complicating  pleuritic  involvements. 
There  have  been  cases  of  pleurisy  with  effusion, 
and  even  some  abscesses  of  the  lungs.  I do  not 
think  there  is  any  difficulty  in  making  a differen- 
tiation of  the  different  fluids  and  the  empyema,  if 
we  only  remember  that  instead  of  being  a solid 
lung  we  find  the  two  layers  of  the  pleura  sepa- 
rated by  a septic  fluid,  and  that  we  have  the 
symptoms  of  chilly  sensation,  irregular  tempera- 
ture and  sweats  added  to  the  physical  signs  fol- 
lowing the  original  cold.  I think  the  physical 
signs  are  clear  and  definite  and  can  hardly  be 
overlooked.  I would  like  to  add  to  the  fact  that  in 
one  of  the  differences  between  the  fluid  and  the 
serum,  and  that  of  the  empyema,  is  that  nearly 
always  you  will  get  over  the  edematous  tissue 
some  little  edema  that  you  do  not  meet  with  in 
the  ordinary  fluids.  It  may  not  be  present  in  one 
place,  but  you  will  find  it  sooner  or  later.  The 


needle  determines  the  fact,  but  the  thing  I rose 
more  to  discuss  is  that  these  infections  of  the  up- 
per respiratory  tract  are  becoming  a very  serious 
menace.  They  do  not  yield  to  the  ordinary  treat- 
ment we  used  to  use  in  the  olden  days,  and  there 
are  but  three  conditions  through  which  I believe 
success  must  come.  I think  one  is  complete  rest, 
as  mentioned  by  several  of  the  gentlemen,  rest  in 
a room  preferably  with  moist,  fresh,  warm  air,  and 
cutting  out  a lot  of  company  and  whispering  in 
the  room.  The  next  thing  is  to  try,  if  possible, 
to  keep  up  the  nutrition  of  the  patient.  The  appe- 
tite in  this  infectious  class  is  notoriously  variable. 
I think  a good,  easily  digestible  and  stimulating 
diet  should  be  chosen  early.  Then,  added  to  the 
rest,  there  is  some  kind  of  an  opiate  that  must  be 
used.  My  own  preference  is  for  Dover’s  powder, 
but  staying  in  the  house  and  not  getting  a repeti- 
tion every  time  you  step  out  of  doors  is  important. 
I have  had  two  seizures  of  this  during  the  past 
winter,  and  finally  had  to  go  south.  I could  not 
step  out  of  the  house  or  office  without  having  a 
recurrence  of  the  same  symptoms.  These  cases 
this  winter  have  not  yielded  to  the  ordinary  coryzal 
treatment.  A patient  walking  about  will  never, 
or  rarely  ever,  make  a good  recovery.  The  in- 
fection will  linger  on,  or  the  patient  will  develop 
some  of  the  complications  Dr.  Rule  so  well  de- 
scribed. 

DR.  ROBERT  B.  GASTON,  Lebanon:  I would 
like  to  stress  one  point,  between  acute  respiratory 
infections  and  acute  abdominal  infections,  with 
which  they  are  often  confused.  The  one  point  is 
the  rigidity  in  the  respiratory  infection,  which  is 
not  of  the  same  type  as  in  the  intra-abdominal 
infection.  In  the  intra-abdominal  infection  it  is 
of  the  involuntary  type,  and  in  the  upper  respira- 
tory tract  it  is  of  the  voluntary  type.  This  can  be 
determined  by  placing  the  hand  on  the  abdomen, 
and  if  at  the  end  of  respiration  the  rigidity  is  of 
the  involuntary  type,  it  will  persist,  but  if  of  the 
voluntary  type  it  will  cease.  I think  this  is  a very 
valuable  sign.  We  should,  of  course,  take  into 
consideration  the  various  other  symptoms,  but 
probably  the  most  important  single  differentiating 
point  is  the  question  of  the  rigidity  being  voluntary 
in  the  respiratory  tract  infection  and  involuntary 
in  the  intra-abdominal  type. 

DR.  A.  L.  RULE,  Knoxville  (closing)  : I deeply 
appreciate  the  interest  taken  in  the  subject,  and 
also  the  large  number  who  are  here  to  enjoy  this 
last  program.  We  are  covering  too  much  ground 
to  be  limited  to  twenty  minutes  for  a paper  of  this 
kind,  and  I think  I will  do  you  a favor  by  not 
taking  up  any  more  of  your  time  with  the  subject. 
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THE  TREATMENT  OF  INTERTROCHANTERIC  FRACTURES 

IN  THE  AGED* 

Alphonse  H.  Meyer,  M.D.,  F.A.C.S.,  Memphis 
Associate  Professor  of  Orthopedic  Surgery,  University  of  Tennessee,  College  of  Medicine 


IN  viewing  the  literature  on  intertrochan- 
teric fractures  of  the  femur  in  the  aged, 
I am  impressed  with  the  fact  that  I was 
unable  to  obtain  any  statistics  as  to  mortal- 
ity. The  nearest  approach  to  getting  an  idea 
of  the  seriousness  of  these  cases  comes  from 
Cotton,  who  states  that  better  than  15%  of 
the  aged  die  with  fracture  of  the  neck  of 
the  femur.  Such  being  the  case,  it  is  safe 
to  assume  that  this  percentage  will  at  least 
hold  good  for  intertrochanteric  fractures  as 
well. 

I am  also  impressed,  in  looking  over  the 
literature,  with  the  lack  of  detail  in  dealing 
with  the  treatment  of  these  cases.  Plaster 
casts  and  traction  methods  are  vaguely  and 
unspecifically  mentioned,  but  not  one  word 
is  given  as  to  the  very  necessary  details 
which  should  so  thoroughly  and  carefully 
be  carried  out.  If  we  are  dealing  with  a 
situation  which  shows  a mortality  of  at 
least  15%,  then  the  time  has  arrived  when 
we  should  realize  the  seriousness  of  the 
character  of  these  injuries  and  do  all  in  our 
power  to  lessen  the  death  rate.  It  is  this 
reason  that  has  prompted  me  to  present 
this  subject.  With  the  method  which  I 
shall  briefly  outline,  based  on  the  care  of 
fifty-two  cases  of  intertrochanteric  frac- 
tures in  the  aged,  the  writer  had  a mortal- 
ity of  five  cases,  a loss  of  about  10%.  There- 
fore, if  this  method  is  successful  in  lower- 
ing the  death  rate,  surely  it  is  the  method 
of  choice.  Of  the  five  cases  which  were  lost, 
one  died  of  carcinoma  of  the  intestines  (the 
fracture  was  not  pathological),  and  tak- 
ing into  consideration  the  cause  of  death  in 
this  particular  case,  our  mortality  record 
would  be  reduced  to  around  8%,  a very 
gratifying  figure. 

To  begin  with,  practically  all  of  these 
cases  are  extremely  poor  physical  risks. 


*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  10,  1928. 


Heart  lesions,  chronic  nephritis  and  chronic 
bronchitis  are  present  in  nearly  every  one 
of  these  subjects,  and  thrust  upon  this 
vicious  circle  is  the  surmounted  shock 
which  most  frequently  accompanies  the  in- 
jury. The  base  upon  which  the  necessary 
repair  work  is  so  essential  has  a very  poor 
foundation  and  consequently  meticulous 
care  is  needed  in  the  handling. 

These  fractures  nearly  always  unite  and 
non-union  is  an  almost  unknown  quantity, 
no  matter  what  treatment  is  instituted,  but 
what  good  is  a method,  regardless  of  how 
good  and  scientific  it  may  be,  if  the  patient 
does  not  survive. 

Our  clinic  has  long  ago  given  up  the  use 
of  plaster  casts  in  the  treatment  of  these 
fractures  in  the  aged.  Primarily,  for  the 
reason  of  the  surgical  shock  due  to  the  pro- 
longed anesthetization  incident  to  its  ap- 
plication, at  least  30  minutes  or  more  being 
necessary.  Again,  the  patient’s  mental  at- 
titude towards  a plaster  spica  is  one  that 
certainly  does  not  promote  peace  of  mind  on 
the  part  of  the  injured.  Added  to  this  is 
the  complete  helplessness,  keeping  the  pa- 
tients absolutely  inactive  and  not  permit- 
ting them  even  to  feed  themselves.  Many 
of  these  cases  die  from  hypostatic  pneu- 
monia, even  if  the  head  of  the  bed  is  ele- 
vated, and  the  enforced  confinement  within 
the  plaster  cast  can  only  lend  to  the  devel- 
opment of  this  fatal  terminal  lesion.  With 
the  writer’s  method,  the  patient  is  absolute- 
ly free  to  move  around  in  bed,  sits  up  a 
great  part  of  the  time,  and  can  go  so  far  as 
to  eat  his  own  food  without  assistance,  all 
of  which  certainly  lends  to  the  physical  and 
mental  comfort  of  the  injured.  In  addi- 
tion, the  dangers  of  complications  are  very 
much  lessened.  With  this  also  goes  the  fact 
that  we  get  good  union,  with  excellent  posi- 
tion of  the  fragments,  and  no  shortening  or 
subsequent  deformity.  If  a treatment  as 
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outlined  will  do  this,  then,  per  se,  it  is  a 
treatment  of  choice. 

I have  no  new  principles  to  offer,  but 
merely  a combination  and  incorporation  of 
principles  familiar  to  all.  The  essential  ele- 
ments are  an  overhead  frame,  a Hodgen 


Fig.  1.  Overhead  frame.  Patient  and  Bradford 
frame  resting  on  bed.  Hodgen  splint  on  lower  ex- 
tremity. For  use  in  connection  with  “The  Treat- 
ment of  Intertrochanteric  Fractures  in  the  Aged.” 

By  Alphonse  H.  Meyer,  M.D.,  F.A.C.S. 

splint  and  a Bradford  frame.  These  form 
the  basis  of  the  treatment.  I have  devised 
the  use  of  an  overhead  gas  pipe  frame,  in- 
dependent of  the  bed,  universal,  in  so  far  as 
it  can  be  used  for  either  extremity,  and  con- 
nected to  it  through  a series  of  pulleys  is 
the  Bradford  frame,  which  can  be  elevated 
or  lowered  at  will  with  the  expenditure  of 
very  little  physical  effort.  The  canvas  por- 
tion of  the  Bradford  frame  is  deficient  at 
the  level  of  the  buttocks.  This,  as  you 
know,  is  left  uncovered  for  the  use  of  the 
bed-pan.  The  patient,  lying  as  a unit  upon 
the  Bradford  frame,  can  be  elevated  and 
suspended  in  mid-air  through  fastening  the 
pulley  ropes  to  the  overhead  frame,  thus 
making  him  completely  independent  of  the 
bed.  This  has  the  advantage  in  that  the 
bed-pan  can  be  placed  under  the  Bradford 
frame  and  the  patient  lowered  upon  it  with- 
out disturbing  the  patient.  Also  the  bed, 
while  the  patient  is  suspended,  may  be 
pulled  out  and  re-made.  This  has  a decided 
added  advantage,  insofar  as  frequently 
these  cases  have  incontinence  of  urine  and 
feces,  and  in  this  manner  the  bed  can  be 


easily  kept  dry  and  clean.  Anyone  who  has 
handled  very  many  of  these  cases  know 
what  a troublesome  feature  this  is  when 
present.  Aside  from  all  of  this,  the  frame 
lends  invaluable  aid  to  the  nurse,  thereby 
lessening  the  burden  of  her  duties,  facili- 
tating her  work  and  not  taxing  her  physi- 
cal endurance. 

Before  instituting  treatment,  the  patient 
is  carefully  and  thoroughly  examined.  Nat- 
urally, heart,  lungs  and  kidneys  are  stressed 
in  the  examination.  Blood  pressure  is  al- 
ways taken  and  in  this  way  we  learn  ex- 
actly what  we  are  dealing  with  constitution- 
ally. If  the  risk  is  decidedly  poor  surgical- 
ly, no  general  anesthetic  is  used.  The  pa- 
tient under  these  circumstances  is  merely 
given  morphine  and  hyoscine  in  advance  of 
the  reduction.  This  seems  to  control  their 
pain  sufficiently  well  to  get  enough  relaxa- 
tion for  the  carrying  out  of  the  various  ma- 
neuvers. 

Technique 

A few  hours  in  advance  of  the  reduction 
and  application  of  the  splint,  usually  at 
least  twelve,  the  traction  straps  are  glued 
to  the  leg  on  both  sides.  We  use  no  adhesive 
plaster  because  it  slips,  as  well  as  irritates 
the  skin.  Skin  glue  is  much  to  be  preferred, 
the  formula  of  which  is: 


Resin 50  parts 

Alcohol  50  parts 

Benzine  (pure)  25  parts 

Venice  Turpentine 5 parts 


Fig.  2.  Same  as  Fig.  1,  with  patient  and  Brad- 
ford frame  suspended  in  mid-air.  (Note  that  bed 
can  be  easily  changed  and  that  bed  pan  can  be 
placed  without  disturbing  patient). 
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When  skin  glue  is  used  no  shaving  of 
the  extremity  is  necessary.  For  traction  a 
4 in.  unbleached  domestic  bandage  is  used, 
folded  upon  itself  so  as  to  form  a 2 in.  strip. 
These  are  glued  to  the  leg,  beginning  just 
below  the  level  of  the  knee.  Around  these 


Fig.  3.  Case  1.  Intertrochanteric  fracture  of 
femur,  before  treatment. 

extension  strips  is  rolled  a gauze  bandage 
and  over  the  entire  extent  of  the  leg  the 
glue  is  applied,  which  when  dry  gives  us 
the  whole  leg  encased  in  a glue  covering. 
The  fracture  is  reduced  in  the  patient’s 
room.  The  gas  outfit  is  brought  to  the  bed 
and  usually  only  a very  brief  anesthetic 
will  be  found  to  be  necessary.  Extension 
and  internal  rotation  are  applied,  the  frac- 
ture reduced,  and  the  measurement  of  the 
length  of  the  injured  member  compared 
with  the  sound  one.  If  the  length  is  equal, 
the  Hodgen  splint  is  quickly  applied  and 
fastened  to  the  patient  and  the  overhead 
frame  through  the  traction  rope  and  weight. 
The  final  position  of  the  limb  is  abduction, 
slight  flexion  and  slight  internal  rotation. 
The  entire  procedure  should  not  take  over 
ten  minutes,  provided,  of  course,  everything 
is  in  readiness,  and  a properly  trained  corps 
of  assistants  is  at  hand.  The  shock  accom- 
panying such  a quickly  carried  out,  non- 
traumatic  procedure  is  accordingly  mini- 


mized. The  amount  of  weight  used  is  ap- 
proximately 30  lbs.,  but  will  vary  accord- 
ing to  the  weight  of  the  limb. 

After  Care 

Circulation  in  the  toes  of  the  affected  ex- 
tremity is  carefully  watched,  and  the  urine, 
provided  it  can  be  obtained  is  examined 
from  time  to  time.  Pulse,  respiration  and 
temperature  are  daily  noted.  After  reduc- 
tion the  portable  X-ray  machine  is  brought 
to  the  bedside  and  pictures  made  to  ascer- 
tain the  position  of  the  fragments.  If  more 
or  less  abduction  is  needed,  this  is  accord- 
ingly corrected,  and  if  extension  needs  les- 
sening or  increasing  this  is  adjusted 
through  the  agency  of  the  weight.  X-ray 
pictures  are  made  thereafter  each  two  weeks 
and  the  position  of  the  fragments  and  the 
progress  in  their  union  constantly  observed. 
Attention  is  also  carefully  centered  upon 
the  prevention  of  pressure  sores  over  the 
region  of  the  sacrum. 

This  treatment  can  be  safely  carried  out 
at  home,  and  frequently  I have  obtained 
the  most  gratifying  results.  Of  course,  the 
scientific  use  of  the  X-ray  cannot  be  in- 
voked, and  one,  to  a certain  extent  is  work- 
ing in  the  dark,  but,  nevertheless,  I have 
had  perfect  end  results  from  caring  for 


Fig.  4.  Same  as  Case  1,  showing  fracture  united. 
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these  aged  patients  at  home.  Hospitaliza- 
tion today  is  a luxury,  and  for  prolonged 
cases,  such  as  these,  frequently  bankrupts  a 
patient  or  his  family. 

With  proper  attention  to  these  carefully 
carried  out  details  and  with  the  patient  sit- 
ting up  and  freely  moving  about,  it  is 
obvious  that  the  mortality  of  these  cases 
can  be  materially  reduced.  The  patient  is 
perfectly  comfortable  throughout,  and 
within  48  hours  after  reduction  usually 
complains  of  no  pain. 

Conclusion 

It  is  my  opinion  that  this  mode  of  treat- 
ment far  excels  any  other  which  we  now 
have  at  hand,  and  until  such  a time  as  some- 
thing else  may  be  devised  which  will  de- 
crease the  mortality  and  increase  the  com- 
fort of  these  unfortunate  old  folks,  it  is 
undoubtedly  the  most  efficient  and  desirable 
method. 

DISCUSSION 

DR.  R.  W.  BILLINGTON,  Nashville:  This  was 
a very  nice  paper,  very  well  presented,  and  one 
which  shows  excellent  results.  Dr.  Meyer  has 
stated  that  nonunion  is  extremely  rare,  so  it  comes 
to  the  question  of  what  is  the  best  method  under 
varied  circumstances  to  use  in  these  cases.  No 
criticism  can  be  made  of  the  doctor’s  apparatus 


Fig.  5.  Case  2.  Intertrochanteric  fracture  of 
femur  with  fracture  of  lesser  trochanter  also,  be- 
fore treatment. 


so  far  as  the  patient’s  comfort  is  concerned,  but 
I think  this  point  will  come  to  the  minds  of  many 
men  who  have  to  treat  these  cases — it  looks  like 
I think  it  is  a good  method  for  hospital  care,  but 
a rather  complicated  thing,  and  the  average  man 
will  probably  not  be  able  to  get  such  an  apparatus 
easily.  It  is  rather  cumbersome  to  move  from 


Fig.  6.  Same  as  Case  2,  showing  fractures  com- 
pletely united. 

house  to  house  in  order  to  treat  patients  at  home. 
I think  we  can  get  as  good  results  by  a simpler 
method. 

My  plan  is  somewhat  different.  First,  I prefer 
the  Thomas  splint.  I have  used  the  Hodgens  but 
prefer  the  Thomas,  for  I can  do  things  with  it 
that  I cannot  accomplish  with  the  Hodgens.  I bend 
the  Thomas  splint  slightly  at  the  knee  and  suspend 
it  to  a single  overhead  bar,  such  as  a two  by  four 
supported  by  six-foot  uprights  at  head  and  foot 
of  bed.  A cord  is  tied  to  the  Thomas  ring  in 
front,  passes  directly  upward  over  a pulley  at- 
tached to  the  bar,  coming  back  down  to  within  a 
foot  of  the  ring,  where  it  is  tied  to  a weight  (5  to 
10  pounds),  which  gives  a continuous  lift  to  the 
thigh  and  allows  the  pelvis  to  be  raised  and  low- 
ered without  pain  in  using  the  bed  pan  and  in 
changing  the  bed  linen.  The  distal  end  of  the 
splint  is  supported  by  another  cord  fastened  to  the 
overhead  bar.  Adhesive  straps  are  applied  to  leg 
and  thigh  as  for  the  ordinary  Buck’s  Extension, 
and  two  cords  are  attached  to  the  spreader  block 
under  the  foot.  One  of  these  cords  is  tied  to  the 
distal  end  of  the  Thomas  splint  with  only  enough 
tension  to  hold  the  ring  snugly  against  the  tuber 
ischii,  thus  maintaining  positive  abduction  of  the 
limb  and  preventing  the  splint  from  sliding  dis- 
tally.  The  other  cord  attached  to  the  spreader 
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passes  through  a pulley  attached  to  the  upright 
at  the  foot  of  the  bed  and  is  fastened  to  a weight 
which  makes  the  desired  amount  of  traction  in 
the  line  of  the  limb.  In  old  people  I use  the  Pear- 
son hinged  attachment  for  the  leg,  which  permits 
daily  movements  of  the  knee.  This  reduces  it  to 
a comparatively  simple  affair.  You  know  how 
much  lift  is  being  made  under  the  thigh  and  this 
prevents  external  rotation  of  the  femur.  You  also 
know  exactly  how  much  traction  is  being  exerted 
on  the  limb.  With  one  hand  holding  the  trapeze 
and  the  other  hand  pulling  on  the  cord  that  lifts 
the  ring,  she  can  raise  herself  clear  of  the  bed 
and  place  the  bed  pan  under  the  buttocks  without 
pain.  There  is  no  trouble  in  changing  the  sheets 
on  the  bed,  and  in  this  way  you  keep  the  patient 
exercising  and  are  much  less  likely  to  have  a 
hypostatic  pneumonia  develop.  She  can  also  sit  up 
in  bed  as  desired.  While  I have  used  this  method 
in  most  cases,  I have  also  used  the  Whitman 
method,  where  the  patient  was  not  fat  and  could 
take  the  anesthetic  safely,  with  complete  satisfac- 
tion. 

DR.  ALPHONSE  H.  MEYER,  Memphis  (clos- 
ing) : I wish  to  thank  Dr.  Billington  for  his  kind 
discussion.  Personally,  I am  familiar  with  the  use 
of  the  Thomas  splint,  but  feel  there  is  a greater 
amount  of  freedom  of  movement  with  the  Hodgen 
splint  than  with  the  Thomas.  If  we  can  give  these 
patients  a greater  degree  of  comfort,  then  it  is 
well  worth  while.  This  is  not  a cumbersome  and 
expensive  apparatus,  and  when  once  made,  you 


have  it  for  all  time.  It  can  be  used  in  the  treat- 
ment of  conditions  other  than  intertrochanteric 
fractures.  The  trouble  with  the  American-made 
Thomas  splint  is  that  it  does  not  have  its  point  of 
fixation  as  devised  by  Thomas,  and  that  is  just 
below  the  tuber  ischium.  The  fixed  point  is  in  the 
groin,  and  this  is  very  uncomfortable,  and  the 
patient  must  be  watched  for  pressure  sores,  and 
so  on. 

I should  like  to  mention  that  Dr.  Scudder,  in  his 
later  book,  has  given  considerable  space  to  the 
Hodgen  splint,  whereas  in  the  former  edition  bare- 
ly mentioned  it.  The  Hodgen  splint  is  the  product 
of  the  brain  of  old  Dr.  Hodgen,  of  St.  Louis.  It 
was  practically  discarded  for  a time,  but  now  that 
Scudder  has  brought  it  up,  it  has  apparently  come 
into  its  own. 

So  far  as  exercise  is  concerned,  my  patients  get 
splendid  exercise  with  this  frame.  A few  days  ago 
a patient  who  had  been  treated  with  a Thomas 
splint  fell,  refracturing  the  intertrochanteric 
region.  On  viewing  the  X-ray  plate,  the  old  in- 
jury showed  poor  position  of  the  fragments  and 
the  fixation  was  not  nearly  as  good  as  that  obtained 
with  the  Hodgen  splint.  I am  not  advocating  this 
for  treatment  of  fractures  of  the  neck  of  the  femur, 
but  recently  a patient  fell  and  fractured  the  neck 
of  the  femur  for  the  second  time.  The  first  time 
she  had  been  treated  in  a plaster  cast,  but  this 
time  she  was  put  up  in  this  apparatus,  and  she 
says  there  is  no  comparison  to  the  degree  of  com- 
fort obtained  from  the  use  of  this  frame. 
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TOXIC  AND  REFLEX  SYMPTOMS  IN  DISEASES  OF  THE  UPPER 
RESPIRATORY  TRACT  IN  CHILDREN* 


J.  L.  Hobson,  M.D.,  Memphis 


A COMPLETE  consideration  of  the 
numerous  symptoms  and  the  path- 
ology found  in  disease  of  the  upper 
respiratory  tract  in  children  would  be  so 
extensive  and  voluminous  that  an  attempt 
to  do  so  would  be  out  of  the  question  at  this 
time.  This  presentation,  therefore,  will 
deal,  not  with  the  usual  local  and  systemic 
symptoms,  but  more  with  some  of  those 
symptoms  that  are  somewhat  unusual,  and 
particularly  with  some  of  those  that  are 
either  reflex  or  toxic  in  nature,  or  which 
affect  body  metabolism.  Its  object  is  to 
remind  us  that  the  often  neglected  coryza, 
or  earache,  or  mild  influenza  case  is  fre- 
quently more  far  reaching  in  its  manifesta- 
tions than  those  of  a local  inflammatory 
process,  a little  fever,  and  a short  period  of 
physical  discomfort,  and  that  it  should  be 
regarded  always  as  a potential  source  of 
danger  to  the  patient  and  his  household. 

About  two  months  ago  in  the  western  por- 
tion of  this  state  those  of  us  who  treated 
children  found  that  during  a period  of  about 
two  weeks’  duration  a large  majority  of  our 
cases  were  those  in  whom  the  outstanding 
symptom  was  extreme  nausea.  An  exami- 
nation of  the  patients  showed  a reddened, 
hyperemic  condition  of  the  fauces  and  oro- 
pharynx, a mild  coryza,  and  a low  grade 
fever  ranging  between  99i/^  to  occasion- 
ally 103  degrees.  A few  cases  developed 
acute  otitis,  and  some  a mild  bronchitis,  but 
the  nausea  was  so  excessive  that  even  water 
could  not  be  retained.  This  epidemic  was 
diagnosed  by  some  as  “Gastro  Intestinal 
Influenza”  (if  there  is  such  an  entity),  but 
apparently  it  was  metabolic  in  character 
since  a urinalysis  almost  always  showed  a 
mild  ketosis  as  was  evidenced  by  the  finding 
of  acetone  and  frequently  diacetic  acid  in 
the  urine,  and  since  the  only  remedy  that 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  12,  1928. 


had  any  influence  upon  the  nausea  was  glu- 
cose solution.  In  several  instances  the  glu- 
cose had  to  be  given  intravenously,  and  in 
one  or  two  cases  blood  transfusion  was 
found  necessary  to  give  relief. 

In  another  epidemic  of  so-called  mild  in- 
fluenza about  five  years  ago,  upon  going 
on  service  in  the  Pediatric  Division  of  the 
Memphis  General  Hospital,  practically  all 
of  the  infants  under  2i/^  years,  of  whom 
there  were  about  forty  in  number,  were 
found  to  be  vomiting  a large  number  of 
their  feedings.  Upon  examination  nearly 
every  patient  was  found  to  have  an  acute 
otitis  media  and  when  proper  treatment 
was  instituted,  particularly  in  those  cases 
that  required  myringotomy,  the  vomiting 
promptly  ceased,  and  the  patients  again  re- 
tained their  food.  Since  this  time,  vomit- 
ing in  children  during  the  winter  and  early 
spring  when  respiratory  infections  are  so 
prevalent  has  proven  in  such  a large  ma- 
jority of  our  cases  to  be  parenteral  rather 
than  enteral  in  origin,  and  to  occur  particu- 
larly in  cases  of  acute  otitis,  that  attention 
is  first  directed  toward  the  ears  rather  than 
toward  the  diet  in  our  endeavor  to  find  the 
cause  of  the  disturbance.  Truly  it  can  be 
said  that  during  this  season  the  otoscope  is 
by  far  the  most  valuable  instrument  in  a 
pediatrist’s  armamentarium. 

It  is  our  opinion  that  vomiting  in  these 
ear  cases  may  be  due  either  to  reflex  or 
toxic  causes  or  possibly  to  a combination  of 
both  of  these.  The  vomiting  ceases  so  sud- 
denly after  myringotomy  in  some  of  them 
that  toxemia  alone  could  hardly  account  for 
this  symptom  and,  since  it  is  a well  known 
fact  that  other  forms  of  irritation  to  the 
tympanic  membrane  or  auditory  canal  will 
frequently  cause  paroxysms  of  coughing 
and  sometimes  of  nausea,  it  is  entirely  rea- 
sonable to  assume  that  an  inflammatory 
process  could  cause  this  symptom  in  a re- 
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flex  manner  also.  In  others  nausea  is  ap- 
parently toxic,  similar  to  that  seen  in  some 
of  the  cases  where  there  is  no  evident  otitis. 
It  is  a well  known  fact  that  in  certan  dis- 
tinct metabolic  conditions  in  children,  such 
as  diabetes  mellitus  and  coeliac  disease, 
acute  exacerbations  are  precipitated  more 
frequently  and  quickly  by  upper  respiratory 
infections  than  by  any  other  known  factor, 
with  the  possible  exception  of  the  ingestion 
immoderately  of  sugars  and  other  carbo- 
hydrates. Case  histories  will  show  that 
even  though  these  types  of  cases  may  be 
quiescent  and  completely  under  control,  the 
advent  of  an  acute  otitis,  or  tonsilitis,  or 
“influenza”  will  almost  immediately  so  dis- 
turb their  temporary  metabolic  balance  that 
active  symptoms  begin  to  manifest  them- 
selves. It  is  rather  signiflcant  that  in  both 
diabetes  and  coeliac  disease,  carbohydrate 
and  fat  metabolism  which,  by  the  way,  are 
very  closely  inter-related,  are  distinctly  af- 
fected. Precipitation  of  attacks  of  cyclic 
vomiting,  too,  occur  very  frequently  after 
the  onset  of  upper  respiratory  disease. 

Apparently  these  infections  very  decided- 
ly limit  the  production  of  some  of  the  nor- 
mal gastro-intestinal  digestive  juices,  par- 
ticularly the  gastric  H Cl,  and  it  was  upon 
this  hypothesis  that  the  pioneers  in  the 
feeding  of  Lactic  Acid  Milk  based  their 
claims  that  this  type  of  food  was  especially 
indicated  in  respiratory  and  gastro  intes- 
tinal disease.  Their  belief,  and  it  is  ap- 
parently almost  generally  accepted  at  pres- 
ent, was  that  the  lactic  acid  in  this  milk 
spared  the  gastric  H Cl  instead  of  allowing 
the  milk  to  soak  it  up  and  render  it  unavail- 
able for  proper  milk  digestion,  and  that  for 
this  reason  larger  quantities  of  lactic  acid 
milk  could  be  given  than  of  plain  milk  in 
cases  of  this  type,  without  the  added  danger 
of  food  disturbance. 

Marriott  and  Lyman  and  their  co-work- 
ers  have  recently  brought  to  our  attention 
the  fact  that  in  a large  number  of  cases  of 
intractable  diarrhea  there  is  found  this  type 
of  infection,  especially  in  the  mastoid  cells, 
and  which  occurs  subsequent  to  an  acute 
rhinitis  and  otitis.  In  a series  of  cases  they 
found  that  after  the  mastoidal  antrum  was 
drained  the  diarrhea  subsided,  if  the  oper- 


ation had  been  done  early  enough.  They 
reported  a number  of  cases  in  whom  mas- 
toiditis had  not  been  diagnosed  before  death 
and  whose  autopsies  showed  a purulent  in- 
fection of  the  mastoidal  antrum  and  mas- 
toidal cells.  T.  H.  Odeneal  reported  in 
1923,  that  in  several  hundred  autopsies  in 
children  under  three  years  of  age  who  had 
died  of  nutritional  disturbances  the  mastoid 
was  affected  in  50  per  cent.  These  authori- 
ties believe  that  the  toxins  generated  by  the 
growth  of  bacteria  in  the  mastoidal  an- 
trum and  cells  seem  to  have  a selective 
action  upon  the  intestinal  tract  causing  a 
“hydro-lability”  with  a pouring  out  of 
fluids  into  the  intestine.  There  is  also  an 
increase  in  peristalsis  with  a resultant  diar- 
rhea and  with  such  a tremendous  loss  of 
body  fluids  that  at  times  a profound  anhy- 
dremia  occurs.  Brennemann  thinks  that 
many  of  these  are  due  to  a distinct  gastro- 
enteritis. In  some  of  these  cases  there  were 
manifest  symptoms  of  otitis,  such  as  a 
purulent  secretion  found  coming  from  a 
rupture  in  the  tympanum  or  possibly  a 
bulging  and  redness  of  the  drum,  but  in 
such  a large  number  the  symptoms  were  so 
obscure,  there  being  found  only  a lack  of 
luster  of  the  tympanum  or  a slight  bulging 
of  the  superior  canal  wall,  that  the  term 
“Hidden  Mastoiditis”  was  given  this  con- 
dition. 

Within  recent  years  our  attention  has 
been  called  to  the  large  number  of  cases  of 
paranasal  sinus  infections  which  had  in  the 
days  gone  by  been  either  entirely  overlooked 
or  misdiagnosed,  and  it  has  been  interest- 
ing to  observe  how  many  of  these  cases 
showed  evidence  of  gastro  intestinal  in- 
volvement that  varied  from  an  extremely 
obstinate  anorexia  to  frank  diarrhea  or 
nausea.  Undoubtedly  a number  of  these 
come  under  the  same  category  as  do  the 
above-mentioned  cases  of  mastoiditis  and 
it  is  further  true  that  a considerable  num- 
ber of  cases  diagnosed  as  recurrent  or  cyclic 
vomiting  will  be  found  to  be  the  result  of 
an  old,  chronic,  unrecognized  sinusitis  and 
that  the  condition  will  be  relieved  as  soon 
as  the  original  focus  is  cleared  up. 

Another  symptom  that  was  first  men- 
tioned by  Brennemann  as  occurring  quite 
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frequently  in  nose  and  throat  infections  is 
acute  abdominal  pain.  This  pain  is  gen- 
erally located  in  the  region  of  the  umbilicus, 
and  is  so  severe  at  times  as  to  lead  one  to 
suspect  the  possibility  of  some  acute  intra- 
abdominal inflammatory  condition,  but  ex- 
amination fails  to  reveal  any  local  point  of 
tenderness,  or  any  particular  degree  of 
muscular  rigidity.  If  on  the  lookout  for 
this  symptom  it  is  surprising  to  note  in  how 
many  cases  it  may  be  found.  Its  cause  is 
yet  to  be  explained. 

That  ever  puzzling  pediatric  bug-bear, 
bronchial  asthama,  is  believed  by  many  to 
be  due  more  frequently  to  a bacterial  sen- 
sitization, either  protein  or  toxic  in  nature, 
than  to  any  other  proven  cause.  This  is 
particularly  true  in  those  cases  seen  in  the 
fall,  winter,  or  spring  months,  and  that 
this  type  of  infection  is  undoubtedly  the 
cause  of  a considerable  number  of  cases  of 
asthma  is  proven  by  the  disappearance  of 
asthmatic  symptoms  frequently  following 
the  clearing  up  of  infective  foci,  such  as  is 
seen  after  tonsillectomy  and  adenoidectomy, 
or  following  the  curative  treatment  of 
chronically  infected  paranasal  sinuses. 

Time  will  permit  only  the  mentioning  of 
a few  of  the  many  focal  conditions  that 
have  as  their  origin  infection  in  and  around 
the  nose  and  throat  such  as  endocarditis, 
blood  stream  infections,  arthritides,  inflam- 
mation of  the  appendix,  gastric  and  duo- 
denal ulcers,  numerous  types  of  skin  con- 
ditions, nephritis  and  that  ever  common 
disease  that  is,  as  was  said  by  one  of  our 
confreres,  “the  meat  and  bread  of  the 
Pediatrist,”  pyelitis. 

A backward  glance  at  these  numerous 
symptoms,  sequellae  and  complications, 
leads  us  to  conclude  that  upper  respiratory 
infection  is  by  no  means  limited  to  that  one 
part  of  the  human  anatomy  alone  but  that 
the  whole  organism  may  be  more  or  less  in- 
volved. That  it  is  fraught  with  so  many 
dangers  to  our  patient  that  it  should,  even 
in  its  mildest  form,  be  considered  as  being 
a possible  menace  to  future  health  and  prob- 
ably to  life  itself.  That  our  best  diagnostic 
skill  and  most  efficient  diagnostic  aids 
should  be  brought  into  use  to  arrest  its 


progress.  That  we,  as  custodians  of  our  lit- 
tle patients’  present  and  future  well  being, 
should  so  equip  ourselves  that  we  may  be 
able  to  recognize  the  danger  signals  and 
combat  them  scientifically,  and  lastly,  that 
we  should  recognize  our  limitations,  and 
when  the  occasion  demands  not  hesitate  to 
call  for  assistance  before  irreparable  dam- 
age has  been  done. 


DISCUSSION 

DR.  MILTON  SMITH  LEWIS,  Nashville:  We 
know  that  many  of  the  symptoms  occurring  in 
infants  and  children  which  are  referable  to  the 
gastro-intestinal  tract,  are  actually  the  result  of 
infections  localized  in  some  other  part  of  the  body. 
Frequent  locations  of  such  infections  are  in  the 
middle  ear,  mastoid  or  in  the  nasal  sinuses.  In- 
fants are  particularly  susceptible  to  infections  of 
the  middle  ear.  It  is  well  known  that  infections 
of  the  middle  ear  rarely  give  rise  to  any  symptoms 
referable  to  the  ears. 

The  usual  symptoms  are  fever,  restlessness, 
slight  cough,  vomiting  and  subsequently  diarrhea. 
The  gastro-intestinal  symptoms  are  often  the 
most  prominent.  It  should  be  emphasized  that  the 
general  and  remote  symptoms  of  infections  in  the 
ear,  nose,  and  throat  of  children  are  more  impor- 
tant than  the  local  signs,  and  the  examination  of 
the  child  is  not  complete  unless  these  infections 
are  sought.  The  parenteral  infections  that  Dr. 
Hobson  spoke  of  bearing  a definite  relation  to 
gastro-intestinal  diseases  is  well  recognized;  but, 
an  important  feature  in  these  cases  is  that  the 
infection  is  seldom  obvious  and  is  usually  well 
hidden.  In  cases  of  mastoid  involvement  one  will 
usually  find  n_o  signs  relating  to  the  ear  or  mas- 
toid. Some  redness  may  be  present  but  quite  often 
the  drum  shows  no  redness  whatsoever,  but  the 
sign  of  greatest  value  is  a sagging  or  bulging  of 
the  posterior  superior  canal  wall. 

As  Dr.  Hobson  has  brought  out,  the  symptoms 
are  those  of  severe  alimentary  intoxication,  with 
vomiting  as  a chief  symptom. 

We  know  that  we  do  not  have  the  severe  cases 
of  mastoiditis  that  are  reported  in  other  sections 
of  the  country.  Marriott  thinks  many  of  these 
cases,  probably  50  per  cent  are  accompanied  by 
gastro-intestinal  symptoms.  Unless  we  make  a 
careful  analysis  in  each  case  I am  afraid  that 
many  mastoids  may  be  drained  unnecessarily. 

We  must  take  all  of  this  into  consideration,  for 
the  disturbance  may  be  due  to  an  upper  respira- 
tory infection  or  to  a food  disturbance. 

I think  the  salient  point  is  that  these  infections 
can  cause  such  symptoms,  and  that  unless  careful 
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and  routine  examination  is  made,  this  condition  is 
overlooked.  Important  things  to  remember  are 
that  diseases  of  the  mastoid  and  sinuses  are  more 
common  than  is  usually  realized.  We  ought  to 
go  away,  not  with  the  idea  that  every  diarrhea 
is  due  to  disease  of  the  mastoids  or  sinuses,  but 
that  disease  of  the  mastoids  and  sinuses  are  some- 
times accompanied  by  a secondary  diarrhea. 

Jenkins  states  that  75  per  cent  of  asthma  in 
children  will  clear  up  after  the  removal  of  tonsils 
and  adenoids,  and  thinks  that  this  is  always  the 
first  procedure  in  treating  asthma,  also,  that  the 
sinuses  should  be  considered  a factor  until  proven 
otherwise,  but  we  know  only  a few  cases  of  asthma 
are  directly  due  to  infected  tonsils  or  para  nasal 
sinuses.  Of  course  if  such  infection  is  found,  it 
should  be  removed,  more  to  increase  the  general 
resistence  of  the  patient  than  to  cure  the  asthma 
primarily. 

The  incidence  of  acute  abdominal  pain  occurring 


with  the  acute  upper  respiratory  infections  is  in- 
teresting, and  often  confusing.  The  pain  is  fre- 
quently the  first  symptom  noticed,  it  is  seldom 
severe  and  is  generally  located  around  the  region 
of  the  umbilicus,  and  it  is  seldom  localized.  Ten- 
derness is  the  exception  rather  than  the  rule.  The 
practical  importance  of  this  phenomena  lies  in  the 
fact  that  we  must  recognize,  that  abdominal  pain 
may  occur  in  children  as  a symptom  of  throat  in- 
fection and  that  it  is  usually  of  little  significance. 
I should  like  to  state  very  emphatically  that  while 
non-appendical  abdominal  pains  are  much  more 
frequent  as  an  accompaniment  of  throat  infections 
in  children,  than  are  those  due  to  an  inflamed 
appendix,  but  this  fact  should  not  at  any  time 
stand  in  the  way  of  a diagnosis  of  appendicitis 
if  definite  symptoms  of  appendicitis  are  present. 

This  paper  is  very  timely  for  we  have  just  gone 
through  a period  of  upper  respiratory  infections 
in  Nashville. 


October,  1928 
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MENT OF  PUBLIC  HEALTH* 


E.  L.  Bishop,  M.D.,  C.P.H.,  Nashville 
Commissioner,  Tennessee  State  Department  of  Public  Health 


ONE  of  the  greatest  teachers  of  pre- 
ventive medicine  has  said  that  the 
practicing  physician  is  the  most  es- 
sential arm  of  preventive  medicine.  This 
thought  is  dominant  in  the  policy  of  the 
Tennessee  State  Health  Department.  It  is 
our  conviction  that  unless  we  shall  so  estab- 
lish our  policy  and  program  as  to  deserve 
the  confidence,  cooperation  and  partner- 
ship of  the  medical  profession,  we  cannot 
possibly  be  successful  in  delivering  an  ade- 
quate amount  of  service  to  the  people  of 
the  State  in  the  protection  and  promotion 
of  the  public  health.  Preventive  medicine 
is  essentially  a specialty  of  medicine  and 
bears  much  the  same  relationship  to  the 
general  field  of  medicine  as  is  borne  by  the 
other  specialties.  Hence  public  health  ad- 
ministrators must  be  careful  to  observe  the 
limitations  imposed  by  specialization  and 
not  to  transgress  fields  of  endeavor  not 
legitimate  in  protection  of  the  public  inter- 
est. 

It  is  the  feeling  of  the  State  Health  De- 
partment that  both  the  physician  and  the 
public  health  worker  have  a responsibility 
in  serving  the  public  interest.  It  is  the  uni- 
versal experience  of  the  State  Health  De- 
partment that  the  partnership  and  coopera- 
tion of  practicing  physicians  can  be  secured 
if  problems  are  taken  to  the  individual 
physicians  and  organizations  concerned, 
frankly  discussed  and  a course  of  procedure 
agreed  upon.  This  method  of  managing 
problems  that  are  to  any  extent  controver- 
sial has  proven  universally  successful  and 
has  become  a basic  element  in  our  policy. 

In  illustration  of  this  policy,  let  me  cite 
the  activities  of  the  newly  established  Di- 
vision of  Tuberculosis  Control  in  our  De- 
partment. At  the  outset,  a director  was 

*Read  before  the  meeting  of  the  West  Tennessee 
Medical  Association,  May  16,  17,  1928. 


chosen  for  this  division  who  thoroughly  ap- 
preciated the  importance  of  cooperative  ef- 
fort and  this  element  in  our  policy  was  im- 
pressed upon  him  in  the  beginning.  One  of 
the  most  necessary  parts  of  tuberculosis 
control  activity  is  early  case  finding  and 
this  is  the  point  at  which  we  are  making  our 
beginning.  Naturally  to  find  early  cases  of 
tuberculosis,  we  must  establish  diagnostic 
clinics  and  up  to  this  time  such  clinics  have 
been  held  in  sixty-five  counties  of  the  State 
with  more  than  five  thousand  examinations 
and  the  discovery  of  one  thousand  active 
cases  of  tuberculosis.  Before  a clinic  is 
established  in  any  county,  the  whole  plan  of 
activity  is  discussed  before  the  County 
Medical  Society,  or,  where  there  is  no  medi- 
cal society  with  a majority  of  the  local  phy- 
sicians. Care  is  taken  to  explain  every  step 
in  the  development,  contact  and  follow-up 
of  the  diagnostic  clinics.  The  Medical  So- 
ciety is  told  that  the  State  Health  Depart- 
ment will  not  attempt  the  development  of  a 
single  clinic  unless  definite  approval  is  given 
by  the  society.  In  no  instance  has  this  ap- 
proval been  withheld.  If  it  should  be  with- 
held, no  clinic  would  be  developed  until  ap- 
proval was  granted.  Here  is  a splendid  ex- 
ample of  the  partnership  that  should  exist 
between  public  health  workers  and  the  prac- 
ticing profession.  It  is,  I believe,  a proper 
function  of  the  public  health  worker  to  as- 
sist in  finding  early  cases,  since  these  cases 
would  not  consult  a physician  until  after 
the  disease  was  well  advanced  and  present- 
ing obvious  symptoms.  On  the  other  hand, 
if  case  finding  is  to  be  of  any  value,  the  dis- 
covered cases  must  be  placed  under  the  ac- 
tive care  of  a physician,  for  discovery  is 
useless  unless  treatment  is  available.  The 
successful  partnership  program  in  this  in- 
stance is  demonstrated  by  the  fact  that 
practically  every  case  discovered  in  the  di- 
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agnostic  clinics  has  been  successfully  placed 
under  the  care  of  the  family  physician. 

Another  item  in  our  policy  will  further 
illustrate  our  point  of  view.  The  Division 
of  Local  Organization  of  the  State  Health 
Department  has  charge  of  the  development 
and  coordination  of  full-time  county  health 
departments.  The  first  step  looking  to  the 
establishment  of  a full-time  county  health 
department  is  the  presentation  of  the  entire 
plan  and  program  to  the  local  medical  so- 
ciety. If  approval  is  withheld  by  the  society, 
no  further  activity  is  engaged  in  relative  to 
the  development  of  the  local  health  depart- 
ment. The  soundness  of  this  plan  is  proven 
by  the  very  substantial  growth  and  wide  ex- 
tension of  full-time  county  health  work  dur- 
ing the  past  five  years.  At  the  beginning  of 
this  period,  only  five  counties  had  full-time 
county  health  departments  and  but  12%  of 
our  rural  population  was  thus  protected.  At 
present,  we  have  nineteen  full-time  county 
health  departments  and  as  of  July  1,  not 
less  than  twenty-two  will  have  been  organ- 
ized. The  total  population  under  such  pro- 
tection has  mounted  to  38%  of  that  fraction 
of  our  population  residing  in  rural  areas. 

It  is  our  belief  that  the  entire  State  health 
program  must  be  built  essentially  on  a foun- 
dation of  full-time  local  health  work.  We 


think  that  a large  highly  centralized  State 
Health  Department  should  not  be  devel- 
oped, but  that  in  the  State  Health  Depart- 
ment, we  should  have  a compact  expert  con- 
sultant service  group  to  develop,  coordinate 
and  serve  local  health  organizations,  thus 
in  turn  serving  the  people  as  a whole.  This, 
incidentally,  is  the  modern  point  of  view 
relative  to  public  health  administration. 
More  and  more  as  administrators  are 
brought  to  a realization  that  protection  of 
the  public  health  is  a full-time  job,  public 
health  organization  is  being  decentralized 
so  that  service  may  be  directly  delivered. 
It  is  realized  that  the  central  organization 
is  a highly  essential  part  of  the  organiza- 
tion as  a whole,  since  there  must  be  some 
coordinating  influence  for  local  health  de- 
partments if  chaos  and  confusion  is  to  be 
prevented  and  since  there  must  be  some 
agency  on  which  local  health  departments 
can  draw  for  expert  consultant  service.  In 
view  of  the  fact  that  it  is  impossible  for 
a State  Health  Department  to  develop  a 
sound  public  health  policy  except  with  the 
cooperation  of  organized  medicine,  may  I 
not  request  your  active  assistance  in  the 
development  of  a constructive  program  in 
this  State? 


October,  1928 
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THE  MANAGEMENT  OF  MALIGNANCIES  IN  AND  AROUND  THE  ORAL 

CAVITY* 


Carl  R.  Crutchfield,  M.D.,  Nashville 


UP  until  the  past  few  years,  malignan- 
cies in  and  around  the  oral  cavity  have 
been  most  difficult  to  treat  and  the  re- 
sults of  surgery  alone  have  not  been  en- 
tirely satisfactory.  With  the  advent  of  ra- 
dium and  X-ray  many  of  these  cases  re- 
ceived radiation  treatment  alone  and  were 
markedly  benefited  and  their  lives  prolonged 
without  the  high  surgical  mortality;  but 
often  times,  the  remote  results  were  far 
from  satisfactory.  After  many  observations 
on  numerous  cases  by  careful  investigators, 
the  combined  method  of  attack,  (that  is 
the  selective  employment  of  surgery,  elec- 
trocoagulation, radium,  and  X-ray  as  the 
individual  case  warranted;  this  depends  on 
the  location,  severity,  anatomical  structure 
and  the  patient)  was  found  to  be  most  sat- 
isfactory, with  less  pain  and  discomfort,  as 
well  as  superior  clinical  results.  By  the 
combined  method  is  meant  the  adaptation  of 
the  various  remedies  and  procedures  to  the 
individual  cases. 

With  the  introduction  to  these  cases  of 
the  surgical  diatherm  or  dessication  or  elec- 
trocoagulation, as  it  is  variously  called,  a 
distinct  advantage  was  obtained.  The  moist 
mucous  membrane  was  responsive  to  ra- 
dium and  X-ray  therapy,  but  when  a large 
dose  was  used,  the  reactions  were  quite  se- 
vere and  often  alarming  and  in  a few  cases 
were  quite  painful  and  slow  to  recovery. 
The  bone  and  nerve  tissues  were  quite  re- 
sistant to  X-ray  treatment  or  radium  treat- 
ment and  often  after  the  malignant  tissue 
had  retrogressed,  the  nerve  endings  and 
bone  were  exposed  and  the  wound  was  quite 
painful  and  very  malodorous  and  slow  to 
heal,  as  the  sequestrum  of  bone  after  radia- 
tion separates  slowly.  It  was  early  seen 
that  after  destruction  of  malignant  tissue 
with  the  electric  cautery  or  hot  iron  that 
the  wound  healed  more  rapidly  than  with  a 


cautery  dose  of  radium  but  was  none  the 
less  painful  and  the  patients  often  required 
opiates  for  the  relief  of  their  suffering.  The 
taking  of  food  was  also  often  difficult,  pain- 
ful and  troublesome.  Many  would  lose  much 
weight  and  strength,  and  as  a result  of 
which  recovery  was  slow  because  of  insuf- 
ficient food  ingested.  With  the  introduction 
of  electrocoagulation  instead  of,  or  to  sup- 
plement, the  cautery  or  radium  in  these 
cases,  it  was  found  that  there  was  little,  if 
any,  pain  in  the  wound  and  that  opiates 
were  seldom  required  and  the  taking  of 
food  was  not  interferred  with.  This  les- 
sened pain  is  due  to  the  fact  that  nerve 
tissue  is  most  sensitive  to  electrocoagula- 
tion, the  nerves  are  cut  short,  and  the 
wounds  and  scar  tissues  do  not  involve  them 
in  the  healing  process. 

To  use  electrocoagulation  or  the  actual 
cautery  in  the  mouth,  local  anesthesia  was 
often  satisfactory,  if  the  area  was  large,  a 
general  anesthesia  was  necessary.  Nitrous 
oxide  or  ethylene  are  ruled  out  because  of 
their  explosive  qualities.  Chloroform  is  too 
dangerous  for  prolonged  anesthesia. 

Ether  is  satisfactory  by  the  drop  method 
to  get  the  patient  well  under,  but  it  is 
troublesome  and  uneven  as  it  must  be  dis- 
continued temporarily  while  using  the  cau- 
tery or  electrocoagulation ; then  the  patient 
comes  out,  gags,  vomits,  and  soils  your  field. 
With  the  introduction  of  rectal  ether  anes- 
thesia in  labor  (Gwathney  synalgistic  anes- 
thesia) better  anesthesia  for  many  of  these 
cases  was  found.  With  it  there  was  only  4% 
negative  results  and  no  serious  effects  on 
mother  and  child  in  5,800  obstetrical  cases 
at  the  New  York  Lying-in  Hospital  as  re- 
ported by  Haner.f 

*Read  before  the  Upper  Cumberland  Medical 
Society  at  McMinnville,  Tenn.,  November,  1927. 

fj.  A.  Haner,  A.  J.  Obst.  and  Gynec.,  Vol.  XIII, 
No.  4,  page  486,  April,  1927. 
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It  is  a relatively  safe  anesthetic  and  can 
be  used  even  in  the  aged  and  lessens  post 
operative  respiratory  complications.  We  be- 
gan to  use  this  in  the  oral  cases  two  years 
ago.  We  have  found  it  quite  satisfactory 
even  when  the  operation  is  prolonged  as 
much  as  two  hours. 


Figure  1 

A.  Extensive  ulcerating  epithelioma  of  entire 
lower  lip.  Refused  excision.  Palliative  heavy 
cross-fire  radium  treatment  to  lip  and  radium  packs 
to  draining  lymphatics. 

B.  Entirely  healed  in  2 months  with  very  little 
deformity,  2 subsequent  radium  treatments  and 
no  recurrence  in  a year. 

The  plan  that  we  have  employed  in  the 
ulcerating  malignancies  in  the  oral  cavity, 
in  general,  is  to  remove  the  malignant  tissue 
with  the  actual  cautery  when  possible  with 
electrocoagulation  of  the  base  to  prevent 
subsequent  hemorrhage  and  pain.  This  is 
then  followed  with  prophylactic  radium  and 
X-ray  radiation  to  the  lesion  itself  and  the 
draining  lymphatics.  It  must  be  considered 
that  healing  can  only  occur  when  a bed 
of  healthy  tissue,  capable  of  producing  good 
granulation,  surrounds  the  growth.  If  the 
bone  is  involved  or  is  exposed,  it  should  be 
removed,  if  possible;  or  as  much  of  it 
should  be  removed  in  order  to  prevent  se- 
questration and  not  inhibit  healing.  At  the 
end  of  ten  days  or  two  weeks,  when  the  in- 
fection has  subsided  and  there  is  healthy 
granulation,  prophylactic  radiation  is  em- 
ployed. We  give  less  than  a cautery  dose 
of  radium  to  the  mucous  membrane  and  de- 
pended more  on  cross-firing  with  radium  or 
X-ray  for  the  prophylactic  effect.  These 
cases  are  given  most  of  the  radiation  at  the 
first  treatment;  they  return  at  two  months 


intervals  for  observation,  and  usually  two 
additional  radiation  treatments  are  given 
if  necessary.  We  rarely  give  more  than 
three  radium  treatments  or  six  X-ray  treat- 
ments during  one  year. 

Epithelioma  of  the  Lower  Lip  com- 
prises about  half  of  the  cases  of  epithelioma 
in  this  region.  It  usually  originates  at  the 
junction  of  skin  and  mucous  membrane.  It 
can,  however,  begin  on  either  the  skin  or 
mucous  membrane  surface.  Those  that  orig- 
inate on  the  mucous  membrane  are  less 
favorable  to  treatment  because  they  metas- 
tasize early.  They  are  usually  of  the  squa- 
mous cell  type.  For  those  less  than  1 c.m. 
in  diameter  and  not  too  deeply  infiltrated, 
radium  may  give  excellent  results.  How- 
ever, if  the  lesion  is  larger  and  does  not  re- 
spond promptly  to  radiation  in  six  weeks, 
electrocoagulation,  cautery,  or  excision  is 
advisable.  Post-operative  prophylatic  radia- 
tion at  two  months  intervals  is  advisable. 
The  lymphatic  glands  should  receive  heavy 
prophylactic  radiation  whether  they  are 
palpable  or  not.  If  they  are  palpable,  and 
it  is  a favorable  case,  and  does  not  respond 
to  radiation  in  six  weeks,  they  should  be 
excised  or  should  receive  implantive  radium 


Figure  2 

A.  Extensive  basal  cell  ulcerating  epithelioma 
cheek  extending  down  to  but  not  involving  vuccal 
mucous  membrane,  showing  radium  needles  be- 
neath and  around  tumor.  Two  subsequent  radium 
treatments. 

B.  Shows  small  scar  remaining  after  4 years. 
No  recurrence. 

radiation.  This  also  holds  true  for  cervical 
glands  associated  with  other  malignancies 
in  the  oral  cavity. 
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Carcinoma  of  the  Lingual,  Buccal, 
AND  Pharyngeal  Mucous  Membranes: 
An  epithelioma  of  these  structures  is  often 
unfavorable  and  refractory  to  treatment, 
but  occasionally,  excellent  results  are  ob- 
tained. If  it  is  superficial,  electrocoagula- 
tion and  surface  application  of  radium  with 
prophylactic  glandular  radiation  is  em- 
ployed. If  it  is  indurated,  cauterization, 
coagulation,  buried  radium  or  radium  seeds 
with  prophylactic  radiation  of  draining 
lymphatics  is  often  effective.  We  have 
only  a few  cases  of  epithelium  of  this  re- 
gion alive  and  well  five  years  after  treat- 
ment. 

Leukoplakia  are  frequently  the  fore- 
runner of  the  above  epitheliomata  and 
should  be  treated  radically.  The  best  treat- 
ment is  destruction  with  the  actual  cautery, 
electrocoagulation,  and  a sub  cautery  dose 
of  radium.  However,  if  radium  alone  is 
used  a caustic  dose  of  radium  is  effective 
but  convalescence  is  more  painful.  Sub- 
sequently oral  hygiene  and  the  discontinu- 
ing of  the  employment  of  tobacco  should 
be  insisted  upon. 


Epulis  is  also  frequent  and  is  a pre- 
cancerous  condition  and  the  same  treat- 


Figure  3 

A.  Epithelioma  of  lower  lip,  three  radium  treat- 
ments only. 

B.  No  recurrence  after  three  years. 

ment  as  for  leukoplakia  is  often  satisfac- 
tory. Furthermore  the  removal  of  all  dis- 
eased teeth  is  important  to  prevent  a re- 
currence. 


Carcinoma  of  the  Tongue  is  of  the 
squamous  cell  type,  and  it  invades  the 
lymphatic  glands  early,  hence  successful 
treatment  is  most  difficult.  In  the  super- 
ficial cases  electrocoagulation  with  a sub- 
caustic dose  of  surface  radium  and  the  im- 
plantation of  radium  needles  or  seeds  is 


Figure  4 

A.  Marginal  recurrence  of  epithelioma  of  an- 
gle of  mouth  after  radium  treatment  elsewhere. 
Three  radium  treatments  here. 

B.  No  recurrence  3 years  later. 

advised.  Care  must  be  taken  not  to  pro- 
duce a slough  by  over-dose.  The  cervical 
glands  should  receive  adequate  prophylac- 
tic radiation,  and  if  they  do  not  respond  to 
this,  they  should  be  excised  by  block  dissec- 
tion or  receive  implantation  of  radium 
needles  or  radium  seeds. 

Carcinoma  of  the  Inferior  Maxilla 
AND  Floor  of  Mouth  usually  begins  on  the 
alveola  process  and  then  extends  onto  the 
floor  of  the  mouth  or  cheek.  Often,  it  is 
impossible  to  determine  its  exact  origin.  It 
tends  to  metastasize  early  into  adjacent 
lymphatic  glands  and  is,  therefore,  of  more 
unfavorable  prognosis  than  that  of  the 
superior  maxilla.  If  the  lesion  is  very 
small,  and  there  is  no  lymphatic  extension, 
radium  and  electrocoagulation  may  be  suffi- 
cient. If,  however,  there  is  extension  to 
the  floor  of  the  mouth  and  infection  and 
osteomyelitis  is  present,  more  radical  meas- 
ures are  necessary.  Under  rectal  anesthe- 
sia, the  malignant  tissue  is  destroyed  with 
the  actual  cautery  provided  the  area  is 
large  and  electrocoagulated.  If  there  are 
loose  teeth  and  diseased  bone  these  are  re- 
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moved,  and  the  base  is  electrocoagulated 
to  control  bleeding,  and  subsequent  pain. 
If  there  is  an  abscess  formation  in  the  soft 
tissues,  it  should  be  adequately  drained.  In 
cases  where  the  entire  bone  is  destroyed  or 
there  is  a pathological  fracture  of  the 
lower  jaw,  the  lower  jaw  on  one  side  may 
be  removed  and  the  lingual  and  submax- 
illary glands  removed  and  the  cavity  elec- 
trocoagulated and  packed  with  gauze.  This 
is  followed  ten  days  or  two  weeks  with  sur- 
face radiation  and  prophylactic  radiation 
of  the  draining  cervical  glands. 

If  there  is  only  a small  area,  the  floor  of 
the  mouth  may  receive  electrocoagulation 
and  surface  radiation.  We  have  one  case 
so  treated  that  is  alive  and  well  after  six 
years. 

Sarcoma  of  the  Bone  of  the  Lower 
Jaw  may  be  treated  by  radium  appliatively 
after  accurate  diagnosis,  by  radium  needles 
and  surface  radiation,  but  in  more  of  them 
resection  is  required  to  effect  a cure. 

Carcinoma  of  superior  maxilla  often  re- 
spond favorably  to  radium  treatment,  if 
very  small.  This  begins  often  at  the  alveola 
process  of  the  jaw  at  carious  teeth  and  may 
extend  into  the  antrum  and  this  may  be  in- 
vaded early  by  the  growth.  Metastasis  oc- 
curs relatively  late.  Radium  may  be  suc- 
cessful but  there  is  always  the  possibility 
of  antral  involvement  especially  if  in- 
durated. With  the  use  of  radium  alone  af- 
ter the  malignant  tissue  is  destroyed,  a 
painful  osteomyelitis  of  the  upper  jaw  may 
remain.  In  the  past  few  years,  we  have 
treated  these  cases  radically  according  to 
the  plan  of  new  for  malignant  antra.  The 
malignant  tissue  is  destroyed  with  the  ac- 
tual cautery  and  the  floor  of  the  antrum 
and  alveola  process  removed  and  the  con- 
tents of  the  cavity  is  cauterized  with  the 
hot  iron  and  coagulated  and  radium  treat- 
ment locally  and  externally  used  over  a pe- 
riod of  six  months.  We  have  had  some 
brilliant  and  very  satisfactory  results  from 
this  method.  We  had  a patient  to  gain  100 
pounds  in  three  months  after  this  treat- 
ment, and  he  is  alive  after  six  years.  We 
have  a small  number  of  others  alive  after 
lesser  periods. 


Sarcoma  of  Antrum  are  less  favorable, 
but  excellent  results  may  often  be  obtained 
by  the  above  treatment.  We  have  one  case 
of  three  years,  and  another,  one  and  a half 
years,  free  of  symptoms.  The  case  alive 
and  well  after  three  years  had  extension 
into  the  nose  and  up  the  lachrimal  duct  and 
was  treated  by  making  a large  central  win- 
dow in  the  antrum  and  giving  external  ra- 
diation. We  have  treated  several  that  had 
had  the  Lynch  operation  and  some  through 
a central  window,  but  always  like  to  have 
a permanent  dependent  drain  because  there 
is  less  pain  afterwards  and  a more  satis- 
factory check  against  recurrence  under  the 
direct  vision.  These  cases  that  have  alveola 
openings  can  have  a denture  made  that  is 
quite  satisfactory,  not  only  for  function, 
but  for  intonation. 

A recurrent  tumor  of  his  upper  jaw,  red- 
dish in  color,  the  size  of  the  end  of  a thumb, 
had  seven  operations  up  to  1926  for  tumor 
of  the  right  upper  jaw,  which  was  diag- 
nosed as  adamantinoma  (epulis  sarcoma, 
spindle  celled.)  Two  were  performed  in 
Europe  and  the  others  in  New  York.  The 
tumor  recurred  each  time  in  spite  of  X-ray 
and  radium  treatment.  Under  rectal  anes- 
thesia the  new  operation  for  radical  re- 
moval of  the  antrum  performed  by  us,  fol- 
lowed by  three  radium  treatments.  A well 
fitting  denture  closes  the  large  defect  in 
his  upper  jaw  and  closes  the  antrum.  With 
the  denture  in  place,  he  has  a normal  voice, 
but  without  it,  he  speaks  through  his  nose. 
Two  and  a half  years  after  his  operation 
he  is  free  of  recurrence. 

The  mixed  tumors  of  the  upper  jaw, 
odontoma,  myxomata,  adenocarcinomata, 
etc.,  respond  satisfactorily  to  similar  treat- 
ment and  post-operative  radiation. 

Fibroma  of  the  Nasopharynx  should 
have  radiation  alone.  They  are  pathologi- 
cally benign,  but  clinically  malignant  as 
they  destroy  by  extension  and  pressure. 

Mixed  Tumors  of  the  Nasopharynx 
are  best  treated  by  excision  with  the  cap- 
sule and  followed  by  prophylactic  radiation. 
We  have  had  three  of  these  so  successfully 
treated.  The  exterpation  of  the  tumors 
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was  preceded  by  temporary  clamping  of  the 
common  caroted  artery  to  control  the  bleed- 
ing during  removal.  In  none  of  these  cases 
was  the  bleeding  excessive  and  the  clamp 
was  removed  at  the  conclusion  of  the  op- 
eration. If  it  is  not  possible  to  remove 
these  tumors  surgically,  radiation  alone  will 
give  marked  palliation  and  often  cure. 

Summary 

1.  The  precancer ous  lesions  of  the  oral 
cavity  should  receive  radical  treatment  and 
corrective  oral  hygiene  and  careful  subse- 
quent observation. 

2.  Early  malignancy  of  oral  cavity  should 
be  treated  radically  by  cauterization,  elec- 
trocoagulation, and  post-operative  radia- 
tion. 


3.  The  more  advanced  cases  should  be 
treated  radically  if  there  is  hope  of  cure 
by  cauterization,  electrocoagulation,  re- 
moval of  bone  and  glands,  etc.,  or  if  there 
is  hope  of  palliation  and  relief  of  pain,  they 
should  receive  selective  treatment. 

4.  In  advanced  cases,  palliation  only 
should  be  employed  for  the  relief  of  pain 
to  control  hemorrhage,  or  prolong  life. 
Electrocoagulation  is  an  efficient  palliative 
measure  and  greatly  lessens  pain,  espe- 
cially when  supplemented  by  appropriate 
alcohol  nerve  injections. 

5.  Modified  rectal  anesthesia  is  an  ideal 
anesthetic  especially  when  combined  with 
local  novocain  anathesia  for  the  radical  op- 
eration and  treatment  of  malignancies  in 
and  about  the  oral  cavity. 
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Organization  in  the  State 

Our  investigations  reveal  that  there  are 
scattered  throughout  the  state  about  three 
hundred  doctors  who  are  eligible  to  mem- 
bership in  the  state  society  who  are  not 
members.  Most  of  these  doctors  reside  in 
counties  with  a medical  organization.  As 
to  whether  or  not  a large  per  cent  of  the 
three  hundred  doctors  would  be  elected  if 
they  were  to  apply  for  membership,  of 
course,  we  do  not  know. 

We,  therefore,  fell  upon  the  plan  of  re- 
questing a district  conference  of  the  officers 
of  the  county  societies  in  each  district  un- 
der the  auspices  of  the  councilor  of  each 
district  with  a view  to  the  development  of 
facts  which  would  show  whether  officers  of 
county  societies  have  made  all  the  effort 
possible  to  build  their  membership  up  to 
the  limit.  Officers  might  be  stimulated  to 
put  forth  extra  effort  toward  completing 
the  organization  in  counties  where  there  is 
a reasonable  number  of  non-members. 

As  has  been  stated  before,  this  office  is 
limited  as  to  the  activities  that  are  permis- 
sible. This  office  can  request  a non-member 
doctor  to  apply  to  some  county  society  for 
membership.  That  is  as  far  as  we  can  go. 
If  the  county  society  rejects  the  applicant 
there  is  nothing  more  for  this  office  to  do 
because  the  constitution  wisely  provides 
that  each  society  shall  determine  its  own 
membership  within  the  limits  of  the  provi- 
sions of  the  constitution. 

It  has  been  our  feeling,  too,  that  more 
interest  in  organization  activities  is  stimu- 
lated when  the  organization  is  large  enough 
to  insure  a good  attendance  and  a good 
program  at  each  regular  meeting.  There 


are  a number  of  societies  in  the  state  that 
are  too  small  to  assure  these  advantages 
and  when  programs  lag  and  when  interest 
lags  membership  also  lags. 

We  are  anxious  that  the  profession  give 
serious  thought  to  the  matter  of  combining 
counties  where  such  combinations  are  feas- 
ible by  reason  of  roads  and  proximity  to 
the  end  that  the  state  will  have  about  thirty 
active  county  societies. 

The  membership  of  the  state  society  to 
date  is  larger  than  it  was  at  this  date  a year 
ago.  We  believe  that  the  membership  will 
reach  seventeen  hundred  during  this  year. 

A great  deal  of  work  has  been  spent  on 
the  correction  of  the  census  which  gives  us 
fairly  complete  information  on  all  the  doc- 
tors in  the  state,  and  according  to  our  in- 
formation, we  could  not  possibly  increase 
the  membership  in  the  society  beyond 
eighteen  hundred  under  present  conditions. 
It  would  be  very  gratifying  if  we  could 
bring  the  membership  to  the  limit. 

The  further  we  go  and  the  more  observa- 
tions we  make  as  to  medical  conditions  in 
communities  the  more  we  are  impressed 
with  the  fact  that  counties  where  there  ex- 
ists a wide-awake  profession  of  medicine 
that  is  well-organized  and  functioning  the 
medical  problems  of  that  community,  be 
they  preventive  medicine  or  what  not,  are 
handled  to  the  best  interest  of  the  public. 
This  leads  us  to  say  that  there  exists  today 
no  greater  safeguard  to  the  public  health 
than  a well-organized  medical  profession. 
There  is  no  organization  in  the  state  that 
can  now  or  ever  will  supplant  the  profes- 
sion of  medicine  as  the  group  of  citizens 
who  will  best  serve  the  public  in  taking- 
care  of  its  medical  problems. 


Education  op  the  Public  Along 
Medical  Lines 

Our  desk  is  occasionally  piled  high  with 
samples  of  literature  designed  to  educate 
the  public  along  medical  lines.  The  daily 
press  of  the  country  devotes  a large  amount 
of  space  to  this  problem  of  educating  the 
public  along  medical  lines.  In  fact,  one 
rarely  sees  a daily  paper  which  does  not 
carry  several  items  bearing  on  this  subject. 
Magazines  are  equally  liberal  in  the  space 
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they  devote  to  this  problem.  Many  lay  or- 
ganizations and  many  insurance  companies 
distribute  vplumes  of  literature  intended  to 
educate  the  public  along  medical  lines.  The 
government,  both  state  and  national,  is 
sending  out  large  quantities  of  literature. 
Medical  organizations,  particularly  the 
American  Medical  Association,  carries  on  a 
great  deal  of  work  designed  to  educate  the 
public  along  the  lines  of  preventive  medi- 
cine. 

A sample  of  a magazine  article  is  before 
me  now.  It  is  to  appear  in  the  October  is- 
sue of  McCall’s  Magazine.  It  is  written  by 
Dr.  C.  F.  Finsterwald  and  deals  with  the 
subject,  “How  are  Blood  Transfusions 
Made.”  The  editor  of  the  McCall’s  Maga- 
zine is  to  be  credited  with  a laudable  pur- 
pose. Doubtless  the  doctor,  too,  is  ambi- 
tious to  serve  the  public,  but,  for  the  life  of 
us,  we  cannot  see  wherein  an  article  on  the 
above  subject  can  be  of  the  slightest  benefit 
to  the  public.  The  doctor  in  charge  of  a 
patient  who  needs  a blood  transfusion  will 
do  it  or  have  it  done.  It  is  of  no  earthly 
benefit  to  the  patient  to  know  the  technique. 
Patients  don’t  decline  the  operation  when 
necessary. 

It  must  go  without  saying  that  much  of 
the  effort  that  is  being  put  forth  is  equally 
useless  and,  in  fact,  some  of  the  propaganda 
is  downright  harmful  in  that  it  has  the  same 
effect  as  a patent  medicine  advertisement. 
It  has  the  effect  of  leading  the  patient  to 
conduct  the  treatment  of  his  own  case  un- 
der the  assumption  he  has  been  educated. 
The  public  cannot  be  given  a medical  edu- 
cation by  this  method.  We  all  know  the 
danger  of  a smattering  knowledge  of  any 
subject. 

If  we  were  to  formulate  a definite  ob- 
jective, and  spend  all  the  money  and  energy 
that  is  being  spent  in  educating  the  public 
along  medical  lines  toward  a definite  objec- 
tive it  seems  to  us  we  would  get  much  fur- 
ther at  far  less  cost.  The  ideals  toward 
which  we  should  work  are  two-fold.  1.  A 
well-equipped  and  well-organized  profession 
of  medicine.  2.  An  attitude  on  the  part  of 
the  public  to  trust  and  consult  the  doctors. 
Propaganda  toward  these  ends,  it  seems  to 
us,  would  accomplish  far  more  in  the  in- 


terest of  the  public  than  all  the  movements 
aimed  at  giving  to  the  public  directly  a 
smattering  idea  of  scientific  medicine. 

We  have  witnessed  over  and  over  again 
the  failure  to  get  any  public  response  to  an 
educational  effort.  We  have  again  wit- 
nessed the  great  benefit  that  comes  to  the 
public  when  a local  situation  arises  which 
calls  for  the  giving  out  of  specific  informa- 
tion and  a definite  public  cooperation.  For 
instance,  in  the  case  of  a threatened  typhoid 
epidemic  the  local  profession  can  give  out 
the  proper  information.  The  public  mind 
is  in  the  attitude  of  receiving  the  informa- 
tion and  acting  upon  it.  Concerted  action, 
therefore,  is  brought  about  and  the  coopera- 
tive effort  brings  about  the  greatest  possible 
good  to  the  public. 

The  greatest  safeguard  the  public  has  to- 
day against  epidemics  and  dangerous  medi- 
cal conditions  of  all  characters  is  a well- 
equipped,  well-organized  profession  of 
medicine.  A necessary  correllary  to  this  is 
a trustful,  cooperating  public.  The  knowl- 
edge a doctor  possesses  is  worthless  to  him 
and  to  the  public  until  is  has  been  brought 
to  bear  upon  a condition  which  needs  it. 
All  the  educational  effort  which  leads  lay 
people  to  believe  that  they  are  equipped  to 
handle  medical  problems  is  dangerous.  A 
broader  perspective  than  the  most  highly 
educated  layman  can  have  is  necessary  to 
the  proper  handling  of  any  medical  prob- 
lem, be  it  preventive  medicine  or  the  care 
of  sick  people.  So  we  would  like  to  see  lit- 
erature designed  to  build  up  a more  trustful 
attitude  of  the  public  toward  the  profes- 
sion, which  after  all  the  public  must  depend 
upon  regardless  of  whether  it  is  worthy  of 
trust  or  not. 

The  medical  profession  has  spent  much 
energy  and  effort  toward  the  creation  of  a 
profession  that  is  worthy  of  public  confi- 
dence and  in  our  humble  judgment  it  has 
accomplished  this  purpose  to  a large  ex- 
tent. 


Under  the  heading  of  Communications 
will  be  found  a letter  from  the  President  of 
the  Tennessee  State  Medical  Association, 
Dr.  K.  S.  Howlett.  It  is  well  worth  the  at- 
tention of  the  profession. 
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The  Woman^s  Auxiliary 


Minneapolis  Meeting  of  the 
National  Auxiliary 

The  sixth  annual  session  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Asso- 
ciation was  held  in  Minneapolis,  Minn.,  June 
11-15,  1928.  Over  1,200  women  registered 
and  they  were  delightfully  entertained  and 
cared  for  by  the  local  auxiliaries. 

The  business  meetings  were  largely  at- 
tended, 400  women  being  present  at  the 
all-day  session  on  June  14.  Much  interest 
was  given  to  the  reading  of  the  papers  and 
state  reports.  There  are  now  well-organ- 
ized and  efficient  units  in  thirty  states. 

The  abstracted  proceedings  will  be 
printed  at  an  early  date  and  a copy  sent  to 
the  entire  membership. 

The  following  officers  were  elected : 

President — Mrs.  Allen  H.  Bunce,  360  Ponce  De 
Leon  Ave.,  N.  E.,  Atlanta,  Ga. 

President-Elect — Mrs.  Geo.  H.  Hoxie,  3719  Penn- 
sylvania Ave.,  Kansas  City,  Mo. 

First  Vice-President — Mrs.  Evarts  V.  De  Pew, 
115  East  Agarita  Ave.,  San  Antonio,  Texas. 

Second  Vice-President — Mrs.  David  W.  Parker, 
52  Clark  St.,  Manchester,  N.  H. 

Third  Vice-President — Mrs.  Horace  Newhart,  212 
West  22nd  St.,  Minneapolis,  Minn. 

Fourth  Vice-President — Mrs.  Frank  W.  Gregor, 
1621  North  Meridian  St.,  Indianapolis,  Ind. 

Treasurer — Mrs.  Irvin  Abell,  1433  South  Third 
St.,  Louisville,  Ky. 

Secretar'if — Mrs.  M.  T.  Edgerton,  788  Penn  Ave., 
Atlanta,  Ga. 

Parliamentarian — Mrs.  F.  L.  Adair,  2500  Blais- 
dell  Ave.,  Minneapolis,  Minn. 

Directors  for  Two  Years — Mrs.  John  0.  McRey- 
nolds,  Dallas,  Texas;  Mrs.  Wayne  W.  Bab- 
cock, Philadelphia,  Pa.;  Mrs.  A.  Haines  Lip- 
pincott,  Camden,  N.  J. 

Directors  for  One  Fear— Mrs.  F.  P.  Gengenbach, 
Denver,  Colo.;  Mrs.  William  E.  Parke,  Phila- 
delphia, Pa.;  Mrs.  J.  T.  Christison,  Minneapo- 
lis, Minn. 

CHAIRMEN  OF  COMMITTEES 

Organization — Mrs.  A.  T.  McCormack,  Louis- 
ville, Ky. 

Health  Education — Mrs.  Geo.  H.  Hoxie,  Kansas 
City,  Mo. 


Hygeia — Mrs.  A.  B.  McGlothlan,  St.  Joseph,  Mo. 

Publicity — Mrs.  T.  C.  Terrell,  Fort  Worth,  Texas. 

Program — Mrs.  Southgate  Leigh,  Norfolk,  Va. 

Finance — Mrs.  G.  Henry  Mundt,  Chicago,  111. 

Entertainment — Mrs.  William  Kuykendall,  Eu- 
gene, Ore. 

Public  Relations — Mrs.  E.  H.  Cary,  Dallas, 
Texas. 

Revision  of  By-Laws — Mrs.  Morris  Fishbein, 
Chicago,  111. 

SPECIAL  APPOINTMENTS 

Auditor — Mrs.  C.  W.  Roberts,  Atlanta,  Ga. 

Historian — Mrs.  E.  V.  De  Pew,  San  Antonio, 
Texas. 

Committee  on  Health  Films — Chairman,  Mrs. 
John  O.  McReynolds,  Dallas,  Texas. 

Committee  on  Resolutions — Chairman,  Mrs.  J.  N. 
Hunsberger,  Norristown,  Pa. 

Committee  on  Credentials  and  Registrations — 
Chairman,  Mrs.  James  N.  Brawner,  Atlanta, 
Ga. 

Special  Advisory  Committee — Mrs.  S.  C.  Red, 
Houston,  Texas,  and  Mrs.  Seale  Harris,  Bir- 
mingham, Ala. 


DEATHS 


Dr.  Thomas  Braxton  Burdine,  aged  64, 
died  at  his  home  in  Lawrenceburg,  on  Au- 
gust 4th.  Dr,  Burdine  graduated  from  the 
Memphis  Hospital  Medical  College  in  1899. 


Dr.  W.  H.  Tanksley,  aged  52,  died  at  his 
home  in  Nashville,  on  October  2nd,  after  a 
brief  illness.  Dr.  Tanksley  graduated  from 
the  Vanderbilt  Medical  School  in  1897  and 
was  licensed  to  practice  in  1898. 


Resolutions  of  the  Gibson  County  Medi- 
cal Society  on  the  Death  of  Dr. 

Thos.  Munsey  Harper 
The  undersigned  committee  appointed  by 
the  Gibson  County  Medical  Society  to 
wTite,  on  behalf  of  the  Society,  resolutions 
on  the  death  of  Dr.  Thomas  Munsey  Har- 
per, submit  the  following: 
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Dr.  Harper  was  born  on  June  27,  1868, 
at  Southside,  Montgomery  County,  Tennes- 
see. He  was  graduated  in  medicine  in  1891 
at  the  University  of  Tennessee,  the  medical 
department  of  which  at  that  time  was  at 
Nashville.  He  practiced  at  Charlotte  and 
Dickson,  in  Dickson  County,  Tennessee,  un- 
til 1916,  when  he  removed  to  Medina,  join- 
ing our  local  society  at  once.  He  volun- 
teered in  the  World  War  in  1918,  serving 
for  about  two  years  overseas.  Upon  his 
discharge  he  located  at  Milan,  where  he  en- 
joyed a lucrative  practice  until  his  death, 
which  occurred  at  Memphis,  August  18, 
1928. 

Thus  ended  the  career  of  one  of  our  most 
esteemed  members.  Dr.  Harper  was  for 
the  last  few  years  of  his  life  a devoted 
church  man,  as  well  as  a trusted  adviser  to 
his  many  patrons.  He  will  be  sadly  missed 
by  all  with  whom  he  was  associated.  We 
wish  to  extend  our  sincerest  sympathy  to 
his  faithful  wife,  children  and  other  mem- 
bers of  his  family. 

Respectfully  submitted, 

G.  W.  Penn,  Chairman. 

G.  C.  Bryant, 

B.  T.  Bennett. 
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REGULAR  MEETINGS  OF  COUNTY 
SOCIETIES 

Anderson  County- — First  Monday  of  each 
month  at  2 p.m.  in  Clinton,  Tenn. 

Bedford  County — Third  Thursday  of 
each  month  at  2 p.m.,  Shelbyville,  in  Dr. 
Ray’s  office. 

Blount  County — Every  Thursday,  8 p.m.. 
First  National  Bank  Building,  Maryville. 

Bradley  County — First  and  third  Thurs- 
days of  each  month,  7 p.m.,  at  the  court- 
house, office  of  county  health  officer. 

Carroll-Weakley-Benton-Henry  Counties 
—Every  second  Tuesday  at  McKenzie. 

Carter  County— First  Thursday  of  each 
month,  7:30  p.m.,  at  the  Lynnwood  Hotel, 
Elizabethton. 

Coffee  County-First  Thursday  of  each 
month. 


Cumberland-Overton-P  u t n a m-W  h i t e 
Counties — Third  Thursday  of  each  month. 

Davidson  County — Every  Tuesday,  8 
p.m..  Doctors’  Building,  Nashville. 

Dyer-Crockett-Lake  C o u n t i e s — First 
Thursday  of  each  month. 

Fayette-Hardeman— First  Thursday  in 
each  month. 

Franklin  County — Last  Friday  in  each 
month  at  Winchester. 

Greene  County — First  Monday  of  each 
month,  11  a.m..  First  National  Bank  Build- 
ing, Greeneville. 

Hamilton  County-Each  Thursday,  8 
p.m..  Manufacturers’  Association,  815 
Broad  Street,  Chattanooga. 

Hardeman  County— First  Tuesday  in 
January,  April,  July  and  October,  Bolivar. 

H a r d i n-Lawrence-Lewis-Perry-Wayne 
Counties— Last  Tuesday  of  each  month. 

Hancock-Claiborne-Union  Counties — Sec- 
ond Monday  in  each  month. 

Haywood  County — Last  Tuesday  of  each 
month.  Brownsville,  7 p.m. 

Jackson  County- — First  Friday  of  each 
month  at  the  courthouse,  Gainesboro. 

Knox  County— Every  Tuesday,  8 p.m.,  at 
Society  Hall  Medical  Building,  Knoxville. 

Lauderdale-T  i p t o n Counties — Second 
Thursday  of  each  month. 

Marshall  County — Every  fourth  Thurs- 
day; Lewisburg. 

McMinn  County— -Every  second  Thurs- 
day, 2 p.m.,  in  Athens. 

Macon-Clay- Jackson  — First  Wednesday 
of  each  quarter. 

Madison  County-First  and  third  Tues- 
day, 8 p.m..  New  Southern  Hotel,  Jackson. 

Montgomery  County  — Every  third 
Thursday  night,  Clarksville. 

Roane  County-First  and  third  Tuesday, 
1 p.m.,  at  the  Red  Cross  Rooms,  Harriman. 

Robertson  County — Third  Tuesdays  of 
each  month. 

Sevier  County — First  Monday  of  each 
month,  7 :30  p.m..  Central  Hotel,  Sevierville. 

Shelby  County — First  and  third  Tuesdays 
Medical  Arts  Building,  Memphis. 
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Warren  County — First  Wednesday  of 
each  month,  1 :30  p.m..  First  Trust  Co.,  Mc- 
Minnville. 

Washington  County — Second  Thursday 
of  each  month,  at  noon.  Hotel  John  Sevier, 
Johnson  City. 

Williamson  County — Second  Tuesday  of 
each  month. 

Wilson  County — First  Wednesday  of  each 
month,  10:30  a.m.,  at  Lebanon. 


Cumberland,  Overton,  Putnam,  White 
Counties. — The  Four  County  Medical  So- 
ciety, which  is  composed  of  Cumberland, 
Overton,  Putnam  and  White  Counties,  was 
organized  and  met  for  the  first  time  March 
1,  1928.  The  officers  elected  were  Dr.  W.  M. 
Johnson,  Sparta,  President;  Dr.  J.  T. 
Moore,  Algood,  Vice-President;  and  Dr. 
H.  H.  Taylor,  Cookeville,  Secretary-Treas- 
urer. 

Great  interest  is  being  shown  in  both  at- 
tendance and  work  on  the  papers.  The  pa- 
pers are  very  interesting  and  beneficial  as 
the  subjects  are  ones  that  deal  with  the  Up- 
per Cumberland  section  problems. 

The  open  forum  type  of  questionnaire  is 
being  used  and  appreciated  by  the  society. 
The  questions  are  brought  up  by  the  indi- 
vidual physicians  and  discussed  by  the  en- 
tire society,  thus  perplexing  questions  can 
be  solved  to  the  satisfaction  of  the  one 
asking  the  question  as  well  as  a benefit  to 
the  other  members  of  the  society. 

The  meetings  are  held  on  the  third  Thurs- 
day of  each  month  at  the  different  towns 
of  the  counties  mentioned. 


Macon,  Clay  and  Jackson  Counties. — The 
Tri-County  Society  of  Macon,  Clay  and 
Jackson  Counties  took  action  at  the  last 
meeting  on  September  3rd,  to  the  effect  that 
they  will  meet  quarterly  at  places  to  be 
designated  instead  of  monthly. 

The  next  meeting  will  be  held  at  Gaines- 
boro  on  the  first  Wednesday  in  December — 
or  December  5th. 


Madison  County. — The  Madison  County 
Society  met  at  the  New  Southern  Hotel, 
Jackson,  on  October  2,  at  8 p.m. 


Drs.  E.  D.  Dorris  and  D.  H.  Keller,  of 
the  Western  State  Hospital,  Bolivar,  read 
papers  on  the  work  of  the  hospital  and  the 
problems  of  the  patient  when  ready  to  re- 
turn to  his  home. 

The  meeting  was  well  attended. 


The  East  Tennessee  Medical  Association 
has  been  changed  from  October  18-19,  to 
October  25-26,  because  of  the  Interstate 
Post  Graduate  meeting  to  be  held  in  At- 
lanta on  October  12-19. 


Dyer,  Lake  and  Crockett  Counties. — The 
following  papers  were  read  at  the  Dyer, 
Lake  and  Crockett  medical  meeting  held  in 
Dyersburg  on  October  4 : 

“Pyelitis  in  Children,”  Dr.  E.  S.  Hopper, 
Alamo;  “Program  and  Policies  of  State 
Health  Department,”  by  Dr.  E.  L.  Bishop, 
Nashville;  “Advance  in  Obstetrics,”  by 
Dr.  J.  C.  Ayres,  Memphis;  a paper  by  Dr. 
C.  A.  Turner,  Dyersburg. 


The  Walnut  Log  Medical  Society. — The 
annual  session  of  the  Walnut  Log  Medical 
Society  convened  at  Walnut  Log  Hotel  on 
September  19th.  Dr.  J.  M.  Peebles,  of  Clin- 
ton, Ky.,  was  elected  president  for  the  next 
year;  Dr.  J.  D.  Brewer,  of  Dyersburg,  vice- 
president,  and  Dr.  Ira  Parks,  of  Union  City, 
secretary.  A number  of  interesting  papers 
were  read. 


Carter  County. — The  regular  meeting  of 
the  Carter  County  Medical  Society  was  held 
at  the  Lynnwood  Hotel,  September  6th,  at 
7 :30  p.m.,  with  dinner  served  to  eleven  of 
the  regular  members.  Dr.  W.  L.  Longmire 
read  a' very  interesting  paper  on  the  “Diag- 
nosis and  Treatment  of  Tetanus.”  This  was 
followed  by  a general  discussion  of  the  sub- 
ject. 


Dyer  County. — The  Dyer  County  Medical 
Society  met  Thursday,  September  6th.  The 
following  papers  were  read : “Food  Poison- 
ing,” by  Dr.  0.  F.  Agee,  Dyersburg;  “Can- 
cer of  Cervix,  with  special  reference  to  Pro- 
phylactic Treatment,”  by  Dr.  W.  T.  Black, 
Memphis;  “Coronary  Occlusion,”  Dr.  H.  F. 


October,  1928 


COMMUNICATIONS 


233 


Crawford,  Memphis;  “Pellagra,”  by  Dr. 
C.  L.  Denton,  Dyersburg. 


Henderson  County. — The  following  notice 
appeared  in  the  Lexington  Progress: 

“The  Henderson  County  Medical  Society 
had  its  regular  meeting  in  the  office  of  the 
secretary,  Tuesday,  September  11th,  at  1 : 00 
p.m.  Doctors  present  were  Arnold,  Wat- 
son, Goff,  Pow'ers.  There  were  informal 
talks  on  several  subjects.  Other  doctors 
were  walking  around  town  but  did  not  show 
up.  We  want  you  doctors  to  help  us.  The 
society  is  just  what  we  make  it. — W.  I. 
Howell,  M.D.,  Secretary 


Montgomery  County. — Joined  by  a large 
number  of  physicians  from  Hopkinsville 
and  adjoining  counties,  the  Montgomery 
County  Medical  Society  had  an  interesting 
and  instructive  regular  session  at  Clarks- 
ville Hospital  on  Thursday  night,  Septem- 
ber 20th.  Dr.  Herman  Spitz,  of  Nashville, 
read  a paper  on  “Hay  Fever  and  Asthma.” 


Robertson  County. — The  regular  monthly 
meeting  of  the  Robertson  County  Medical 
Society  was  held  in  Springfield  on  Septem- 
ber 18th  on  the  high  school  campus.  A pic- 
nic dinner  was  served  at  noon  by  the  doc- 
tors’ wives  and  was  thoroughly  enjoyed  by 
the  members  of  the  society,  visiting  doc- 
tors and  their  wives  and  a number  of  in- 
vited guests.  Dr.  W.  A.  Bryan,  Nashville, 
read  a paper  on  “The  Gall  Bladder,”  fol- 
lowed by  Dr.  W.  J.  Core,  whose  subject  was 
“Appendicitis,”  and  Dr.  F.  B.  Dunklin  on 
“Encephalitis  Lethargica.” 

The  society  accepted  an  invitation  to  meet 
with  the  Cheatham  County  Medical  Society 
in  Ashland  City  on  the  third  Tuesday  in 
October. 


Davidson  County. — The  following  papers 
have  been  read  before  the  Davidson  County 
Medical  Society  and  Nashville  Academy  of 
Medicine  during  the  month  of  September: 
“A  Typical  Appendicitis,”  by  Dr.  R.  A. 
Barr,  discussed  by  Dr.  W.  D.  Haggard; 


“Induced  Syphilitis  Meningitis,”  by  Dr. 
Hugh  Morgan,  discussed  by  Dr.  P.  G.  Mor- 
rissey; “Case  Reports,”  by  Dr.  T.  D.  Mc- 
Kinney; “The  Autopsy,”  by  Dr.  J.  H.  Bit- 
terer. 


Knox  County. — More  than  one  hundred 
Knoxville  and  East  Tennessee  doctors  at- 
tended the  all-day  meeting  Tuesday,  Sep- 
tember 25th,  of  the  Knox  County  Medical 
Society.  Approximately  one  hundred  fifty 
v/ere  at  the  banquet  held  at  Whittle  Springs 
Hotel  Tuesday  evening. 

Dr.  A.  Graham  Mitchell,  head  of  the  de- 
partment of  diseases  of  children.  Univer- 
sity of  Cincinnati,  and  chief  of  staff  at  the 
Children’s  Hospital,  Cincinnati,  was  one  of 
the  principal  speakers. 
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A Supply  of  B.  C.  G.  Vaccine  for 
Tennessee  Physicians 

To  the  physicians  of  Tennessee,  especially 
those  who  do  obstetrics : 

Seven  years  ago  the  Pasteur  Institute,  of 
Paris,  France,  began  the  use  of  an  attenu- 
ated Tubercular  Bacillus  Vaccine  to  be  used 
as  a preventive  treatment  in  the  new-born. 
In  the  September  8,  1928,  issue  of  The 
Journal  of  the  American  Medical  Associa- 
tion there  is  an  abstract  which  states  that 
during  these  seven  years  over  300,000  doses 
have  been  used  with  no  bad  effects,  and  ac- 
cording to  their  records  with  marked  bene- 
fit to  the  infant  in  reduction  of  tuberculo- 
sis. Eighteen  months  ago  I obtained  from 
Dr.  Calmette  permission  to  use  this  vaccine. 
Dr.  William  Bitterer,  of  Nashville,  Tenn., 
was  kind  enough  to  undertake  its  prepara- 
tion for  me.  Just  recently  the  stage  of  the 
preparation  of  this  vaccine  was  reached  at 
which  we  could  begin  its  use.  It  is  indi- 
cated first  within  the  first  ten  days  of  life 
of  every  infant  born  in  tuberculous  sur- 
roundings. To  these  infants,  preparation 
is  given  by  mouth  in  three  doses  on  the 
fifth,  seventh  and  ninth  days  of  life.  Its 
use  has  also  been  extended  to  older  children 
and  adults  who  are  exposed  to  tuberculosis 


234 


COMMUNICATIONS 


October,  1928 


but  who,  after  careful  examination  and  two 
negative  tuberculin  tests,  are  proven  not 
to  have  been  infected.  The  latter  class 
should  not  be  treated,  however,  except  in 
tuberculosis  clinics.  I have  begun  the  use 
of  this  preparation  in  Nashville,  and  be- 
cause of  the  fact  that  so  much  more  can  be 
manufactured  each  time  than  is  needed 
here,  I would  like  to  give  the  physicians  of 
the  state  opportunity  to  use  it  in  their  prac- 
tice if  they  care  to  undertake  it.  If  any  of 
you  expect  to  deliver  a child  from  a tuber- 
cular mother  or  one  that  will  be  exposed  to 
close  contact  with  some  other  tuberculous 
member  of  the  family,  you  should  first  gain 
the  consent  of  the  parents  and  then  notify 
me  just  as  soon  as  the  child  is  born  and,  if 
possible,  I will  send  you  the  three  doses  with 
instructions.  The  reason  I said  “if  possi- 
ble” is  that  the  vaccine  that  is  made  up  at 
any  one  time  is  supposed  to  be  used  within 
ten  or  twelve  days  after  its  preparation. 
We  expect  to  prepare  it  at  regular  intervals, 
but,  of  course,  might  at  some  time  not  have 
any  ready. 

John  Overton,  Cittj  Health  Officer. 

801  Demonbreun  Street,  Nashville. 


Franklin,  Tenn., 
September  29,  1928. 

Editor,  Tennessee  State  Medical  Jour- 
nal, 

Nashville,  Tennessee. 

Dear  Sir: 

On  yesterday  a detail  man  (I  think  that 
is  what  such  men  are  called)  came  into  my 
office  and  submitted  the  enclosed  list  of 
formulae  and  asked  my  opinion  of  same. 
Then  he  stated  his  company  issued  a cer- 
tain amount  of  “Cooperative  Stock”  and 
wished  to  present  me  "with  fifty  shares  of 
this  cooperative  stock.  My  reply  was  that 
I supposed  it  was  through  ignorance  of  the 
real  significance  of  his  offer,  that  he  pre- 
sumed to  make  it,  and  hence  I refused  to 
be  insulted  by  the  offer,  but  that  I was  not 
at  all  interested  in  the  proposition  and  did 
not  see  how  any  reputable  physician  could 
be  induced  to  even  consider  such  an  offer. 


He  stated  that  the  earnest  desire  of  his 
company  was  to  cooperate  with  physicians 
in  every  way  and  to  get  suggestions  from 
them  and  asked  me  to  make  some  sugges- 
tions as  to  how  they  could  do  this.  I sug- 
gested that  the  first  thing  for  his  firm  to 
learn  was  not  to  attempt  to  bribe  physi- 
cians with  his  cooperative  stock.  He  ex- 
hibited what  seemed  to  be  genuine,  and  not 
assumed,  surprise  and  I really  wondered  if 

1 were  the  first  one  he  had  presented  his 
proposition  to. 

I then  recalled  that  a few  years  ago  the 
manufacturer  of  a certain  baby  food  had 
offered  for  sale  and  did  sell  to  quite  a num- 
ber of  reputable  physicians,  including  pro- 
fessors in  medical  colleges,  superintendents 
of  hospitals,  even  officials  in  state  medical 
societies,  a lot  of  his  so-called  cooperative 
stock. 

At  that  time  in  commenting  on  this  mat- 
ter before  one  of  our  medical  societies  I 
propounded  the  question,  “What  say  ye, 
brethren  ? Quo  vadimus  ?” 

May  I again  put  the  question  to  every 
member  of  the  Tennessee  State  Medical  As- 
sociation, Whither  are  we  tending? 

Yours, 

K.  S.  Howlett,  M.D. 

The  formulae  referred  to  is  as  follows: 

AC — AC  contains  aspirin  5 grs.  Acetanalid  2 
grs.  Caffiene  Alkaloid  % gr.  in  each  two  tea- 
spoonfuls in  an  aromatic  palatable  base. 

Dose:  One  to  two  teaspoonfuls  in  water  every 

2 or  3 hours  or  as  directed  by  the  physician. 


For  influenza,  colds,  headache,  toothache,  neu- 
ralgia, antipyretic,  migraine,  rheumatism,  tonsili- 
tis,  also  pre  and  post  minor  operative  cases,  es- 
pecially removal  of  tonsils. 

Rx  AC— AC  fB3 

Sig:  Two  teaspoonfuls  in  water  every  3 or  4 

hours  as  directed,  after  removal  of  tonsils  two 
teaspoonfuls  in  half  glass  of  water  gargle  and 
swallow  slowly. 

For  rheumatism,  lumbago,  sore  throat  and  ton- 
silitis. 

Rx 

Sodium  Salicylate  34% 

AC— AC  fS3 

Sig:  Two  teaspoonfuls  in  water  every  3 or  4 
hours  until  relieved. 
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For  coughs,  colds,  aches  and  pains  of  influenza, 
dysmenorrhea,  ovarian  and  neuralgic  pains. 

Rx 

Codeine  Sulphate  grs.  3 

AC— AC  f33 

Sig:  Two  teaspoonfuls  in  water  every  2 or  3 
hours. 

For  insomnia,  nervousness,  hysteria,  chorea,  fits 
and  spasms. 

Rx 

Sodium  Bromide  3% 

AC— AC  fS3 

Sig:  As  an  hypnotic  two  teaspoonfuls  in  water 
at  bed  time,  repeat  in  one  or  two  hours  if  not 
asleep.  Other  conditions  two  teaspoonfuls  in  water 
every  3 hours. 

For  malaria  and  malarial  fever  in  its  different 
forms. 

AC— AC  f53 

Rx:  Quinine  bi  or  sulphate  3% 

Sig:  Two  teaspoonfuls  in  water  every  3 hours 
until  relieved. 


NEWS  NOTES  AND  COMMENT 

Dr.  0.  G.  Nelson  announces  the  opening 
of  his  office  at  210  Doctors’  Building,  Nash- 
ville, specializing  in  general  surgery  and 
gynecology. 


Dr.  Robert  Grady  Ashley  announces  the 
opening  of  office  suite  at  300  Acuff  Build- 
ing, Knoxville.  Practice  limited  to  ear, 
nose  and  throat. 


Dr.  A.  F.  Richards  has  been  elected  head 
of  the  new  Knox  County  Health  Unit. 


Dr.  W.  S.  Nash,  Knoxville,  has  returned 
from  an  extensive  trip  through  Alaska. 


Drs.  Robert  Baker,  R.  B.  Wood  and  Rich- 
ard Mclllwaine  have  been  elected  school 
physicians  for  the  city  of  Knoxville. 


MARRIAGES 


Announcement  is  made  of  the  marriage 
of  Dr.  L.  C.  Bryan,  Rutledge,  to  Miss  Mary 
Johnson,  Decatur,  on  September  26. 


Dr.  J.  Sumpter  Anderson,  of  Nashville, 
and  Miss  Grace  Marian  Smith  were  mar- 
ried on  September  25. 


Dr.  Travis  Henry  Martin  and  Miss 
Corinne  Hayes  Tanksley,  of  Nashville,  were 
married  on  October  2nd. 


GLEANINGS 


WHY  PERIODIC  HEALTH  EXAMINA- 
NATIONS?* 

The  reasons  for  periodic  health  examina- 
tions are  so  obvious  that  hardly  any  argu- 
ment for  them  is  necessary.  They  detect 
the  beginnings  of  organic  disease  or  dis- 
cover the  existence  of  definite  physical  im- 
pairment of  which  persons  are  unaware. 

Six  reasons  for  such  examinations  are: 

1.  Many  faulty  personal  habits  of  liv- 
ing, errors  in  hygiene  and  possible  short- 
comings can  be  brought  out  only  by  such 
examination.  (For  instance,  routine  exam- 
inations at  Harvard  are  said  to  show  about 
80  per  cent  of  the  students  have  bad  post- 
ure.) 

2.  These  examinations  form  an  excellent 
basis  for  health  education. 

3.  Cancer,  kidney  diseases,  heart  trou- 
ble, diabetes,  apoplexy  and  other  organic 
afflictions  are  on  the  increase  and  the  se- 
cret in  combating  these  maladies  in  every 
case  is  early  diagnosis.  Many  more  years 
will  be  added  to  this  life  span  as  new  meth- 
ods to  cope  effectively  with  the  organic  dis- 
eases are  devised  or  discovered.  Health 
examinations  have  a real  place  in  the  ad- 
vancement of  our  national  vitality. 

4.  Many  times  an  individual  is  ignorant 
of  defects  which  may  retard  his  efficiency 
and  keep  him  below  par. 

5.  Experience  from  health  examinations 
shows  that  at  least  three  out  of  four  per- 
sons have  some  physical  defect  which  if 
corrected  will  enable  him  to  be  more  ef- 
ficient and  happy. 


*This  article  was  prepared  by  the  Bureau  of 
Publicity  of  the  Indiana  State  Medical  Association. 
This  is  the  last  of  a series  of  four  bulletins  pre- 
pared by  the  Bureau  upon  the  subject  of  periodic 
health  examinations. 
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6.  The  results  of  health  examinations  are 
to  lengthen  and  enrich  the  life  of  the  person 
examined. 

A physical  examination  similar  to  the 
thorough  health  test  commissioned  officers 
of  the  United  States  Army  are  required  to 
stand  each  year  is  advocated  in  the  bulle- 
tin as  a sound  personal  investment  for 
every  citizen  of  Indiana. 

Although  the  periodic  health  examination 
will  take  more  time  and  have  a broader 
scope  than  the  ordinary  life  insurance  ex- 
amination, the  procedure  is  simple.  To  re- 
cord his  findings,  the  physician  has  what  is 
termed  a history  form  that  he  uses  as  a 
standard  for  his  examination.  These  forms 
are  sent  out  by  the  American  Medical  As- 
sociation as  a guide  to  all  physicians. 
Through  the  practice  of  recording  method- 
ically observations  and  opinions  as  to  the 
physical  and  functional  fitness  of  persons 
passing  through  their  hands,  physicians  will 
acquire  an  increasing  skill  and  keenness  in 
detecting  early  evidences  of  preventive  cur- 
able conditions. 

Health  examinations,  therefore,  should  be 
arranged  for  on  an  appointment  basis  and 
not  merely  as  incidental  to  service  for  the 
sick  during  crowded  office  hours.  An  ap- 
pointment is  every  way  desirable,  both  for 
the  patient  and  the  physician,  because  it 
takes  fully  three-quarters  of  an  hour  to 
make  a thorough  examination. — Journal  of 
the  Indiana  State  Medical  Association. 


BOOKS  RECEIVED 


Syphilis,  by  Dr.  Charles  C.  Dennie.  304  pages. 
Price  $2.50.  Publishers,  Harper  & Brothers,  49 
East  Thirty-third  St.,  New  York  City,  N.  Y. 


BOOK  REVIEWS 


CLINICAL  MEDICINE.  By  Oscar  W.  Bethea, 
M.D.,  Ph.G.,  F.C.S.,  F.A.C.P.,  Prof.  Therapeu- 
tics, Tulane  Graduate  School  of  Medicine.  700 
pages;  6 illustrated.  Published  by  W.  B. 
Saunders,  Philadelphia.  Price  $7.50. 

As  a practitioner  and  teacher  the  author  has 
been  impressed  by  the  lack  of  literature  of  one 
particular  kind.  Of  ponderous  systems  of  medi- 
cine and  of  vest  pocket  compends  there  is  an  abun- 
dance. He  says  in  his  preface,  “Most  of  the  lit- 
erature on  the  practice  of  medicine  is  based  on 
work  in  fully  equipped  hospitals  or  in  the  homes 
of  the  wealthy  where  every  advantage  of  mod- 
ern science  is  available ; while,  as  a matter  of 
fact,  the  great  majority  of  patients  must  be  treated 
in  homes  and  under  conditions  offering  limited 
facilities  to  aid  the  physician  in  his  efforts.  It 
has  been  with  this  large  group  constantly  in  mind 
that  the  author  has  taught  and  that  this  book  has 
been  written  and  it  is  practically  the  lectures 
given  by  him  to  undergraduate  and  postgraduate 
students  during  recent  years  at  Tulane  Univer- 
sity.’’ 

The  author  discusses  about  one  hundred  of  the 
more  common  diseases  within  the  province  of  in- 
ternal medicine.  Only  the  latest  and  most  gen- 
erally accepted  information  as  to  treatment  and 
diagnosis  is  given  space  in  the  volume.  Only 
brief  mention  is  made  of  many  “recent  advances’’ 
( ? ) disclosed  by  unproven  theories,  but  the  reader 
is  referred  to  literature  covering  this  great  field. 
Just  one  quotation  will  be  sufficient  to  show  how 
the  author  deals  with  many  remedies  which  have 
not  yet  been  fully  established  as  of  value.  Under 
Lobar  Pneumonia  six  lines  discuss  the  status  of 
vaccines  “as  a phophylactic  measure  their  value 
is  still  too  unsettled  to  justify  a definite  state- 
ment. This  matter  is  still  in  the  experimental 
stage,  but  it  is  clearly  worthy  of  extensive  in- 
vestigation. In  treatment  many  claims  for  and 
against  have  been  made.  The  brilliant  article  re- 
cently presented  by  Lambert  gives  hope  for  much 
in  the  future.” 

The  book  is  well  printed,  fully  indexed,  usable 
and  useful. — W.  M.  Hardy,  M.D. 
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ANESTHESIA 

By  Hugh  Batr,  M.D. 
Medical  Arts  Bldg.,  Nashville 


Anesthesia  in  Obstetrics.  Frank  W.  Lynch,  M.D., 

San  Francisco,  California,  and  Western  Medi- 
cine, Sept.  1928. 

The  pregnant  woman  is  never  so  good  a risk 
for  prolonged  anesthesia  as  the  same  woman  in  a 
non-pregnant  state.  The  metabolic  balance  is  not 
quite  normal  especially  so  in  the  so  called  toxe- 
mias. Blood  studies  have  shown  that  the  CO2  ten- 
sion is  evidently  reduced  by  one-half  hour  anes- 
thetic with  ether,  chloroform,  nitrous  oxide,  or 
ethylene.  For  these  reasons  we  believe  that  sur- 
gery in  the  pregnant  should  be  restricted  to  the 
minimum,  performed  as  rapidly  as  possible,  and 
done  under  local  whenever  possible.  Certainly  it 
is  best  to  limit  inhalation  anesthesia  to  nitrous 
oxide  or  ethylene  in  any  but  very  short  cases. 

Abdominal  operations  use  local,  supplemented 
by  nitrous  oxide  or  ethylene  if  necessary.  Thera- 
peutic abortion  is  short  and  he  prefers  ether  to 
give  sufficient  relaxation  to  prevent  perforation  of 
the  uterus.  The  author’s  experience  in  Caesarean 
section  is  that  ether  and  morphine  effect  the  fetus 
while  nitrous  does  not.  Cardiac  and  nephritic 
cases  demand  local. 

Versions  usually  demand  ether  to  give  relaxa- 
tion not  obtained  by  nitrous  oxide.  Forceps  can  be 
used  with  nitrous  oxide,  ethylene  or  spinal  as  the 
patient  can  be  allowed  to  come  out  into  the  anal- 
gesic stage  and  assist  expulsion.  Analgesia  and 
anesthesia  in  normal  labor  is  not  as  simple  a prob- 
lem as  we  are  lead  to  believe  as  they  prolong  la- 
bor. 

Chloroform  or  ether  are  safe  for  a few  pains 
but  continued  use  is  harmful  as  they  impair  uter- 
ine contractions  and  favor  postpartum  hemor- 
rhage. Pregnancy  does  not  render  a woman  im- 
mune to  chloroform  and  the  author  is  opposed  to 
its  use. 

Nitrous  oxide  and  oxygen  to  the  stage  of  anal- 
gesia is  the  method  of  choice  in  labor  as  it  can  be 
given  just  before  and  during  pains  for  an  indefi- 
nite time  and  very  little  is  used.  It  has  little  or 
no  effect  on  uterine  contractions  or  any  deletori- 
ous  effect  on  the  blood.  The  author  has  had  little 
experience  with  ethylene  and  is  not  interested  in 
it  as  so  many  explosions  have  occurred  when  it 
was  given  intermittently,  although  it  can  be  given 
with  more  oxygen. 

The  perineum  may  be  anesthetized  by  local 
but  this  may  wear  away  too  soon.  Sacral  may  be 
used  but  not  routinely.  There  seems  to  be  much 
evidence  that  twilight  sleep,  the  Gwathney  method. 


herein,  chloral,  and  dial  facilitate  dilatation  of  the 
cervix.  For  the  last  few  years  the  author  has  used 
the  Gwathney  method  with  some  modifications  and 
discarded  twilight  sleep  because  it  was  less  cer- 
tain in  action,  carried  with  it  more  fetal  risk,  and 
entailed  more  operative  interference. 

Gwathney  method  reduces  or  abolishes  pain  in 
85%  of  cases,  but  prolonged  labor.  Forceps  were 
necessary  in  16%  of  cases  and  in  2,316  cases  only 
10%  required  forceps  when  only  nitrous  was  used 
as  a second  stage  analgesia.  It  is  not  possible  to 
develop  the  Gwathney  method  to  take  care  of 
100%  of  cases  as  it  takes  about  three  hours  for 
this  method  to  have  its  fullest  effect  and  there  are 
many  women  who  deliver  themselves  in  this  period. 

He  prefers  dial  to  morphine.  The  innocuousness 
of  quinine  has  not  been  proven  although  there 
seems  to  be  little  risk  to  the  fetus.  Allonal  retards 
labor.  To  repair  the  perineum  he  uses  infiltra- 
tion anesthesia  routinely,  although  he  does  not 
hesitate  to  use  ether  for  a short  period  if  the  la- 
bor has  not  been  long  or  exhaustive. 


CLINICAL  PATHOLOGY 

By  R.  H.  Monger,  M.D. 

Medical  Boilding,  Knoxville 


Adenofibroma  and  Fibro-Adenoma  of  the  Female 

Breast.  McFarland  Surg.,  Gyn.  and  Obst.,  45, 

1927. 

The  author  studied  two  hundred  and  eighty- 
nine  growths,  supposed  to  be  benign  fibro-epithe- 
lial  tumors  of  the  female  breast  for  the  purpose 
of  simplifying  the  nomenclature.  One  hundred 
and  five  of  these,  described  under  no  less  than 
thirty-three  different  names,  were  found  to  be 
periductal  fibromas.  One  hundred  and  forty- 
seven,  described  under  much  the  same  names,  did 
not  show  any  histologic  indication  of  being  tumors, 
or  of  being  in  any  way  related  to  them,  but  were 
simply  mammary  gland  tissue  either  normal  or  in 
some  condition  of  involution.  As  all  the  tumors 
resolved  themselves  into  varieties  of  a single 
well-characterized  genus,  it  would  be  well  to  call 
them  all  by  the  same  name,  and  that  recommended 
as  most  appropriate  is  Warren’s  choice,  peri- 
ductal fibroma.  In  all  but  thirty-seven  cases  dif- 
ficulty was  not  encountered  in  separating  the 
tumors  from  the  non-tumors.  The  mistake  of 
calling  non-tumor  tissues  by  names  belonging  to 
tumors  may  have  been  the  result  of  over- 
zealousness on  the  part  of  the  pathologists  to  co- 
operate amicably  with  the  surgeons.  There  are 
anatomic  and  physiologic  mammary  disturbances 
of  the  breast  that  may  occasion  “lumps,”  which 
do  not  have  any  relation  to  tumors,  and  the  sur- 
geons should  be  so  informed  and  not  led  to  be- 
lieve that  they  have  removed  tumors  when  none 
existed. 
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A Rapid  Method  for  the  Detection  of  Ova  and 

Cysts  of  Intestinal  Parasites.  D.  Rivas.  Jour. 

Trop.  Med,  VIII — 1928. 

The  author  describes  a rapid  method  for  the 
detection  of  ova  and  cysts  of  intestinal  parasites 
by  placing  1 to  2 gm.  feces  in  a medium  or  large- 
sized test  tube  and  add  5 cc.  of  5 per  cent  acetic 
acid  for  each  5 gm.  of  feces.  Stopper  the  tube 
and  shake  until  suspension  is  homogenous.  Al- 
low to  stand  one  minute  for  coarse  particles  to 
settle.  Remove  supernatant  fluid  with  a pipette 
or  if  necessary  filter  through  double  layer  of 
cheese  cloth.  Place  5 cc.  of  filtrate  in  a cen- 
trifuge tube,  add  an  equal  volume  of  ether; 
stopper  and  shake  horizontally  until  homogenous, 
centrifuge  for  one  or  two  minutes.  Pour  off  all 
but  the  sediment,  mount  and  examine  the  sedi- 
ment. 


DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Building,  Nashville 


“Wood  Light”  in  Dermatological  Diagnosis  with 
Special  Reference  to  Ring  Worm.  By.  D.  E.  H. 
Cleveland,  M.D.,  Vancouver,  B.  C.  In  Archives 
of  Dermatology  and  Syphilology,  September, 
1928. 

The  so-called  Wood  Light  is  produced  by  pass- 
ing ultra-violet  rays  from  carbon  arc  or  mercury 
vapor  lamp  through  a glass  screen  that  contains 
nickel  oxide.  This  screen  is  almost  opaque  to 
the  visible  light  rays  but  a certain  group  having 
a wave  length  of  about  3650  angstrom  units 
passes  through  the  screen.  These  cause  floures- 
cent  bodies  to  give  off  a light  varying  in  color 
with  material  used. 

The  author  describes  his  technique  for  exam- 
ining for  ring  worm  of  the  scalp.  Water  or  air- 
cooled mercury  vapor  lamp  was  used  (preferably 
water-cooled).  The  Wood  lense  was  placed  over 
shutter  and  the  room  was  darkened.  The  lamp  was 
so  placed  as  to  allow  the  rays  to  shine  on  the  sus- 
pected spot.  The  dry,  scaly,  denuded  patches  freed 
fro.m  petrolatium,  etc.,  flouresce  brightly  with  a 
turquoise  blue,  while  the  follicles  in  said  patches, 
whether  they  contain  hairs  or  not,  appear  as 
bright  spots  on  these  greenish  blue  patches.  The 
author’s  comment  that  follows  seems  to  justify 
its  use. 

Comment:  The  advantages  of  such  a method 
of  examination  for  ring  worm  are  evident.  In- 
stead of  time-consuming  operation  of  extracting 
hairs  or  making  scrapings  where  infection  is  sus- 
pected, digestion  in  caustic  potash  solution  and 
examination  under  the  microscope,  the  hairs  or 
infected  patches  become  evident  in  situ  immedi- 
ately. Thus  other  conditions  producing  clinical 
appearances  similar  to  ring  worm  may  be  ex- 
cluded promptly,  and  persons  who  have  become 
infected  by  contact  with  the  patients  are  identi- 


fied before  other  clinical  signs  have  become  ap- 
parent. Cases  in  which  infection  is  still  limited 
to  a small  area,  so  that  a cure  may  be  attempted 
by  topical  application  rather  than  by  general  epila- 
tion, can  be  singled  out.  After  treatment  has 
been  applied  by  means  of  the  roentgen  ray  or 
epilation  produced  by  thallium  salts  or  by  local 
remedies,  examination  under  the  Wood  light  may 
disclose  hairs  which  have  escaped,  and  thus  pre- 
vent “relapses”  which  otherwise  sometimes  occur 
and  which  are  not  disclosed  until  they  have  pro- 
duced clinical  symptoms. 


GASTRO-ENTEROLOGY  AND 
PROCTOLOGY 

By  Edward  Guy  Campbell,  M.D. 

1109  First  Natl.  Bank  Bldg.,  Memphis 


Chronic  Colitis  and  its  Effects.  Arthur  W.  White. 

Southern  Medical  Journal,  September,  1928. 

Membranous,  hemorrhagic  and  mucous  types 
are  described.  The  anatomy  and  physiology  of 
the  colon  are  described  and  special  attention  is 
given  to  its  innervation. 

Over  stimulation  of  the  vagus  beyond  the  point 
of  balance  by  the  sympathetic,  chronic  irritation 
within  the  abdomen,  irritating  foods  and  cathar- 
tics, are  given  as  causes.  Heart  disturbances, 
bradycardia  in  a vagatonia,  and  tachycardia  in  a 
sympatheticatonia,  are  given  as  both  causes  and 
effect. 

All  cases  of  simple  chronic  colitis  are  spastic 
in  origin,  and  during  the  course  of  the  disease 
they  may  appear  from  time  to  time  as  either 
mucous  or  hemorrhagic  in  character. 

The  treatment  should  be  directed  toward  the 
cause.  A careful  study  should  be  made  of  each 
individual  case.  Irritating  and  gas-producing 
foods  should  be  eliminated,  and  those  foods  se- 
lected which  furnish  the  proper  bulk  and  are  least 
irritating  to  the  bowels. 


One  Hundred  and  Fifty-five  Cases  of  Chronic 
Mucous  Colitis.  Marvin  Smith.  Southern  Med- 
ical Journal,  September,  1928. 

Smith’s  summary  of  155  cases  shows  101,  at- 
rophic; 36  hypertrophic,  and  18  alternating.  Sev- 
enty-two of  these  colitis  cases  were  treated  by 
diet,  irrigations,  and  electro-therapy.  There  were 
forty-four  good  results,  twenty-three  were  im- 
proved and  three  unimproved.  Forty-five  were 
treated  by  bacteriacidal  methods  and  diet,  thirty- 
nine  with  good  results  and  three  were  unimproved. 
Seventeen  were  treated  by  surgical  means  and 
diet,  fourteen  with  good  results,  one  improved  and 
two  unimproved.  Twenty-one  took  no  treatment. 

Forty-nine  of  the  total  number  of  cases  had 
foci  of  infection  which  were  treated,  and  thirty- 
four  had  previous  abdominal  operations. 

At  the  present  time  there  is  no  ideal  plan  of 
managing  chronic  mucous  colitis;  all  methods 
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are  beset  with  difficulties  and  disappointments. 

Our  knowledge  of  colon  bacteriology  and  im- 
munity is  meager.  However,  when  I review,  in 
an  impartial  and  unbiased  manner,  the  results  ob- 
tained in  this  small  series  of  155  cases  and  recall 
the  startling  recovery  and  lasting  relief  that  has 
come  to  many  of  these  sufferers  from  vaccine  and 
culture  therapy,  I am  convinced  that  it  holds 
great  possibilities  for  the  future. 


INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

Medical  Building,  Knoxville 


Treatment  of  Erycipelas  with  Antitoxin.  Frank 

N.  Allen  and  Russell  M.  Wilder.  Clinics  of 

North  America.  May,  1928. 

During  the  last  twenty-three  years  at  the  Belle- 
vue Hospital  there  has  been  15,277  cases  treated 
with  a mortality  of  10.1  per  cent.  It  was  noted 
that  medical  cases  were  more  fatal  than  those  fol- 
lowing surgical  procedures.  It  was  also  more  fatal 
in  alcoholic,  in  the  aged,  and  in  that  type  begin- 
ning in  the  region  of  the  head  and  migrating  to 
the  body. 

All  the  usual  remedies  of  a local  nature  were 
used  until  1926  when  the  antitoxin  as  prepared 
by  Birkhaug  was  adopted  to  the  exclusion  of  all 
other  methods. 

Symmers  and  Lewis  of  Bellevue  recently  re- 
ported on  a series  of  131  cases  using  the  uncon- 
centrated serum  with  a mortality  of  5.3  per  cent 
whereas  in  a series  of  107  cases  treated  without 
serum  during  a corresponding  season  the  year 
previously  the  mortality  from  all  causes  was  11.2 
per  cent.  Further  the  disability  of  the  patients 
recovering  was  reduced  50  per  cent. 

The  authors’  reports  on  a series  of  twenty-two 
cases,  seven  of  which  showed  no  appreciable  bene- 
fit. In  the  remaining  fifteen  definite  evidence  of 
benefit  was  manifested  within  twenty-four  to 
forty-eight  hours  after  the  first  injection. 

The  advance  of  the  erythema  was  halted,  tem- 
perature was  lowered  and  the  toxic  symptoms 
cleared.  In  eleven  cases  the  improvement  was 
dramatic. 

It  was  noted  that  the  benefit  was  most  evident 
when  the  antitoxin  was  given  early  or  before  the 
end  of  third  day  after  onset. 

Thirteen  patients  received  one  therapeutic  dose, 
eight  had  two  and  one  had  three  doses. 

The  author  used  the  intramuscular  route  ex- 
cept in  four  cases  where  an  intracutaneous  “bar- 
rier” infiltration  along  the  margin  of  the  lesion 
was  tried  as  recommended  by  Rivers,  Tillett  and 
Musser.  The  results  were  recorded  as  gratifying 
except  rather  painful. 

It  is  noted  there  was  no  mortality  for  a period 
of  nineteen  months. 

In  comparison  to  the  cases  treated  from  1919 
to  March,  1926,  when  there  was  a total  of  166 


cases  with  a mortality  of  13.5  per  cent  and  an 
average  stay  of  13.2  days  in  the  hospital,  one 
notes  that  the  result  in  thirty-eight  cases  with  no 
mortality  and  a stay  of  9.7  days  in  the  hospital, 
is  extremely  gratifying. 

X-ray  was  used  in  three  cases  but  the  author 
is  unwilling  to  pass  judgment  from  the  small  ex- 
perience. 


Danger  of  the  Administration  of  Ephedrine  in 

Heart  Failure.  W.  A.  Bloedorn,  M.D.,  and  P. 

F.  Dickens,  M.D.  Archives  Int.  Med.  V.  42, 

No.  3. 

After  a short  note  on  the  therapeutic  effects 
of  ephedrin  the  writers  report  a case  erroneously 
diagnosed  as  asthma  and  treated  with  the  above 
mentioned  drug.  Their  conclusions  are  that: 

1.  Ephedrine  is  a dangerous  drug  to  use  when 
patients  show  evidence  of  cardiac  damage. 

2.  Extreme  care  should  be  exercised  in  diagnos- 
ing asthma. 

3.  Ephedrine  may  produce  acute  cardiac  de- 
compensation and  pulsus  alternans  in  patients  with 
damaged  hearts. 

4.  The  drug  should  be  discontinued  promptly 
when  toxic  symptoms  appear. 

5.  Pulsus  alternans  does  not  have  the  serious 
significance  for  patients  with  a tachycardia  as  it 
has  for  persons  with  a normal  rate. 

6.  Sale  of  ephedrine  to  the  layman  should  be 
discouraged  and  its  indiscriminate  use  by  the  phy- 
sician is  to  be  deplored. 


NEUROLOGY  AND  PSYCHIATRY 

By  H.  J.  Hayes,  M.D. 

899  Madison  Ave.,  Memphis 


Recurrent  “Attacks”  other  than  Migraine  and  In- 
fantile Convulsions  Preceding  “True”  Epilepsy. 

David  M.  Levy,  M.D.,  New  York,  and  Hugh  T. 

Patrick,  M.D.,  Chicago. 

Levy  and  Patrick  summarize  as  follows: 

In  the  records  of  500  private  patients  with 
“essential”  epilepsy,  sixty-four  cases  were  found 
in  which  recurrent  attacks  other  than  migraine  or 
infantile  convulsions,  preceded  the  “true”  seiz- 
ures for  periods  varying  from  one  week  to  about 
forty  years.  A study  of  these  attacks  was  made 
in  an  effort  to  determine  the  existence  of  “fore- 
runners,” i.e.,  pre-epileptic  seizures,  and  if  pos- 
sible, to  enable  their  recognition  and  hence  treat- 
ment at  this  most  favorable  time. 

The  sixty-four  cases  of  various  recurrent  at- 
tacks were  classified  according  to  their  most  char- 
acteristic symptoms  into  ten  groups.  Such  types 
of  recurrent  attacks  to  which,  in  the  course  of 
time,  epileptic  features  were  added,  or  which,  with- 
out changing  form,  became  a recognized  integral 
part  (chiefly  as  aura)  of  the  complete  epileptic 
seizure,  were  considered  to  be,  in  all  probability. 
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pre-epileptic  or  “incomplete  attacks  of  epilepsy” 
(Herpin).  Obviously  many  attacks  showed  no 
special  relationship. 

In  spite  of  the  fact  that  the  original  case  his- 
tories were  taken  without  such  a problem  in  mind 
and  hence  were  incomplete,  such  prior  symptoms 
probably  not  having  been  elicited  in  many  in- 
stances when  present,  certain  cases  were  found 
within  each  group  that  warrant  the  belief  in  the 
existence  of  numerous  recurrent  attacks  that  are 
forerunners  of  epilepsy.  Based  on  the  study  of 
their  later  development  into  complete  epileptic 
attacks,  the  “forerunners”  are,  in  general,  char- 
acterized by  their  sudden  and  momentary  charac- 
ter and  the  absence  of  any  uniform  or  consist- 
ently and  determining  cause.  Often,  and  for 
varying  periods  of  time  before  epilepsy  ensues, 
they  may  become  increasingly  frequent,  and  may 
be  accompanied  or  followed  by  dazed  states, 
drowsiness,  marked  fatigue  or  change  without  ap- 
parent loss  of  consciousness.  The  more  com- 
pletely they  present  the  foregoing  characteristics, 
the  more  likely  is  epilepsy  to  follow. 

The  “dizzy  spells”  in  group  1 are  compared 
with  similar  symptoms  in  the  psychoneuroses,  in 
alcoholism,  in  various  organic  disease  of  the  ner- 
vous system  and  with  objective  vertigo.  Typical 
of  the  “pre-epileptic  dizzy  spells”  are  the  mo- 
mentary character,  the  paucity  or  lack  of  accom- 
panying symptoms,  the  gradual  increase  in  fre- 
quency of  attacks,  with  the  added  element  of  con- 
fusion, change  or  loss  of  consciousness  and  the 
absence  of  physical  conditions.  Attacks  of  dizzi- 
ness or  vertigo  in  other  conditions  are  typically 
of  much  longer  duration,  are  definitely  related  to 
psychic  factors,  to  toxic  or  infectious  states,  or  to 
organic  disease  and  often  present  evidence  of  ob- 
jective vertigo. 

In  the  momentary  dizzy  spells,  as  also  in  the 
attacks  under  group  2 of  chiefly  momentary  ab- 
dominal sensations,  confusion  or  dazed  states  may 
be  added  long  before  attacks  with  unconsciousness 
begin.  Six  of  the  thirteen  recurrent  attacks  in 
group  2 later  became  the  aural  phase  of  the  epi- 
leptic seizure. 

Two  cases  of  recurrent  “attacks  of  pallor”  in 
group  3 were  suspected  of  being  “pre-epileptic” 
in  that  they  were  momentary  and  were  followed 
by  sleep  or  confusion  states. 

Two  of  the  three  sensory  attacks  in  group  4 
were  followed  by  drooling,  disturbance  of  speech 
or  change  of  consciousness,  and  two  became  auras 
of  the  ensuing  epilepsy,  the  “pre-elipleptic”  phase 
being  ten  and  fifteen  years,  respectively.  Again 
the  attacks  were  characterized  by  suddenness  and 
brevity. 

Of  the  three  recurrent  attacks  in  group  5,  one 
became  an  aura,  another  continued  along  with 
major  convulsions. 

In  one  of  the  five  cases  in  group  6,  screaming 
occurred  during  sleep  and  was  followed  by  limp- 
ness. The  outbursts  of  temper  in  four  cases  of 


this  group  differ  from  “ordinary  temper”  in  the 
suddenness,  brevity  and  apparent  lack  of  cause 
or  motivation;  also  in  their  combination  with  other 
symptoms  such  as  infantile  convulsions,  pavor 
nocturnus,  vomiting  spells,  and  in  one  case,  “tran- 
sient bewilderment.” 

Of  the  eleven  attacks  in  group  7,  four  became 
clearly  integrated  with  the  epileptic  seizures.  In 
every  case,  the  attacks  are  characterized  by  sud- 
denness and  brevity.  This  group  contains  various 
types  of  sudden  change  in  consciousness  and  in 
the  emotional  state.  It  appears  especially  sig- 
nificant. 

The  attacks  in  group  8 show  progressive  brevity 
and  change  of  consciousness,  demonstrating  per- 
haps a relationship  between  these  two  factors. 

One  of  the  three  attacks  of  sudden  disturbance 
of  gait  in  group  9 existed  as  an  independent  aural 
attack  for  one  year.  Of  the  three  “attacks”  in 
group  10,  two  continued  independently  after  the 
major  convulsions  began  and  the  remaining  one 
became  an  aura. 

In  each  of  the  ten  groups  are  cases  in  which 
the  relation  to  epilepsy  is  clearly  seen.  They  may 
be  regarded  as  partial  or  pre-epileptic  attacks. 
Their  main  features  are  suddenness,  brevity,  ap- 
parent lack  of  antecedent,  cause  or  relationship 
to  physical  conditions. 


The  Symptomatology  of  Tumors  of  the  Frontal 
Lobe.  Based  on  a Series  of  Twenty-two  Cases. 
P.  E.  Kubitschek,  M.D.,  Commonwealth  Fellow 
in  Neuropsychiatry,  Graduate  School  of  Medi- 
cine, University  of  Pennsylvania,  Philadelphia. 
Kubitschek  summarizes  as  follows: 

A study  of  the  development  of  illness  revealed 
that  in  every  case  the  first  symptoms  were  those 
resulting  from  increased  intracranial  pressure 
(headache,  vomiting  and  failing  vision).  Of  the 
developmental  symptoms,  psychic  disturbances 
(noted  in  eight  patients)  and  unilateral  failure  of 
vision  (present  in  five  patients)  seemed  most  sug- 
gestive of  involvement  of  the  frontal  lobe.  In 
many  instances  the  onset  was  most  abrupt  and 
the  progression  rapid.  This  was  true  of  the  endo- 
thelial lesions  as  well  as  of  the  gliomas  and,  in 
cases  of  endotheliomas,  it  was  considered  as  evi- 
dence that  tumors  in  the  frontal  region  could  at- 
tain remarkable  size  without  producing  apprecia- 
ble symptoms  until  after  the  intracranial  tension 
had  been  definitely  disturbed. 

An  analysis  of  the  neurologic  signs  presented 
during  the  course  of  residence  at  the  hospital 
showed  disturbance  of  smell,  impairment  of  vision, 
unilater  exophthalmos  and  central  type  of  motor 
weakness  to  be  the  most  constant  and  significant 
symptoms.  The  disturbance  of  smell  was  usually 
bilateral,  as  was  also  the  visual  impairment,  ex- 
cept in  cases  of  basal  endotheliomas  in  which  the 
visual  disturbance  was  largely  unilateral. 
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Visual  fields,  when  altered,  showed  concentric 
contraction.  Papilledema,  nearly  always  present, 
varied  from  2 to  6 diopters;  when  it  was  unequal 
in  degree,  relationship  to  the  side  of  the  lesion 
could  not  be  established.  In  not  a single  instance 
was  the  phenomenon  of  homolateral  primary  optic 
atrophy  with  concomitant  contralateral  papille- 
dema reported.  Slight  unilateral  exophthalmos, 
found  in  six  patients,  corresponded  in  each  in- 
stance to  the  side  of  the  lesion.  Ataxic  symp- 
toms were  not  constant  and,  when  present,  were 
more  general  and  less  prominent  than  those  pro- 
duced by  cerebellar  lesions.  Motor  weakness,  in 
each  instance  a late  development,  was  contra- 
lateral in  the  lower  part  of  the  face  in  ten  pa- 
tients, while  a monoparesis  or  a hemiparesis  was 
present  in  eight. 

Of  the  special  examinations,  ventriculography 
and  ventricular  estimation  proved  of  greatest 
value.  Vestibular  studies,  when  made,  correctly 
excluded  the  posterior  fossa,  but  failed  to  localize 
the  lesion.  The  X-ray  showed  localizing  and  diag- 
nostic areas  of  changes  in  the  bone  in  three  cases, 
and  was  of  positive  value  in  half  the  cases.  Basal 
metabolism  tests  usually  revealed  a lowered  rate 
and  were  not  of  localizing  value.  Intracranial 
tension,  determined  by  spinal  fluid  pressure,  fre- 
quently ranged  from  30  to  50  mm.  of  mercury. 
Serologic  tests  of  the  spinal  fluid  were  negative 
for  evidence  of  neurosyphilis  in  every  case. 

Mental  symptoms  had  been  observed  fairly 
early  in  the  course  of  the  illness  in  eight  patients 
but  in  only  two  was  this  feature  of  the  case.  Psy- 
chic disturbance  developed  later,  just  prior  to  or 
after  admission  to  the  hospital,  in  eight  others, 
while  the  mental  state  of  six  was  considered  nor- 
mal throughout.  The  frontal  lobe  is  considered 
of  great  importance  in  the  maintenance  of  psychic 
normality,  but  it  is  believed  that  psychic  disturb- 
ances depend  more  on  the  personality  make-up  of 
the  person  and  on  impairment  of  the  functional 
capacity  of  the  brain  as  a whole  than  on  involve- 
ment of  a given  portion  of  the  brain  (frontal 
pole).  This  opinion  is  based  on  the  following 
observations:  1.  In  every  instance  the  initial 

symptoms  noted  were  those  of  general  pressure. 
2.  Drainage  of  gliomatous  cysts,  in  several  in- 
stances, was  followed  by  a rapid  disappearance  of 
mental  symptoms.  3.  Lesions  similar  in  type,  size, 
location  and  duration  of  symptoms  presented  most 
divergent  mental  pictures.  Other  cases  are  briefly 
cited  in  which  mental  symptoms  were  prominent, 
but  in  which  the  lesions  did  not  involve  the  frontal 
lobe.  It  is  believed  that,  in  cases  of  tumor  of  the 
brain  the  presence  of  mental  symptoms  is  not  by 
any  means  diagnostic  of  involvement  of  the  fron- 
tal lobe,  nor  is  the  absence  of  psychic  disturbances 
of  an  appreciable  nature  good  evidence  of  integ- 
rity of  the  frontal  lobe,  and  that  the  relationship 
between  mental  symptoms  and  the  frontal  lobe 
has,  in  a diagnotic  sense,  been  over-emphasized. 


Unilateral  failure  of  vision  and  psychic  disturb- 
ance are  the  developmental  symptoms  most  sug- 
gestive of  tumors  of  the  frontal  lobe.  These  signs 
are  not  of  frequent  occurrence. 

Psychic  disturbance,  of  an  appreciable  degree, 
may  be  entirely  absent  in  neoplasms  of  the  frontal 
lobe. 

Psychic  disturbances  are  dependent  to  a greater 
degree  on  the  personality  make-up  of  the  person 
than  on  the  size,  character  and  location  of  the 
tumor.  The  mental  state  of  the  patient  is  an  in- 
dex of  their  psychic  stability. 

The  frontal  lobe  is,  neurologically,  a silent 
area.  The  initial  neurologic  signs  are  those  re- 
sulting from  increased  intracranial  pressure  and 
involvement  of  adjacent  structures — motor,  visual 
and  olfactory. 

Disturbance  of  smell  and  vision,  especially  when 
unilateral,  unilateral  exophthalmos,  central  motor 
weakness  and  aphasic  disturbances  are  the  most 
constant  and  suggestive  neurologic  evidence. 

Ventriculography  and  ventricular  estimation 
are  diagnostic  measures  of  great  value. 


OBSTETRICS 

By  James  R.  Rcinbcrgcr,  M.D. 
416  Medical  Arts  Bldg.,  Memphis 


Prenatal  Care  and  Its  Effect  on  the  Growth  and 

Development  of  the  Baby.  Basil  M.  Taylor, 

Portland,  Indiana,  Southern  Medical  Journal. 

September,  1928. 

The  author  stresses  the  fact  that  the  medical 
profession  for  a long  time  has  been  educating  the 
laity  on  the  importance  of  prenatal  care,  but  with 
almost  the  sole  purpose  of  preventing  accidents 
that  might  happen  to  the  mother  during  pregnancy 
and  delivery.  The  baby,  however,  has  received 
very  little  attention,  other  than  those  diseases 
which  result  from  injury  during  the  passage.  It 
is  the  duty  he  says,  that  the  obstetrician  owes  the 
baby,  in  that,  we  are  morally  bound  to  assume  the 
responsibility  that  will  give  the  child  the  proper 
heredity;  just  as  we  must  necessarily  provide  en- 
vironment in  later  life.  He  says  that  the  average 
prenatal  care  consists  in  questions  regarding  the 
immediate  health  of  the  mother,  and  that  this  is 
insufficient  if  we  are  going  to  lend  the  proper 
assistance  to  the  child.  He  advocates  that  many 
questions  should  be  asked  of  the  mother.  Parti- 
cularly, those  relative  to  glandular  disturbances; 
such  as  whether  or  not  she  was  premature  or  full- 
term,  birth  weight,  length,  bottle  or  breast  fed, 
age  of  dentition,  whether  decay  occurred  early 
or  late.  A complete  menstrual  history;  how  much 
weight  was  gained  from  puberty  to  marriage,  and 
weight  gained  during  pregnancy,  or  previous  preg- 
nancy. 

Has  there  been  a marked  change  in  her  nervous 
system,  or  is  it  only  noted  during  previous  preg- 
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nancies.  If  much  of  this  information  is  obtained, 
many  defects  of  inheritance  will  be  avoided. 

During  his  examination,  aside  from  the  usual 
examination,  he  stresses  the  utmost  importance 
in  the  examination  of  the  mouth  and  carbohy- 
drate tolerance,  and  says,  that  the  mouth  is  the 
better  index  of  the  two.  The  teeth  should  be 
examined  for  little  chalky  white  spots,  discolora- 
tion in  the  enamel,  cavities,  absence  of  teeth,  and 
occlusion.  He  is  sure  that  poor  occulsion  is  re- 
sponsible for  the  alimentary  canal  being  filled 
with  poorly  masticated  food,  which  will  likewise 
result  in  toxemia.  He  is  quite  sure  that  the  oral 
condition  usually  indicates  hypothyroidism,  and 
will  express  itself  in  different  degrees  of  hypo- 
thyroidism in  the  infant,  namely  in  the  teeth,  the 
bones,  sugar  or  fat  intolerance,  overweight,  a dis- 
turbed nervous  system,  or  maybe  later  in  life, 
some  form  of  ovarian  or  pituitary  menstrual  dis- 
turbance. 

He  sums  up  the  nausea  of  pregnancy  as  an  en- 
docrine disturbance. 

Weight  is  discussed  at  length — aside  from  those 
marked  gains  in  weight  during  pregnancy  asso- 
ciated with  the  toxemias,  he  is  quite  sure  that 
they  are  purely  endocrine  disfunction,  likewise  re- 
sulting in  large  babies  as  well.  The  thyroid,  he 
believes,  is  the  underlying  factor. 

Blood-pressure — He  believes  being  due  to  faulty 
metabolism,  and  that  the  toxemias  follow  the  same 
disturbed  condition. 

Headaches — Aside  from  the  various  infections, 
he  believes,  this  to  be  due  to  glandular  disturb- 
ances, particularly,  thyroid,  parathyroid,  adrenal 
and  calcium  deficiency. 

Cramps  and  numbness— Usually  result  from 
parathyroid  and  calcium  deficiency. 

Libido — The  frigidity  that  is  usually  present 
follows  the  thyro-pituitary  disfunction,  but  it  is 
chiefly  the  anterior  portion  of  the  pituitary  that 
is  involved. 

Gray  hair — He  says,  like  faulty  enamel  of  the 
teeth  in  women  under  forty  is  a classical  expres- 
sion of  hypothyroidism. 

Treatment — Aside  from  the  usual  prenatal  care, 
he  advocates  glandular  therapy  where  the  de- 
ficiency is  noted,  and  has  obtained  excellent  re- 
sults since  he  has  adopted  this  plan.  His  babies 
have  been  more  uniform  in  size,  and  have  been 
more  perfect  in  their  younger  life,  than  those  pre- 
viously delivered  before  this  regime  was  insti- 
tuted, and  that  the  mothers  have  enjoyed  a more 
normal  pregnancy,  delivery  and  puerperium. 

The  reviewer  several  months  ago  discussed  this 
paper  at  the  Southern  medical  meeting,  and  his 
first  thought  was  that  the  writer  was  simply  over- 
enthusiastic,  or  maybe  that  he  had  not  given  him- 
self sufficient  time  to  warrant  such  conclusions. 
He  has,  since  this  time,  given  this  paper  a great 
deal  of  thought,  and  is  being  impressed  more  daily 
with  the  fact  that  many  of  the  above  mentioned 
complaints,  and  physical  findings  can  be  overcome 
if  the  proper  study  and  treatment  is  carried  out. 


OPHTHALMOLOGY 

By  Eldred  B.  Caycc,  M.D. 
Medical  Arts  Building.  Nashville 


The  Eye,  Ear,  Nose  and  Throat  Monthly,  Sep- 
tember, 1928.  “The  Role  of  Headaches  in 

Every-Day  Practice,”  by  L.  Weston  Oaks,  M.D., 

and  H.  G.  Merrill,  M.D.,  F.A.C.S.,  Provo,  Utah. 

The  authors  cover  the  subject  of  headaches 
from  several  standpoints;  first,  they  discuss  the 
tradition  and  supposition  among  the  primitive  peo- 
ple that  headaches  were  caused  by  an  evil  spirit 
inside  the  rigid  walls  of  the  cranium;  and  that 
the  surgeons  proceeded  to  furnish  an  exit  through 
a trephine  opening. 

Dr.  L.  W.  Dean  is  quoted  in  saying  that  his 
belief  was  that  a headache  is  never  met  in  a child 
under  five  years  of  age. 

The  authors  say  it  is  impossible  to  classify  head- 
aches by  their  location  according  to  Kearney,  who 
maintained  that  you  could  identify  a refractive 
error  by  the  position  of  pain  in  the  head.  He  in- 
sists on  better  teamwork  in  clearing  up  headaches. 

All  headaches  due  to  cerebral  pressure  are 
from  the  dura,  such  as  brain  tumors,  meningitis, 
brain  abscess,  and  edema  of  the  brain.  Certain 
drugs,  such  as  nitroglycerin  and  allonal  cause 
headaches  by  changing  the  cerebral  pressure.  He 
says  the  nitroglycerin  headache  is  characterized 
by  a constricting  band-like  pressure.  Luetic  head- 
aches and  headaches  of  some  brain  tumors  are 
greater  at  night. 

Functional  headaches  are  capricious  in  their 
attributes,  both  as  to  the  location  and  their  time 
of  appearing.  They  come  and  go  without  any  ap- 
parent reason.  Most  such  cases  are  found  among 
women  of  high-strung  temperaments;  and  may 
usually  be  recognized  from  their  history  as  to  the 
method  of  occurrence.  They  usually  come  on  fol- 
lowing or  accompanying  nervous  excitement, 
anxiety,  or  worry. 

He  contrasts  with  this  the  pain  that  is  suffered 
by  a patient  ill  of  nervous  exhaustion  where  the 
storage  battery  of  nervous  energy  is  run  down 
and  depleted.  Such  headaches  are  in  the  central- 
basal  portion  of  the  head  frequently  involving  the 
eyes.  The  pains  are  very  intense  and  usually  re- 
quire drugs.  The  cure  for  these  headaches  is  rest. 

Sexual  over-indulgence  at  times  gives  this  type 
of  headache. 

He  divides  the  neuralgia  headaches  into  sinus 
diseases  and  referred  pains.  He  described  re- 
ferred pain  as  a shortening  of  over-charged  nerves, 
and  gives  the  sphenopalatine  syndrome  as  de- 
scribed by  Sluder  as  one  of  the  best  known  phe- 
nomena. 

In  headaches  due  to  pelvic  diseases,  quoting 
Dr.  George  Gellhorn  of  St.  Louis,  he  says  that  the 
reflex  headache  is  becoming  very  much'  less  fre- 
quent in  their  diagnoses;  but  occasionally,  a nox’- 
mal  menstruation  is  associated  with  headaches  of 
incapacitating  severity. 


October,  1928 


ABSTRACTS  OF  CURRENT  LITERATURE 


243 


The  headaches  during  the  climacteric  tend  to 
recur  at  intervals  of  four  to  six  weeks. 

The  headaches  at  pregnancy  are  discussed.  He 
thinks  some  of  these  cases  are  due  to  a hyper- 
trophy of  the  hypophysis  which  returns  to  normal 
after  delivery. 

In  eye  headaches  he  mentioned  that  the  pain 
usually  comes  on  in  the  latter  part  of  the  day, 
and  that  it  is  erroneous  to  consider  an  occipital 
headache  of  eye  origin. 

They  say  that  as  little  as  twelve  one  hundredths 
dioptre  of  hyperopic  astigmatism  has  been  known 
to  cause  the  most  distressing  headaches. 

Panoramic  headaches  as  a rule  are  due  to  an 
external  muscle  error  or  hyperopia,  or  both. 

He  describes  ocular,  migraine,  hemi-crania  and 
sick  headache.  He  divides  migraine  into  two 
classes;  migraine  and  true  hemi-crania,  or  Sluder’s 
S3nidrome.  He  says  migraine  has  some  premoni- 
tory symptoms  such  as  scotomatia,  muscae  voli- 
tantes,  flashes  of  light  and  even  visual  hallucina- 
tions of  dogs,  mice,  etc. 

Occasionally,  they  become  dizzy  and  vomit, 
while  hemi-crania  comes  on  suddenly.  He  says 
that  Osier  believed  there  was  a big  hereditary  fac- 
tor in  headaches.  He  says  that  in  the  diseases 
of  the  sphenoidal  sinus,  whether  acute  or  chronic, 
that  the  pains  appear  in  four  locations  and  have 
almost  as  many  characteristics.  It  may  occur  as 
a depressing  heaviness,  located  deep  in  the  pos- 
terior central  part  of  the  head.  This  is  more  com- 
mon in  the  acute  form.  Momentary,  shooting 
pains  through  the  temples  and  vertex  are  prev- 
alent in  subacute  and  chronic  disease.  The 
third  point  is  a burning  and  aching  back  of  the 
mastoid  protuberance.  Fourth,  the  annoying, 
aching,  growling  headaches  low  down  in  the  back 
of  the  neck.  The  headaches  of  chronic  nasal  in- 
fection may  be  constant. 

Headaches  may  be  due  to  gastric  disturbances 
or  hyperacidity.  He  mentions  that  often  head- 
aches are  diagnosed  to  be  due  to  digestive  dis- 
turbances that  are  frequently  produced  by  an 
error  of  refraction. 

Anemia  may  be  the  cause  of  severe  headaches. 

He  closes  the  article  by  saying  that  we  must 
keep  in  mind  that  any  given  case  of  recurrent 
headache  may  be  the  product  of  multiple  causes, 
and  not  to  stop  until  we  have  found  the  underly- 
ing etiologic  combination.  Undoubtedly,  here,  as 
elsewhere  in  the  game  of  medical  practice,  one 
should  remember  that  blind  dependence  upon  any 
rule  of  thumb  will  certainly  lead  into  serious 
error.  Differentiation  requires  energetic  pains- 
taking and  sometimes  prolonged  study  of  the 
given  case,  as  well  as  the  expenditure  of  a certain 
modicum  of  intelligence  and  judgment  without 
which  even  quacks  will  occasionally  run  amuck. 


OTOLOGY,  LARYNGOLOGY, 
RHINOLOGY 

By  W.  G.  Kennon,  M.D. 

Doctors  Building.  Nashville 


Telangiectosis  of  the  Nasal  Septum  Treated  with 
Radium.  By  J.  Coleman  Seal,  M.D.,  New  York 
City.  Archives  of  Otolaryngology,  September, 
1928. 

Telangiectosis  is  frequently  encountered  on 
nasal  septum.  The  site  is  usually  the  anterior  part 
of  the  cartilagmous  portion  which  is  known  as 
Kiesselbach’s  area.  This  site  is  the  junction  of  a 
branch  of  the  superior  maxillary  artery  and  the 
ascending  branch  of  the  palatine  artery  with 
numerous  communicating  branches.  The  mucous 
membrane  over  this  area  is  thin;  the  arteries  and 
veins  are,  therefore,  superficial,  and  hence  liable 
to  injury  from  slight  trauma.  The  veins  are  in- 
capable of  retracting  into  deeper  tissues  after 
being  ruptured.  If  any  of  these  vessels  are  de- 
fective it  may  give  way  at  slight  increase  in  blood 
pressure. 

Case  1:  Girl  17,  negative  family  history.  Bleed- 
ing from  nostrils  began  six  years  before  admitted 
to  hospital.  At  first  the  bleeding  was  not  pro- 
fuse, and  easily  controlled.  For  two  years  prior 
to  admission  the  bleeding  increased  in  frequency 
and  severity,  so  that  every  two  or  three  months 
she  had  a severe  hemorrhage  which  was  difficult 
to  control.  She  had  treatment  without  benefit. 

The  examination  of  the  nose  showed  the  septum 
to  be  covered  in  its  anterior  portion  with  a net- 
work of  dilated  blood  vessels.  These  bled  pro- 
fusely when  touched  with  an  applicator.  Exami- 
nation of  blood  showed  bleeding  time  and  coagula- 
tion to  be  normal.  Ten  mg.  radium  needle  in  a 
steel  container  was  applied  to  each  side  of  the 
septum  for  two  hours.  Two  such  treatments  were 
given.  There  was  no  reaction.  Examination  six 
months  later  showed  several  blanched  spots  on  the 
anterior  portion  of  the  septum  and  a network  of 
narrow  blood  vessels  which  no  longer  bled  when 
touched  with  an  applicator. 

One  year  later  patient  returned  having  had  two 
hemorrhages  during  the  past  week.  Examination 
showed  dilated  vessels  over  the  anterior  portion 
of  the  septum  with  some  small  clots  showing  the 
sites  of  recent  bleeding.  One  25  mg.  platinum 
radium  needle  without  screenage  was  applied  and 
allowed  to  remain  for  two  hours.  There  was  a 
severe  reaction  which  kept  the  patient  uncomfort- 
able for  a week.  This  treatment  was  repeated  five 
weeks  later.  The  reaction  was  less  severe  than 
on  previous  treatment.  Nose  bleed  did  not  occur 
between  the  treatments. 

Examination  three  months  later  showed  the  en- 
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tire  anterior  portion  of  the  septum  blanched  with 
complete  absence  of  any  visible  blood  vessels.  No 
further  bleeding  had  occurred. 

Case  2:  In  this  case  the  patient  had  had  re- 
current hemorrhage  for  a year  previous  to  treat- 
ment. Clotting  and  bleeding  time  were  normal. 
Treatment  consisted  of  three  applications  of  25 
mg.  radium  needle  screened  with  platinum  and 
applied  to  each  side  of  the  nasal  septum  for  three 
hours. 

These  treatments  were  given  at  intervals  of 
about  three  weeks.  There  was  no  reaction. 
Bleeding  ceased  after  the  first  treatment.  Six 
months  later  examination  showed  blanching  of 
mucous  membrane  and  there  had  been  no  further 
bleeding. 

Case  3:  Had  had  recurrent  severe  nose  bleed 
for  two  years.  Examination  showed  the  same  type 
of  blood  vessel  dilation  as  in  the  other  cases.  The 
treatment  consisted  of  two  applications  of  25  mg. 
radium  element  in  platinum  needle  placed  against 
each  side  of  the  septum  for  four  hours.  A slight 
reaction  followed,  and  the  patient  complained  of 
a little  pain  on  the  tenth  day.  This  was  not 
severe  and  lasted  only  a week.  Bleeding  did  not 
occur  after  the  first  application  of  radium.  Ex- 
amination of  the  nasal  septum  after  three  six 
months’  intervals  revealed  a blanched  nasal  mu- 
cous membrane  with  all  its  vessels  obliterated. 
This  patient  is  now  being  treated  for  sinusitis  and 
has  not  bled  even  after  the  application  of  suction 
to  the  nares  up  to  ten  points  of  pressure  on  the 
Sorenson  gauge. 

In  the  first  patient,  the  early  treatment  was  not 
successful  because  of  the  small  dose,  and  also  be- 
cause of  too  much  screenage.  With  the  increased 
dose  and  lessened  screenage  the  bleeding  ceased 
promptly.  In  the  other  two  cases,  cessation  of 
bleeding  was  prompt  and  certain  after  the  first 
application  of  the  radium. 


SURGERY  — GENERAL  AND 
ABDOMINAL 

By  John  L.  Dies,  M.D. 

1213  Exchange  Building,  Memphis 


Burn  Therapy,  Frederick  Christopher.  The  Amer- 
ican Journal  of  Surgery,  July,  1928,  pp.  61  to 
65. 

The  author  treats  extensive  burns,  that  is,  of 
10  per  cent  or  more  of  the  body  surface,  first  for 
shock,  by  morphine,  external  heat,  vigorous  ad- 
ministration of  fluids,  and  possibly  by  blood  trans- 
fusion. As  early  as  possible  gauze  saturated  with 
2V2  per  cent  tannic  acid  solution  is  applied  to  the 
entire  burned  area  and  kept  moist  with  this  solu- 
tion for  twenty-four  hours  or  more  until  the 
burned  skin  is  thoroughly  tanned.  The  burned 
area  is  then  treated  by  the  open  air  method  under 
a heated  cradle,  supplemented  by  warm  boric  or 
soda  irrigations.  Fluids  are  pushed,  and  epine- 


phrin  and  sodium  chloride  may  be  exhibited.  Re- 
peated blood  transfusions,  occasionally  are  indi- 
cated. When  all  sloughs  have  disappeared  and 
the  wound  is  clearly  granulating,  adhesive  or  rub- 
ber tissue  strips  are  applied  and  scarlet  red  prep- 
arations may  be  used  to  accelerate  epithelization. 
Skin  grafting  occasionally  is  advisable. 

For  small  burns  (5  per  cent  of  the  body  sur- 
face or  less)  the  application  of  soothing  ointments 
containing  phenol  or  picric  acids  and  gauze  dress- 
ings is  the  best  treatment. 


ORTHOPEDIC  SURGERY 

By  Robert  Patterson,  M.D. 

Acaff  Building.  Knoxville 


“The  Tensor  Fascia  Femoris  As  a Cause  of  De- 
formity.’’ E.  Mackenzie  Forbes.  Jour.  Bone 

& Joint  Surg.,  July,  1928. 

Deformities  following  poliomyelitis  are  fre- 
quently due  to  unopposed  muscle  action.  Flexion 
contracture  of  the  hip  is  generally  due  to  the  un- 
opposed action  of  the  tensor  fascia  femoris  mus- 
cle. To  Soutter,  Yount,  and  Silver  are  we  in- 
debted for  effective  measures  for  the  relief  of 
flexion  contracture.  Soutter  separated  the  tissues 
at  the  hip  while  Yount  and  Silver  did  so  near  the 
knee. 

Under  anatomy  the  author  points  out  that  this 
muscle  arises  near  the  anterior  superior  spine 
from  the  outer  surface  of  the  illium  and  is  in- 
serted into  the  fascia  lata  and  thereby  receives 
its  bony  attachment.  Forbes  believes  that  this 
muscle  should  be  transplanted  to  the  patella  and 
thereby  converted  into  a leg  extensor. 

The  technique  of  the  operation  is  as  follows: 
An  incision  from  the  anterior  superior  spine  to 
the  outer  side  of  the  patella  and  thence  to  outer 
side  of  tibia  is  made.  The  contracted  part  is-  made 
tense  by  extension  and  inward  rotation  and  ad- 
duction. The  contracted  strip  is  separated  down 
to  the  tibia,  rolled  into  a tube,  the  muscle  surface 
being  outside  and  sewed  with  continuous  catgut 
suture.  An  incision  is  now  made  over  upper  cen- 
tral portion  of  the  patella  and  through  the  perio- 
steum. A long  forceps  is  now  thrust  subcutane- 
ously to  the  upper  portion  of  the  fascia  and  the 
tube  is  drawn  through  this  tunnel  and  inserted 
beneath  the  periosteum  of  the  patella.  This  com- 
paratively weak  muscle  is  not  expected  to  take 
the  place  of  the  quadriceps  femoris  but  it  will 
help  at  least  to  stabilize  the  knee  in  extension. 


ROEN TGENOLOGY 

By  C.  M.  Hamilton,  M.D. 
Doctors’  Building.  Nashville 


Results  of  Surgical  Treatment  in  Carcinoma  of 
the  Breast.  S.  W.  Harrington,  Mayo  Clinic. 

A review  is  given  of  the  cases  of  carcinoma  of 
the  breast  who  had  radical  amputation  at  Mayo 
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Clinic  between  1910  and  1923.  A comparison  is 
made  between  those  receiving’  post-operative  radi- 
ation and  those  not  receiving  it.  Data  is  given 
in  1,859  cases.  Three  and  five-year  results  were 
compiled.  Ten-year  results  were  obtained  on  cases 
operated  upon  prior  to  1918.  The  percentage  of 
cures  since  1915  has  been  stationary.  Up  until 
then  a gradual  improvement  was  noticed.  Re- 
sults do  not  justify  dissection  of  supraclavicular, 
post-cervical  and  axillary  glands  on  opposite  side. 

The  presence  or  absence  of  lymphatic  involve- 
ment is  the  most  important  prognostic  factor.  The 
incidence  of  lymphatic  metastasis  in  the  period 
from  1910  to  1915  was  59% — from  1915  to  1923 
it  was  67%. 

Age  has  very  little  bearing  on  the  presence  or 
absence  of  metastasis. 

51%  were  in  cases  between  17  and  50  years  of 
age. 

49%  were  in  cases  between  50  and  84  years  of 
age. 

65%  were  in  cases  between  40  and  59  years  of 
age. 

The  cases  without  lymphatic  involvement  showed 
the  following  results  when  compared  to  those 
with  involvement.  Twice  as  many  lived  three 
years,  two  and  a half  as  many,  five  years,  and 
three  and  a half  as  many  passed  the  ten-year 
period. 

Post-operative  X-ray  therapy  has  been  used  in 
1,092  cases;  767  cases  did  not  have  radiation; 
490  of  the  unradiated  cases  were  operated  upon 
before  1915.  In  the  group  receiving  radiation, 
there  were  7%  more  living  at  the  end  of  three 
years,  and  4%  more  lived  five  years.  The  ten-year 
results  showed  that  3%  more  were  living  who  had 
not  been  radiated. 

The  results  of  X-ray  therapy  in  the  group  from 
1915  to  1923  were  less  uniform  than  in  the 
previous  group.  In  the  radiated  class,  3%  more 
were  alive  at  the  end  of  three  years.  The  five- 
year  cases  were  about  equal  in  the  radiated  and 
unradiated  cases.  There  were  11%  more  living 
after  ten  years  who  had  not  had  roentgen  ray 
treatment.  These  results  are  not  conclusive,  but 
indicate  the  resistance  of  carcinomatous  tissue  to 
X-rays  and  shows  the  importance  of  an  extensive 
radical  dissection  in  dealing  with  cancer  of  the 
breast. 

The  results  were  not  very  good  in  cases  who 
had  been  operated  upon  elsewhere  prior  to  com- 
ing to  the  Clinic. 

The  best  results  were  found  in  cases  without 
glandular  involvement.  Eighty  per  cent  were  liv- 
ing for  three  years,  67%  for  five  years,  and 
53%  for  ten  years.  It  is  doubtful  if  these  results 
can  be  improved  by  more  extensive  operation. 
Results  in  cases  with  glandular  involvement  are 
not  so  encouraging.  Forty-two  per  cent  lived 


three  years,  26%  five  years,  and  12%  ten  years. 
All  operative  cases  showed  that  64%  had  glandu- 
lar metastases.  Early  operation  is  very  necessary. 
On  the  other  hand,  radical  operation  is  not  justifi- 
able without  making  a diagnosis. 

Nine  hundred  fifty-three  in  this  series  died  of 
metastasis.  The  sites  of  metastatic  lesions  in  order 
of  their  frequency  were  as  follows:  1.  Supra- 
clavicular region.  2.  Lungs  and  mediastinum.  3. 
Abdomen.  4.  Spine,  femur , pelvic  bones  and 
skull,  and  5.  Opposite  breast  and  axilla.  The 
average  duration  of  life  in  all  patients  with  metas- 
tasis receiving  X-ray  treatment  was  two  years  and 
three  months.  The  average  length  of  life  in  a 
similar  group  without  radiation  was  three  years 
and  two  months. 

Three  hundred  eighty-one  cases  had  local  and  re- 
mote metastasis  and  572  had  distant  metastasis 
without  local  recurrence  in  skin  or  axillae.  The 
above  findings  emphasize  the  importance  of  early 
operation  and  the  possibility  of  a cure  if  metasta- 
sis has  not  occurred  remotely. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S.. 
and  F.  K.  Garvey,  M.D. 

Medical  Building,  Knoxville 

“Fractional  Kidney  Function  Tests.”  (A.M.A., 

September  1,  1928.  Ockerblad,  Nelse  F.,  M.D.) 

Ockerblad  takes  up  kidney  function  tests  in  the 
surgical  type  of  patients,  only  believing  it  to  have 
not  much  value  in  the  medical  or  nephritic  type. 
He  deals  with  the  prostatic  mainly,  and  brings 
out  some  interesting  points  concerning  the  impor- 
tance of  fractional  function  tests  and  the  close 
relation  of  blood  pressure  to  the  variation  in  func- 
tion of  a kidney.  The  latter  view  is  grounded  on 
the  basis  of  the  kidney  being  a filtering  plant 
having  so  many  units  so  constructed  that  only 
enough  units  are  in  action  at  a given  time  to  do 
the  work  required.  Then  the  ability  of  a kidney 
to  put  out  enough  of  these  filtering  units  to  work 
is  the  measure  of  its  function. 

Taking  a patient  with  enlarged  prostate,  resid- 
ual urine,  irritability,  loss  of  appetite,  and  prob- 
ably myocarditis  with  hypertension,  it  is  supposed 
that  numbers  of  filtering  units  are  embarrassed 
from  toxic  substances  being  eliminated  con- 
tinually, so  the  blood  pressure  increases  to  aid  in 
forcing  filtration.  On  decompressing  the  kidneys, 
forcing  fluids,  etc.,  the  blood  pressure  drops,  but 
the  filtering  units  deprived  of  pressure  on  which 
they  have  been  dependent,  cannot  perform  as  well 
for  awhile  until  they  become  stabilized.  This 
stabilization  takes  place  after  the  general  condi- 
tion of  patient  and  blood  pressure  become  stabi- 
lized and  then  the  function  reaches  its  optimum. 
With  this  idea  of  mechanism  in  view  a series  of 
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cases  was  run,  using  combined  PSP  and  creatinin 
tests,  on  patients  with  a relatively  high  blood  pres- 
sure before  drainage  at  the  bottom  of  curve,  and 
after  new  level  was  established.  These  tests  were 
run  in  fifteen  minute  fractions  at  two  to  three- 
day  intervals.  In  this  way  a check  on  the  change 
in  function  during  the  intervals  while  the  stabili- 
zation of  blood  pressure  and  kidney  function  was 
going  on  was  made. 

The  results  were  interpreted  as  described  above. 
Namely  that  the  function  after  drainage  first  low- 
ered due  to  decrease  in  blood  pressure  and  em- 
barrassment of  kidney  cells.  This  gradually  in- 
creases as  the  kidneys  and  blood  pressure  become 
stabilized  and  reaches  an  optimum  only  when  there 
is  a complete  stabilization. 

He  also  observes  that  his  fifteen  minute  course 
corresponds  to  Shaw’s  in  regard  to  value  of  ex- 
cretion, and  that  the  average  value  of  excretion 
in  first  fifteen  minutes  is  40  per  cent  in  normal 
persons.  The  second  fifteen  minutes  is  about  17 
per  cent  and  the  third  8 per  cent. 

In  cases  of  serious  renal  impairment  the  order 
is  reversedly  the  peak  of  output  being  reached  in 
the  third  and  fourth  fractions. 

The  advantage  of  using  combined  creatinin  and 
PSP  test  is  that  in  cases  with  nephritis,  the  PSP 
may  be  excreted  normally,  while  the  threshold 
for  creatinin  is  raised  and  there  is  a delay  in  out- 
put. 

He  advises  one  to  always  interpret  kidney  func- 
tion tests  in  the  light  of  clinical  observations. 


“Studies  on  the  Etiology  and  Treatment  of  Pyeli- 
tis in  Pregnancy.’’  (New  England  J.  Med., 

1928,  cxcviii,  427.) 

J.  L.  Hofbauer  states  that  pyelitis  in  preg- 
nancy remains  one  of  the  most  puzzling  problems 
of  both  obstetrics  and  urology  and  that  there  is 
marked  diversity  of  opinion  concerning  its  path- 
ology. 

During  pregnancy,  definite  alterations  occur 
in  the  architecture  of  the  trigone  of  bladder  and 
lower  ureter. 

The  study  of  the  author’s  specimens  have  re- 
vealed the  existence  of  conditions  which  can  read- 
ily give  rise  to  stenosis  in  lower  ureter  with  angu- 
lation. Another  change  secondary  to  this  path- 
ology in  lower  ureter  is  regurgitation. 

With  the  clinical  evidence  at  hand  that  pro- 
tracted ureteral  distention  is  attended  by  insuffi- 
ciency of  ureteral  peristalsis,  the  latter  should  be 
considered  as  among  the  main  factors  in  the  pro- 
duction of  the  pyelitis  in  pregnancy.  Therefore 
one  of  the  chief  requisites  of  successful  treatment 
should  be  free  drainage. 

He  found  pituitrin  to  be  of  value  in  increasing 
peristalsis.  He  states  that  after  its  use  the  tem- 
perature often  drops. 

On  account  of  the  possibility  of  renal  involve- 
ment, no  urinary  antiseptic  should  be  used  during 
an  attack  of  pyelitis.  He  uses  lactose  during  the 
febrile  attacks  to  check  intestional  putrefaction. 

The  abstractor  of  this  article  is  unaware  of  any 
possible  benefit  from  the  above  medication. 
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COLLAPSE  THERAPY  IN  PULMONARY  TUBERCULOSIS  — WITH 
PARTICULAR  REFERENCE  TO  ARTIFICIAL  PNEUMOTHORAX* 


J.  B.  Naive,  M.D.,  Nashville 


The  progress  of  surgery  in  the  treat- 
ment of  pulmonary  tuberculosis  has 
been  very  great  during  the  past 
decade;  and  the  results  have  seemed  to 
justify  the  enthusiasm  of  the  leaders  in  this 
new  field.  About  two  years  ago,  a complete 
program  of  this  work  was  begun  at  the 
Davidson  County  Tuberculosis  Hospital.  It 
was  undertaken  with  two  particular  objects 
in  view:  First,  the  securing  of  whatever 
benefits  might  be  possible  in  cases  where 
all  the  usual  methods  had  fallen  short ; and 
as  a secondary  consideration,  a fair,  but 
very  critical  study  of  the  value  of  thoracic 
surgery  in  tuberculosis. 

To  achieve  these  things,  a comprehensive 
program  was  outlined,  and  has  been  fol- 
lowed. This  included  the  accepted  meas- 
ures used  in  the  surgical  treatment  of 
pulmonary  tuberculosis  as  follows:  Arti- 
ficial pneumothorax,  phrenicotomy,  and 
extra-pleural  thoracoplasty.  Every  patient 
not  responding  to  the  usual  rest  treatment 
was  to  be  considered  as  a passible  subject 
for  one  or  more  of  the  procedures  men- 
tioned, and  in  the  order  named ; and  it  was 
considered  most  important  that  artificial 
pneumothorax  be  very  thoroughly  tried  be- 


*Read before  the  Nashville  Academy  of  Medi- 
cine and  the  Davidson  County  Medical  Society, 
October,  1928. 


fore  planning  to  use  more  radical  measures. 
The  Jacobeus  method  of  severing  adhesions 
in  partial  pneumothorax  has  not  yet  been 
attempted;  it  is  technically  difficult;  is  not 
applicable  in  very  many  cases,  and  has  not 
met  with  a great  deal  of  favor  in  America. 

The  work  has  gone  on  as  planned  and 
has  been  encouraging.  In  view  of  the  ex- 
tent of  the  surgery  done  thus  far,  and  of 
the  apparently  good  results  obtained,  it 
seems  only  fair  that  some  of  these  results 
be  announced.  Naturally  they  are  not  con- 
clusive, for  the  time  has  been  short;  but 
they  are  highly  suggestive  and  appear  to 
promise  much.  They  will  be  offered,  there- 
fore, in  the  nature  of  a preliminary  report 
for  the  use  of  any  of  the  profession  who 
may  be  especially  interested  in  the  tubercu- 
losis problem;  and  with  the  hope  that  the 
findings  may  be  useful. 

This  paper  is  a report  of  results  secured 
in  the  treatment  of  pulmonary  tuberculosis 
by  means  of  artificial  pneumothorax.  The 
subject,  itself,  has  been  well  presented  on 
past  occasions,  but  it  is  certainly  funda- 
mental where  one  contemplates  thoracic  sur- 
gery as  an  aid  in  the  treatment  of  tubercu- 
losis, and  deserves  a place  in  any  such 
discussion  as  this.  Moreover,  artificial 
pneumothorax  is  such  a valuable  factor  in 
the  modern  treatment  of  the  disease  that 
its  importance  cannot  be  over  estimated. 
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Within  a few  months,  a report  will  be  pre- 
sented showing  results  which  have  followed 
phrenicotomy ; and  finally,  there  will  be  re- 
ported results  following  thoracoplasty. 

The  first  work  in  the  field  of  artificial 
pneumothorax  was  done  about  1890  by  For- 
lanini  in  Italy  and  by  Dr.  John  B.  Murphy 


CASE  1 

Figure  1.  Universal  activity  left  side,  with  mul- 
tiple cavities;  weight  100  pounds;  positive  sputum; 
temperature  range  from  97  to  102.  Right  side 
apparently  clear.  Collapse  not  yet  begun.  Patient 
colored. 

in  the  United  States.  It  was  done  inde- 
pendently. Brauer  of  Germany,  saw  the 
value  of  the  procedure  and  used  it  on  a 
large  scale.  Elsewhere  it  became  popular 
more  slowly,  and  it  was  not  until  about  1910 
to  1912  that  it  became  firmly  established  in 
Italy,  the  United  States  and  England.  It  is 
interesting  to  note  that  Dr.  Murphy  used 
an  initial  very  large  filling,  and  often  no 
refills.  In  no  case  did  he  extend  the  treat- 
ment over  a long  period  of  time,  which  is  in 
striking  contrast  with  present-day  beliefs 
and  practice.  Forlanini  made  a needle 
puncture  through  the  entire  chest  wall  in 
order  to  reach  the  pleural  cavity.  Brauer 
changed  this  method  and  made  an  incision, 
separating  the  tissues  down  to  the  parietal 
pleura,  and  then  punctured  this  with  his 


needle.  Murphy  incised  the  skin  and  sub- 
cutaneous tissue  and  then  inserted  the 
needle.  All  authorities  now  use  the  simple 
puncture  method  of  Forlanini.  For  a long 
time  the  actual  operation  was  somewhat 
crude  and  relatively  dangerous,  due  chiefly 
to  inability  to  measure  the  gas  pressure 
within  the  pleural  cavity.  Some  of  the  most 
common  accidents  encountered  were  ap- 
parently due  to  this  shortcoming.  In  1907, 
Saugman,  of  Copenhagen,  combined  a mano- 
meter with  the  standard  equipment  and 
thereby  added  very  greatly  to  the  safety  of 
the  operation,  for  then  intra  pleural  con- 
ditions could  be  accurately  known  and  ex- 
cessive pressure  which  may  be  so  danger- 
ous, could  be  avoided. 

The  essential  principles  of  artificial  pneu- 
mothorax are  generally  well  understood. 
They  are  compression,  relative  immobiliza- 
tion and  local  rest.  In  general,  rest  varies 
directly  with  the  degree  of  compression  but 
one  occasionally  sees  a satisfactory  result 
where  the  collapse  is  not  at  all  complete; 
and  indeed,  absolute  compression  of  a lung 
is  very  difficult  to  obtain. 

In  addition  to  the  rest  secured  under  ideal 
collapse  treatment,  other  very  beneficial 
things  are  accomplished,  much  harmful 
material  is  squeezed  out  of  the  diseased  area 
and  gotten  rid  of,  thus  cutting  down  the 
patient’s  absorption  of  toxins.  A marked 
lymph  stasis  is  brought  about  and  local 
spread  of  the  disease  is  thereby  minimized ; 
according  to  some  authorities,  there  is  a 
marked  local  congestion  with  benefit  to  the 
patient.  Cavities  are  obliterated,  and 
usually  remain  closed.  Destructive  proc- 
esses tend  to  become  arrested,  and  parts 
which  have  already  undergone  serious  dam- 
age tend  to  become  fibrosed  into  well-healed 
areas.  A striking  feature  of  the  recovery 
of  such  a case  is  the  extensive  formation  of 
fibrous  tissue  in  the  diseased  lung  during  the 
period  of  compression. 

The  clinical  results  are  striking  in  most 
cases.  The  patient  soon  begins  to  feel  much 
better.  The  temperature  drops  to  normal, 
usually,  and  remains  there.  Coughing  be- 
comes much  less  severe  and  often  ceases. 
Very  often  the  sputum  becomes  free  of 
tubercle  bacilli  and  remains  negative.  The 
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appetite  and  digestion  become  normal  or 
almost  so,  and  there  is  nearly  always  a satis- 
iactory  gain  in  weight  following  closely  the 
establishment  of  collapse.  Unless  the  other 
side  becomes  diseased,  this  improvement  is 
progressive  and  in  a very  considerable  per- 
centage of  cases,  leads  to  complete  cure. 

The  indications  for  this  method  of  treat- 
ment are  rather  definite.  Outstanding 
among  them  is  hemorrhage;  and  collapse 
should  be  attempted  in  any  case  which 
shows  a marked  tendency  to  bleed ; compres- 
sion should  be  used  in  processes  where  cavi- 
ties are  present,  or  where  cavitation  is  likely 
to  take  place,  for  any  cavity  in  tuberculosis 
is  a hindrance  to  healing,  and  potentially  a 
peril  to  life  itself.  No  cavity  should  be  al- 
lowed to  persist  if  it  can  be  eliminated  by 
any  safe  means  whatever.  Basal  tubercu- 
losis is  somewhat  rare,  but  does  occur  and 
has  been  found  to  be  so  serious  in  its 
prognosis,  that  it  seems  to  deserve  unusual 
methods  of  treatment.  It  would  appear, 
therefore,  that  lower  lobe  disease  would  cer- 
tainly call  for  compression  treatment  and 
as  early  as  possible.  Another  type  of 
disease  in  which  pneumothorax  should  be 
attempted  is  the  pneumonic  rapidly  advanc- 
ing form.  Here  the  outlook  is  not  good 
under  any  circumstances  but  compression 
treatment  certainly  gives  much  more  prom- 
ise than  does  mere  rest.  A final  indication 
is  represented  in  the  chronic  case  which  has 
failed  to  respond  to  a more  or  less  long  con- 
tinued course  of  conservative  treatment. 
According  to  most  authorities,  the  use  of 
artificial  pneumothorax  is  indicated  in  from 
eight  to  twelve  per  cent  of  cases. 

Indications  have  been  given  on  the  basis 
of  an  essentially  unilateral  process.  Upon 
the  degree  of  involvement  of  the  better 
lung,  rests  largely  the  whole  problem  of 
contra-indications.  Compression  treatment 
presents  its  greatest  promise  when  the  bet- 
ter lung  is  entirely  clear;  often  it  actually 
seems  necessary,  however,  to  undertake 
pneumothorax  in  cases  where  one  finds 
definite  trouble  in  the  better  lung,  and  very 
interesting  to  note  is  the  fact  that  the  lesion 
on  the  better  side  frequently  clears  up  and 
only  occasionally  advances.  In  cases  hav- 
ing cavitation  in  the  better  lung,  pneumo- 


thorax is  contra-indicated.  It  is  also  contra- 
indicated in  cases  in  which  the  activity 
present  on  the  better  side  is  a hilum  or  basal 
process  for  such  lesions  tend  to  spread 
quickly  and  widely.  Some  authorities  class 
as  contra-indications  such  complications  as 
tuberculous  laryngitis,  intestinal  tubercu- 


CASE  1 

Figure  2.  Partial  collapse  of  diseased  left  lung; 
note  line  of  lung  margin,  with  the  small  adhesion 
just  under  clavicle;  also  note  the  clearness  with 
which  cavities  are  shown.  Temperature  now  nor- 
mal; weight  now  110  pounds,  sputum  negative. 
Collapse  has  been  in  progress  for  five  weeks. 

losis,  perianal  abscess  and  fistula,  but  it  is 
doubtful  if  they  should  be  so  considered. 

Once  begun,  the  treatment  should  be  car- 
ried on  by  easy  stages  to  a state  of  collapse 
sufficient  to  produce  the  clinical  results  de- 
sired. It  is  very  important  that  the  earlier 
doses  of  air  be  comparatively  small ; other- 
wise, treatments  become  unduly  painful, 
and  accidents  are  very  much  more  liable  to 
occur.  In  many  cases  collapse  will  not  be 
possible,  because  of  the  presence  of  ad- 
hesions. Here  a patient  effort  should  be 
made  to  stretch  the  adhesions  enough  so 
that  sufficient  compression  can  be  obtained. 
Where  satisfactory  collapse  is  impossible, 
more  radical  surgery  should  be  considered. 
During  the  early  stages  of  treatment,  the 
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patient  should  be  watched  most  carefully. 
He  should  be  held  to  a regime  of  complete 
rest,  for  it  is  usually  within  the  first  four  to 
six  months  of  collapse  that  the  disease  tends 
to  break  over  into  the  good  lung.  The 
patient’s  progress  as  shown  by  clinical  rec- 
ords, should  be  carefully  studied,  and  fre- 


Figure  3.  Present  condition  of  patient  most  sat- 
isfactory; sputum  consistently  negative;  left  side 
completely  collapsed  and  right  side  clear.  Weight 
125  pounds,  temperature  normal;  patient  on  con- 
siderable exercise  and  symptom-free.  Collapse  has 
now  been  complete  for  about  ten  months. 

quent  physical  and  X-ray  examinations 
should  be  made.  In  such  work  the  value  of 
well-taken  serial  X-ray  plates  is  extremely 
great — in  fact,  indispensable. 

When  a satisfactory  degree  of  collapse 
has  been  brought  about  it  should  be  main- 
tained by  appropriate  doses  of  air  at  proper 
intervals.  Since  there  is  such  a variation 
in  the  rate  of  air  absorption  in  different 
cases  and  at  different  stages,  no  general  rule 
can  be  stated;  here,  in  a sense,  each  case 
must  be  studied  and  treated  on  the  basis  of 
its  individual  needs.  The  course  of  treat- 
ment is  long ; according  to  most  authorities, 
two  to  five  years. 

The  actual  operation  is  not  usually  par- 
ticularly difficult,  although  it  does  require 


care  and  attention  to  fundamental  surgical 
principles.  The  question  of  asepsis  is  of 
especial  importance.  Accidents  have  oc- 
curred at  the  hands  of  the  most  careful 
workers,  but  it  is  true  that  in  general,  such 
accidents  have  become  less  numerous  in  pro- 
portion'as  workers  have  acquired  more  ex- 
perience and  have  had  better  equipment 
with  which  to  work.  Among  the  things  to 
be  feared  is  embolism,  and  particularly  cere- 
bral embolism,.  This  does  not  occur  as  fre- 
quently as  it  did  in  the  early  days  of  pneu- 
mothorax development,  but  it  is  not  un- 
known now.  It  is  much  more  liable  to  take 
place  in  cases  in  which  there  is  no  free 
pleural  space,  in  those  where  adhesions  con- 
taining blood  vessels,  or  actual  lung  tissue 
are  present,  and  in  operations  in  which  gas 
is  injected  under  too  great  pressure.  As 
noted  previously,  the  manometer  is  a won- 
derful safeguard,  and  its  readings  should  be 
understood  and  used  for  guidance.  “Pleural 
shock”  is  an  accident  as  vague  in  symptoms 
as  in  name.  In  most  cases  it  has  probably 
been  confused  with  embolism.  It  is  men- 
tioned here  for  the  sake  ^ of  completeness. 
Other  accidents  are  puncture  of  the  lung, 
puncture  of  the  peritoneum  and  emphysema. 
Usually  they  are  not  serious,  although  the 
last  two  named  may  be  quite  painful. 

It  is  important  to  consider  the  complica- 
tions arising  in  the  course  of  pneumothorax 
treatment.  An  extremely  common  one  is 
that  of  pleural  exudate,  occurring  in  about 
50%  of  all  cases.  Usually  the  exudates  are 
transitory,  symptomless,  and  do  not  harm. 
Sometimes,  however,  fluid  accumulates  in 
such  quantity  that  aspiration  becomes 
necessary,  and  some  cases  require  repeated 
aspiration.  About  ten  to  twenty  per  cent 
of  the  exudates  become  purulent  and  may 
require  radical  treatment.  Another  com- 
plication is  that  of  pleural  adhesions.  The 
pleural  surfaces  are  apparently  irritated  by 
the  treatment,  and  if  allowed  to  come  into 
contact  with  each  other,  tend  to  stick  to- 
gether, quickly  forming  adhesions.  It  thus 
comes  about  that  a compressed  lung  allowed 
to  expand,  cannot  easily  be  again  collapsed. 
This  explains  the  need  for  careful  mainte- 
nance of  the  proper  degree  of  compression 
in  order  to  keep  pleural  surfaces  constantly 


November,  1928  COLLAPSE  THERAPY  IN  PULMONARY  TUBERCULOSIS— Naive 


251 


apart;  otherwise,  adhesions  will  form  and 
the  treatment  will  be  robbed  of  its  complete 

■ effectiveness.  Finally,  an  extremely  serious 
complication  is  the  development  of  lesions 
in  the  good  lung,  for  hope  of  a cure  is  there- 
by greatly  reduced. 

This  brings  the  discussion  to  a point 
where  results  may  be  considered.  They  will 
be  given  as  fully  as  space  permits  and 
analyzed  as  completely  as  possible.  Statis- 
tics will  be  presented  showing  results  in 
three  representative  clinics  elsewhere,  and 
, in  the  Davidson  County  Tuberculosis  Hos- 

■ pital  series.  The  other  clinics  are  as  fol- 
‘ lows : The  Gravesen  Clinic  in  Copenhagen, 
^ Denmark,  formerly  presided  over  by  Saug- 

man,  the  Laennec  Hospital  and  Dispensary 
in  Paris,  where  Rist,  an  international  au- 
^ thority,  has  done  his  work ; and  the  Loomis 
' Sanatorium  in  New  York  State  with  a series 
; extending  over  ten  years  and  comprising 
200  cases. 

7 Artificial  pneumothorax  was  begun  by 
Saugman  in  1907,  and  up  to  1924,  this  treat- 
j ment  had  been  given  or  attempted  in  675 
cases.  Only  two  operative  deaths  occurred, 
both  early  in  the  series.  Gravesen  reports 
in  his  excellent  book  the  results  in  the  case 
of  patients  discharged  prior  to  1917,  giving 
the  state  of  health  in  January,  1919,  two  to 
twelve  years  after  discharge  from  the  sana- 
torium. Of  these  there  were  257  cases;  of 
the  257  cases  satisfactory  pneumothorax 
was  obtained  in  172,  and  no  collapse  of  any 
size  could  be  gotten  in  85.  In  the  former 
group,  32%  were  able  to  work;  2.9%  unable 
to  work,  and  63.4%  died  from  tuberculosis. 
’ In  the  latter  group,  10.6%  were  able  to 
^ work;  3.5%  were  not  able  to  work;  and 
/ 83.5%  were  dead  from  tuberculosis.  Thus, 
% there  immediately  appears  approximately  a 
.i  20%  advantage  in  the  case  of  the  group 
having  satisfactory  collapse. 

The  reasons  for  failure  were  as  follows : 
Activity  in  the  other  lung,  complications  in 
other  organs,  relapse  of  the  disease  in  the 

■ treated  lung,  and  it  is  interesting  to  note 
that  this  was  seen  in  six  cases,  following 

‘i  successful  treatment.  Effusion  was  a fre- 
i quent  complication.  It  occurred  in  83  of  a 
« group  of  143  cases  which  was  formed  by 
4 excluding  29  absolutely  hopeless  cases.  Of 


the  143,  there  was  no  effusion  in  60;  with 
effusion  37.3%  were  able  to  work  and  with- 
out effusion  40%  were,  a difference  of  only 
2.7%.  Of  the  former  group  57.8%,  and  of 
the  latter  53.3%  were  dead.  Thus  it  is  seen 
that  the  influence  of  exudate  upon  the  ulti- 
mate outlook  was  not  very  marked. 


CASE  2 

Figure  4.  Case  very  chronic;  collapse  begun 
because  of  repeated  severe  hemorrhages,  with  im- 
mediate control  of  same.  Right  side  clear;  left 
upper  active  and  uncollapsed.  Note  adhesion  which 
prevents  complete  collapse.  Repeated  efforts  to 
stretch  or  break  adhesions  have  failed;  case  calls 
for  more  radical  treatment. 

A very  much  more  serious  cause  of  failure 
was  found  in  the  presence  of  adhesions.  In 
47  cases,  completely  collapsed  and  without 
adhesions,  70.2%  were  able  to  work  and 
23.4%  were  dead.  In  42  cases  with  com- 
plete collapse,  but  with  localized  extended 
adhesions,  331/3%  were  able  to  work  and 
66%%  were  dead.  In  45  cases  with  incom- 
plete collapse  on  account  of  larger  adhe- 
sions, 11.1%  were  able  to  work  and  86.7% 
were  dead.  Gravesen  concludes  that  the 
outlook  is  much  more  serious  if  adhesions 
are  present,  and  he  favors,  and  has  success- 
fully used,  the  Jacobeus  method  of  severing 
adhesions  in  appropriate  cases. 

The  Paris  series  extends  over  a period  of 
14  years, — 1912  to  1926.  Of  chronic  uni- 
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lateral  cases  of  tuberculosis,  759  were  col- 
lapsed, All  of  these  had  positive  sputum, 
involvement  of  at  least  one-half  of  a lobe 
and  often  more ; nearly  all  of  them  had  one 
or  several  cavities,  determined  by  X-ray. 
Of  the  759  cases,  387  were  clinically  well 
at  the  close  of  the  survey  and  51  of  these 
were  no  longer  under  treatment.  Rist  has 
found  that  the  development  of  contra- 
lateral lesions  is  by  far  the  most  serious 
complication  of  pneumothorax.  He  considers 
that  it  accounts  for  75%  of  the  deaths.  Of 
278  cases  in  which  this  occurred,  the  time 
of  onset  was  during  the  first  six  months  in 
139  cases,  or  approximately  50%;  and  he 
concludes  that  the  chances  for  this  com- 
plication to  occur,  decrease  in  proportion  to 
the  time  following  the  original  collapse. 
This  strongly  emphasizes  the  need,  accord- 
ing to  Rist,  of  the  most  extreme  care  during 
the  early  months  of  treatment.  This  clinic 
had  a very  interesting  “control”  group  of 
patients  considered  fit  for  pneumothorax, 
but  refusing  it.  In  a careful  follow-up  of  a 
series  of  74  such  cases,  the  condition  was 
found  to  be  unchanged  in  18%  and  worse 
in  29%;  and  53%  of  these  patients  were 
dead.  The  mortality  of  30%  in  treated 
cases  contrasted  strikingly  with  the  53% 
mortality  in  cases  which  were  quite  similar 
but  untreated.  Rist  concludes  that  collapse 
therapy  remains  as  the  one  universally- 
developed  procedure  in  the  treatment  of 
tuberculosis,  and  the  factor  of  greatest 
value  since  the  development  of  the  rest 
theory. 

In  the  Loomis  Sanatorium,  pneumothorax 
treatment  was  attempted  in  200  cases.  Of 
these  29%  or  58  were  operative  failures, 
since  no  satisfactory  collapse  could  be  ob- 
tained. Of  the  142  successful  cases,  three 
were  non-tubercular,  leaving  139  cases  to  be 
reported  on.  Of  the  139,  91  were  far  ad- 
vanced, 46  were  moderately  advanced,  and 
two  were  incipient.  Definite  benefit  oc- 
curred in  75%  of  the  cases  and  striking 
improvement  in  50%.  In  only  3%  did  pa- 
tients get  worse  under  treatment.  In 
approximately  45%  tubercle  bacilli  disap- 
peared from  the  sputum  and  in  30%  the 
sputum  remained  negative  as  long  as  the 


patient  was  under  observation.  Approxi- 
mately 56%  of  the  patients  were  living 
after  periods  of  from  12  to  117  months,  and 
56%  of  those  living  were  in  a satisfactory 
condition. 

As  in  other  series,  the  best  results  by 
far  were  in  a group  of  cases  in  which  com- 
plete, effective  collapse  was  present.  In  82% 
of  these  the  sputum  became  negative,  and  in 
65%  remained  so.  80%  were  living  and 
60%  were  reported  as  being  in  satisfactory 
condition,  after  a period  of  from  one  to 
thirty -three  months  from  time  of  discon- 
tinuance of  treatment.  Dr.  Amberson  of 
the  Loomis  Sanatorium  writing  in  Lillien- 
thal’s  “Thoracic  Surgery”  and  summarizing 
the  above  findings,  says : “We  feel  that  the 
foregoing  survey  affords  convincing  evi- 
dence of  the  value  of  therapeutic  pneumo- 
thorax in  properly  selected  cases  of  pul- 
monary tuberculosis  ...  Wb  are  convinced 
that  the  proportion  of  patients  who  should 
be  treated  by  pneumothorax  is  much  greater 
than  is  generally  conceded.” 

The  Davidson  County  Tuberculosis  Hos- 
pital series,  as  developed  under  the  plan  set 
forth  earlier  in  this  paper,  has  reached  a 
total  of  61  cases.  In  addition,  the  records 
of  two  former  patients  are  being  introduced 
for  discussion.  These  presented  very 
definite  indications  and  underwent  a satis- 
factory course  of  treatment.  They  were 
under  compression  for  a fairly  long  period 
of  time;  and  this  was  some  six  years  ago, 
dating  back  far  enough  to  make  the  present 
condition  a very  interesting  point.  This  is 
known  in  both  cases  and  will  be  given 
shortly. 

Outstanding  indications  for  collapse  have 
been  as  follows : Cavitation  in  38  cases ; 
chronic  disease  with  little  response  to  treat- 
ment in  26;  acute  pneumonic  processes  in 
1 1 ; hemorrhage  in  9 ; and  basal  tuberculosis 
in  4.  Naturally,  several  patients  have  pre- 
sented at  least  two  indications,  the  usual 
combinations  being  chronic  disease  asso- 
ciated with  cavitation,  and  hemorrhage 
from  a cavity. 

Of  the  63  cases  in  which  collapse  was 
attempted,  21  resulted  in  complete  failure, 
as  no  pneumothorax  of  any  satisfactory  size 
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could  be  gotten ; 42  cases  were  more  or  less 
successful;  of  these,  the  collapse  was  com- 
plete or  practically  so  in  24;  complete,  ex- 
cept for  small  areas  kept  open  by  thin  and 
somewhat  yielding  adhesions  in  12 ; and  only 
partial  with  large  areas  kept  uncollapsed  by 
many  small  or  fewer  large  adhesions  in  6. 

Just  here  it  is  very  interesting  to  note 
the  results  of  compression  treatment  upon 
the  sputum,  since  that  is  such  an  excellent 
criterion  of  improvement;  of  the  24  cases 
with  satisfactory  collapse,  it  has  become 
free  of  organisms  in  all  except  two  very  re- 
cent ones  where  collapse  is  not  yet  fully 
established ; and  once  negative  has  remained 
so  except  in  the  case  of  two  patients  and 
under  the  following  circumstances:  One, 
complicated  by  much  exudate  and  adhesion 
formation  with  considerable  loss  of  the 
original  collapse ; and  one  in  whom  the 
disease  spread  to  the  good  lung,  this,  in 
turn,  having  since  been  partly  collapsed 
with  the  sputum  again  becoming  negative. 
This  patient  now  has  both  lungs  partially 
collapsed,  and  is  doing  extremely  well.  Of 
the  12  cases  in  which  the  collapse  was 
slightly  impaired  by  adhesions,  the  sputum 
has  become  negative  in  all  but  three,  two 
begun  very  recently  and  one  started  several 
months  ago,  but  on  a very  unruly  patient, 
— all  three  negroes.  Of  the  six  cases  in 
which  the  collapse  was  entirely  inadequate, 
the  sputum  remained  positive  in  all.  It 
might  be  added  that  one  of  these  went  on 
to  thoracoplasty,  getting  rid  of  organisms 
very  promptly  and  remaining  free  of  them. 

Clinical  results  have  been,  in  general, 
satisfactory.  The  best  have  naturally  been 
noted  in  the  group  of  24  cases  in  which  col- 
lapse was  adequate;  and  the  excellence  of 
results  has  varied  directly  with  the  degree 
of  compression  obtained.  Practically  all  the 
cases  in  which  this  was  reasonably  complete 
have  become  and  remained  free  of  fever; 
have  gained  strength  and  weight  and  have 
come  to  feel  progressively  better;  cavities 
have  been  obliterated;  hemorrhage  has  in- 
variably been  promptly  stopped,  and  prac- 
tically all  areas  of  disease  have  been  checked 
in  their  activity,  or  even  arrested.  Cases 
in  which  adhesions  prevent  satisfactory  col- 


lapse, have  been  aided  symptomatically,  and 
one  very  advanced  case  was  built  up  to  the 
point  where  he  was  able  to  undergo  thoraco- 
plasty without  bad  results.  In  fairness  it 
would  appear  that  artificial  pneumothorax 
has  probably  saved  a number  of  lives  in 
this  series. 

Of  the  cases  being  reviewed,  all  are  still 
under  treatment  except  four;  the  two  for- 
mer patients  who  have  had  no  compression 
for  at  least  five  years,  one  extremely 
hemorrhagic  case  who  left  the  hospital 
against  advice  and  died  of  hemorrhage  and 
exhaustion,  and  the  thoracoplasty  case. 
Three  have  left  the  hospital,  but  are  still 
under  treatment.  They  are  symptom  free 
and  apparently  arrested;  five  will  soon  be 
ready  for  discharge  and  appear  to  be  almost 
arrested;  and  most  of  the  remainder  are 
clinically  symptom  free.  The  two  early 
cases  are  apparently  cured,  with  a full  re- 
turn to  normal  function  of  the  compressed 
lungs. 

Exudate  has  occurred  in  13  cases,  and  in 
some  of  these  it  was  necessary  to  aspirate 
repeatedly.  Usually,  however,  the  exudates 
were  not  large  and  did  no  harm.  In  no  case 
has  one  become  purulent.  The  disease 
spread  into  the  better  lung  in  only  one  pa- 
tient, and  has  apparently  been  checked.  In 
a number  of  cases,  collapse  was  begun  with 
full  knowledge  of  an  active  process  in  the 
better  lung.  In  most  of  these,  the  lesions 
have  improved  under  treatment  of  the 
worse  lung;  in  a few  they  have  remained 
at  a standstill,  but  in  no  case  has  serious 
advancement  taken  place.  There  have  been 
no  serious  accidents. 

In  view  of  the  results  noted  in  this  study, 
the  following  conclusions  seem  justified. 

1.  Collapse  therapy  has  an  important 
place  in  the  treatment  of  pulmonary  tuber- 
culosis, and  merits  greatly  increased 
attention. 

2.  Artificial  pneumothorax  is  absolutely 
fundamental  in  this  field  and  should  be 
thoroughly  tried  before  any  other  procedure 
is  used. 

3.  Artificial  pneumothorax  would  be  of 
value  and  should  be  used  in  many  more 
cases  than  those  in  which  it  has  been  ap- 
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plied;  and,  since  so  much  depends  upon  a 
complete  collapse,  it  should  be  used  earlier 
in  the  course  of  the  disease. 

4.  It  finds  its  particular  indications  in 
the  following  conditions:  Cavitation,  hem- 
orrhage, basal  tuberculosis,  acute  pneu- 
monic lesions,  and  chronic  processes  which 
have  resisted  conservative  treatment. 

5.  Usually  when  artificial  pneumothorax 
is  indicated  but  cannot  be  secured,  more 
radical  steps  should  be  taken,  even  if  thora- 
coplasty must  be  used,  for  often  a cure  is 
gotten  thereby  in  a case  which  would  other- 
wise be  hopeless. 

Acknowledgment  is  made  for  the  co- 
operation and  assistance  given  by  Dr.  B.  G. 


Tucker,  superintendent  of  the  Davidson 
County  Tuberculosis  Hospital,  and  by  other 
staff  members  of  the  institution. 
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SUBPHRENIC  ABSCESS* 


Giles  A.  Cooks,  M.D.,  F.A.C.S.,  Memphis 


The  term  subphrenic  abscess  which 
literally  means  abscess  just  beneath 
the  diaphragm,  shall  be  elaborated 
upon  to  embrace  also  an  abscess  originating 
in  the  liversubstance  and  finding  its  way  to 
the  subphrenic  location. 

The  first  comprehensive  description  was 
written  by  Barlow  in  London  Gazette  in 
the  year  1845.  Bouchard,  in  1862,  added 
more  information,  more  especially  relative 
to  the  pathology  and  remote  causation  of 
this  abscess.  The  first  recorded  surgical 
operation  for  this  condition  was  done  by 
Volkmann  in  1879.  Other  fairly  remote 
contributors  were  Maydl  in  1894  with  179 
cases;  Piquand,  in  1909  with  890  cases; 
Finkelstein,  in  1899  with  152  cases;  Bar- 
nard in  1908  wrote  extensively  on  this  sub- 
ject and  recited  many  case  reports.  Allu- 
sions to  the  more  recent  essays  shall  be 
made  later  in  this  paper. 

Anatomy 

Rather  intimate  knowledge  of  the  anat- 
omy of  this  region  is  essential  to  the  full 
understanding  of  the  formation  of  abscesses 
in  the  subphrenic  area.  May  it  suffice  here 
to  roughly  divide  the  subphrenic  area  into 
six  spaces,  namely : No.  1 — The  right  extra- 
peritoneal  space  which  is  only  a potential 
one  between  the  layers  of  the  right  half  of 
the  coronary  ligament.  No.  2 — The  left 
extraperitoneal  space  is  above  the  upper 
pole  of  the  left  kidney  and  extending  sub- 
peritoneally  to  the  sub-diaphragmatic  area. 
No.  3 — The  right  posterior  intraperitoneal 
space  is  bounded  on  the  right  by  the  ab- 
dominal wall,  in  front  by  the  liver  and  gall 
bladder,  posteriorly  by  the  upper  pole  of  the 
left  kidney  and  crus  of  the  diaphragm.  This 
space  communicates  by  the  foramen  of 
Winslow  with  the  lesser  peritoneal  cavity 
which  is  in  reality  the  left  posterior  intra- 

*Read  before  the  Tennessee  State  Medical  As- 
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peritoneal  space.  No.  4 — The  right  ante- 
rior intraperitoneal  space  has  as  its  boun- 
daries the  diaphragm  above,  the  liver  below, 
the  falciform  ligament  to  the  left  and  be- 
hind by  the  coronary  ligament  which  in- 
completely separates  this  space  from  the 
right  posterior  intraperitoneal  space.  No. 
5 — The  left  anterior  intraperitoneal  space 
is  surrounded  by  the  falciform  ligament, 
the  stomach,  the  spleen  with  the  diaphragm 
above  and  extends  posteriorly  to  the  left 
half  of  the  suspensory  ligament.  The  floor 
of  this  space  is  formed  by  the  tail  of  the 
pancreas  of  the  left  kidney.  No.  6 — The 
left  posterior  intraperitoneal  space  is  as 
mentioned  above  in  reality  the  lesser  peri- 
toneal cavity. 

Etiology 

Subphrenic  abscess  is  practically  always 
to  be  found  in  some  pre-existing  acute  in- 
flammation or  perforation  of  an  abdominal 
viscera.  More  rarely  it  may  be  due  to  an 
extension  from  pleural  or  nephritic  infla- 
mations.  Occasionally  it  may  be  of  haemo- 
togenous  origin  and  carried  there  from  a 
distant  focus  as  teeth  and  tonsils.  Lee  has 
reported  four  such  cases.  Infrequently  an 
amebic  abscess  of  the  liver  or  an  infected 
hydatid  cyst  of  the  liver  may  present  itself 
in  a subphrenic  extraperitoneal  space.  The 
organisms  most  regularly  encountered  as 
the  infectious  agents  are:  (1)  B.  coli;  (2) 
Staphylococcus  aurius;  (3)  Streptococcus; 
(4)  Pneumococcus;  (5)  Ameba;  (6)  B. 
pyoscyaneus;  (7)  B.  typhosus;  (8)  Hyda- 
tids. 

The  manner  in  which  infection  reaches 
the  subphrenic  area  may  be  in  several 
ways:  (1)  From  stab  or  puncture  wounds 
directly  to  the  area.  (2)  Gravitation  of 
an  inflammatory  exudate  from  a general  or 
localized  peritonitis  or  extravasated  con- 
tents of  a viscus,  either  spontaneous  or 
operative.  (3)  The  haemotogenous  route. 
(4)  Direct  extension  from  the  neighboring 
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viscus  as  the  rupture  of  a liver  abscess  into 
the  right  intraperitoneal  space.  (5)  The 
lymphatic  invasion  of  this  area  may  be 
through  several  distinct  groups  of  lym- 
phatics, namely:  (a)  Through  the  retro- 
peritoneal group ; (b)  Through  the  inter- 
communicating lymphatics  above  and  be- 
neath the  diaphragm.  These  groups  may 
carry  infections  either  up  or  down  but  the 
drainage  is  usually  from  below  upwards, 
(c)  Barnard  pointed  out  many  years  ago 
the  communications  of  the  lymphatics  of  the 
superficial  and  the  deep  epigastric  arteries 
with  those  of  the  falciform  ligament,  (d) 
Stohr  and  Frank  have  demonstrated  lym- 
phatic connection  between  the  ascending 
colon  lymphatics  and  those  of  the  right  kid- 
ney and  perinephric  region  which  in  turn 
may  reach  the  subphrenic  area.  (6)  An 
ascending  phlebitis  from  an  original  focus 
in  the  abdomen  may  reach  the  subphrenic 
area.  This  extension  is  usually  through  the 
portal  vein.  (7)  Fisher  strongly  advocates 
that  thoracic  suction  during  respiration  is 
without  a doubt,  a strong  factor  in  placing 
infectious  material  beneath  the  diaphragm. 
By  far  the  most  frequent  causes  of  sub- 
phrenic abscesses  are  appendicitis,  ruptured 
gastric  and  duodenal  ulcers,  diseases  of  the 
gall  bladder  and  liver,  and  pelvic  infections. 
Infected  hydatid  cysts  of  the  liver,  abscesses 
of  the  kidney,  spleen  and  pancreas  have  all 
been  described  as  etilogic  factors.  Right 
subphrenic  abscesses  usually  follow  appen- 
dicitis, liver,  and  gall  bladder  diseases  or  of 
duodenal  origin  whereas  abscesses  under 
the  left  diaphragm  usually  follow  disease  of 
the  stomach,  pancreas,  spleen  or  left  kidney. 
Richard  Dexter  makes  a special  mention, 
however,  that  many  left-sided  abscesses 
have  the  appendix  as  the  etiologic  factor. 
Monyhan  in  his  text  states  that  sex  inci- 
dence is  56%  males  and  44%  females.  The 
age  incidence  corresponds  roughly  with  the 
age  in  which  gastric  and  duodenal  ulcers 
and  appendicitis  occur  most  frequently, 
namely  from  20  to  50  years  of  age  with  the 
20  to  30  period  predominating. 

Subphrenic  abscesses  usually  contain  only 
pus  but  they  at  times  also  contain  gas.  The 
gas  present  may  be  the  result  of  bacterial 


fermentation  or  it  may  have  escaped  into 
the  abscess  from  a hollow  viscus. 

Diagnosis 

As  the  most  preponderous  number  of 
these  cases  follow  rupture  or  inflammation 
of  a viscus  and  most  usually  follow  an  op- 
eration for  these  conditions,  it  places  the 
history  pre-eminent  in  making  a correct 
diagnosis.  The  acute  onsets  are  usually  to 
be  found  in  abscesses  situated  in  the  intra- 
peritoneal spaces  and  the  insidious  onsets 
are  most  frequently  associated  with  ab- 
scesses in  the  extraperitoneal  spaces  or  in 
the  lesser  sac.  There  are  constantly  present 
the  constitutional  signs  of  pus  such  as  ele- 
vation of  temperature,  rigors,  emaciation 
and  leukocytosis  which  may  be  absent  in 
the  parasitic  diseases  of  the  liver. 

The  localizing  signs  are  tenderness  over 
the  affected  area,  bulging  of  the  abdomen 
'or  thorax  on  the  affected  side,  occasionally 
edema  and  another  sign  which  I have  most 
constantly  observed,  is  the  dilatation  and 
tortuosity  of  the  superficial  veins  on  the 
affected  side.  The  physical  findings  vary  a 
great  deal  as  to  whether  or  not  the  pleura 
is  involved.  Maydl  states  the  pleura  is  in- 
volved in  67  % of  his  cases.  The  presence 
of  gas  in  the  abscess  cavity  also  materially 
changes  these  findings.  In  an  abscess  con- 
taining no  gas  and  not  complicated  by  a 
pleural  effusion,  the  findings  on  the  affected 
side  from  above  downward  are  simply  nor- 
mal lung  resonance,  then  dulness  from  the 
pus  which  merges  into  liver  dulness.  The 
presence  of  gas  or  pleural  effusions  or 
exudates  interpose  areas  of  dulness  and 
tympany  between  the  normal  lung  reso- 
nance and  the  liver  dulness. 

The  heart  or  its  apex  beat  is  rarely  if 
ever  displaced  laterally  but  it  may  be  pushed 
upward  by  the  presence  of  pus  beneath  the 
diaphragm.  Richard  Dexter,  especially 
stresses  this  point  in  the  differential  diag- 
nosis of  accumulations  above  and  beneath 
the  diaphragm. 

With  doubt,  the  one  greatest  single  aid 
in  the  diagnosis  of  subphrenic  abscess  is  the 
X-ray.  The  fluoroscope  unfortunately  can- 
not always  be  used  as  the  patient  is  likely 
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to  be  too  ill  to  be  moved  about.  An  exposure 
with  the  patient  in  the  vertical  position  is 
the  most  desirable  one  but  it  cannot  always 
be  had.  The  abnormalities  noted  are : The 
elevation  of  the  diaphragm  on  the  affected 
side,  taking  due  consideration  of  the  fact 
that  the  right  leaf  of  the  diaphragm  is  nor- 
mally one-half  inch  to  three-quarters  of  an 
inch  higher  than  the  left  side.  Dimunition 
in  mobility  of  the  affected  half  of  the  dia- 
phragm and  usually  a more  apical  dome  is 
seen  on  the  affected  side.  Should  gas  be 
present  in  the  abscess  cavity  its  presence 
is  seen  as  a clear  area  overriding  the  pus 
and  beneath  the  diaphragm.  The  presence 
of  large  pleural  effusions  or  empyemas 
make  the  X-ray  findings  less  valuable  as  a 
diagnostic  agent.  LeWald  stresses  making 
of  anterior  posterior  and  posterior  anterior 
exposures  and  lateral  ones  also.  Lateral 
exposures,  he  says,  have  frequently  shown 
him  fluid  level  in  the  abscess  cavity  and  the 
presence  of  gas  there  also.  He  further  adds 
that  in  cases  where  there  is  still  some  doubt, 
exposures  in  the  Trendelenberg  position  are 
of  material  aid,  especially  in  outlining  the 
lower  boundaries  of  the  abscess  cavity. 

The  aspirating  needle  should  be  employed 
to  localize  the  abscess  only  when  the  sur- 
geon is  prepared  to  complete  the  operation 
should  pus  be  found.  The  needle  should  be 
about  four  inches  long  and  of  generous 
calible  as  the  pus  is  very  likely  to  be  quite 
thick  and  viscid.  Of  course,  the  site  of 
puncture  varies  with  the  location  of  the 
abscess  but  every  effort  should  be  made  to 
avoid  the  pleura  and  peritoneum.  If  it  is 
feasible,  this  exploratory  puncture  should 
be  made  extra-peritoneally,  posteriorly  be- 
neath the  twelfth  rib  or  in  the  sub-pleural 
space  as  described  by  Graf  and  Melnikoff. 
The  sub-pleural  is  the  location  of  choice, 
just  beneath  the  tenth  rib  on  the  right  side 
and  just  beneath  the  eighth  rib  on  the  left 
side  at  mid-axillary  line.  Sommer  suggests 
the  injection  of  air  to  replace  the  aspirated 
abscess  contents  and  this  injection  is  to  be 
followed  by  X-ray  examination,  which  he 
claims  determines  accurately  the  confines  of 
the  abscess.  I have  aspirated  these  ab- 
scesses under  the  control  of  a fluoroscope 


and  in  the  not  too  nervous  or  ill  patients 
have  had  fair  success. 

Injection  of  oxygen  into  the  peritoneal 
cavity  and  subsequent  raying  of  the  patient 
has  been  used  by  W.  H.  Stewart  to  deter- 
mine abscess  borders. 

Treatment 

As  the  mortality  in  the  unoperated  cases 
stated  by  most  authors,  ranges  between  88 
and  98%  and  the  average  mortality  of  op- 
erated cases  ranges  between  35  and  37%, 
it  apparently  proves  that  the  treatment  of 
choice  is  always  surgical  intervention  as 
early  as  possible.  In  the  unoperated  cases 
the  abscess  may  rupture  spontaneously  into 
various  channels  as:  (1)  A bronchus,  which 
happened  in  one  case  which  I shall  briefly 
report;  (2)  Pleural  cavity;  (3)  Peritoneal 
cavity;  (4)  Stomach;  (5)  Small  gut;  (6) 
Colon,  which  evidently  happened  in  another 
case  of  mine;  (7)  It  may  rarely  burrow  its 
way  to  and  present  itself  at  the  skin.  Sev- 
eral routes  of  approach  to  subphrenic  ab- 
scesses are  at  our  disposal.  No.  1 — Through 
the  anterior  abdominal  wall,  which  is  indi- 
cated in  large  abscesses  bulging  into  the 
epigastrium.  This  drainage  may  be  supple- 
mented by  a counter  drain  through  the  loin. 
No.  2 — Incision  along  the  costal  margin  is 
used  in  abscesses  localized  there.  This 
method  of  approach  should  be  resorted  to 
only  when  we  have  reason  to  believe  the 
abscess  is  walled  off  from  the  general  peri- 
toneal cavity.  No.  3 — The  trans-pleural 
route  at  the  ninth  and  tenth  rib  on  the  right 
side  and  the  seventh  and  eighth  on  the  left 
side  is  a method  very  frequently  used.  The 
pleura  may  be  walled  off  by  iodine  gauze 
and  the  opening  of  the  abscess  itself,  de- 
ferred a few  days  until  protective  adhesions 
have  agglutinated  the  layers  of  the  dia- 
phragmatic and  parietal  pleura.  The 
parietal  and  diaphragmatic  pleural  may  be 
sutured  together.  This  procedure  is  usually 
quite  easy  as  the  diaphragm  is  almost  ver- 
tical, due  to  its  constant  great  degree  of 
elevation.  However  plausible  it  may  sound 
to  protect  the  uninvolved  pleura  during 
this  operation  the  end  result  is  usually  that 
it  becomes  infected  by  the  sub-diaphrag- 
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matic  drainage.  No.  4 — The  combination  of 
the  trans-pleural  and  abdominal  routes  have 
been  used  but  considerable  shock  usually 
ensues  when  both  cavities  are  opened.  No. 
5 — The  sub-pleural  route  is  reached  by  the 
resection  of  the  tenth  rib  on  the  right  side 
and  the  eighth  rib  on  the  left  side  and  re- 
flecting up  by  blunt  dissection  the  pleura 
at  the  costal  phrenic  angle  from  above  the 
diaphragm.  The  muscles  of  the  diaphragm 
are  separated  by  blunt  dissection  in  the 
long  axis  and  the  drain  introduced  through 
this  aperture  into  the  abscess  cavity.  This 
method  appeals  to  me  as  the  safest  and  most 
desirable  approach  to  subphrenic  abscess 
and  it  is  the  one  I employ  whenever  pos- 
sible. No.  6 — The  retro-peritoneal  route 
consisting  of  the  re-section  of  the  twelfth 
rib  over  the  kidney  area  and  extending  this 
incision  down  to  the  renal  fascia.  As  the 
renal  fascia  is  continuous  with  the  perito- 
neum covering  the  under  surface  of  the  dia- 
phragm blunt  dissection  is  carried  up  along 
this  plane  until  the  abscess  is  reached. 
Nather  and  Ochsner  used  this  method 
almost  exclusively  and  claimed  as  its  many 
advantages:  (1)  Multiple  abscesses  both 
below  and  above  the  liver,  about  the  kidney 
region  may  be  drained  through  this  same 
incision;  (2)  There  is  no  danger  of  con- 
tamination of  either  the  pleura  or  the  peri- 
toneum; (3)  Only  the  short  functionless 
twelfth  rib  is  sacrificed;  (4)  No  rigid  walls 
remain  to  prevent  sinus  from  collapsing 
when  drainage  stops;  (5)  The  abscess  is 
drained  in  the  most  dependent  portion ; (6) 
Less  shock  is  encountered  as  only  one  body 
cavity  is  opened. 

CASE  REPORTS 

1.  Mrs.  B.  Spence,  age  35,  admitted  to  the  Bap- 
tist Hospital  on  February  27,  1926,  giving  a his- 
tory of  a septic  abortion  four  weeks  previously. 
Two  weeks  following  this,  she  developed  pain  on 
breathing  and  pain  and  tenderness  along  the  right 
costal  margin.  On  her  way  to  the  hospital  she 
coughed  and  spat  up  what  she  judged  a quart  of 
foul-smelling,  dark  green  pus.  On  her  arrival  at 
the  hospital  she  had  definite  signs  of  pneumonia  in 
the  right  lung,  dullness  extending  considerably  be- 
low the  costal  margin.  X-ray  showed  a high  dia- 
phragm with  a very  dense  area  just  beneath  it  and 
on  top  of  this  dense  area,  a clear  area  of  gas.  The 
sub-pleural  route  of  approach  to  this  subphrenic 


abscess  was  used.  Large  tubes  were  introduced 
into  the  abscess  cavity.  This  patient  made  a very 
slow  recovery  but  eventually,  on  May  20,  1926,  she 
was  discharged  from  the  hospital  with  the  pneu- 
monia well;  the  bronchial  fistula  and  operative 
wound  healed. 

2.  Mrs.  Rankin,  admitted  to  the  Gartley  Ramsey 
Hospital  on  January  7,  1928,  after  having  been 
curetted  for  a suspected  incomplete  abortion.  A 
pelvic  examination  revealed  large  perametral 
masses.  Her  temperature  was  running  very  high, 
her  leukocyte  count  was  20,000  and  her  sedementa- 
tion  time  was  18  millimeters  in  18  minutes.  In 
view  of  the  apparent  acuteness  of  the  pelvic  in- 
flammation, operation  was  deferred  until  white 
blood  cell  count  reached  8,500.  Sedementation  time 
had  increased  to  one  hour  and  her  temperature 
had  remained  normal  for  two  or  three  days.  I per- 
formed a super-vaginal  hysterectomy,  removing  all 
adenexa  except  one  ovary.  This  was  a drainage 
case.  She  had  a very  stormy  convalescense  from  a 
peritonitis  but  this  subsided  in  about  ten  days. 
After  she  appeared  well  on  the  road  to  recovery, 
her  temperature  began  to  show  a typically  septic 
curve,  her  white  cell  count  again  ascended  to  22,000 
and  she  complained  of  a fullness  and  aching  in 
the  right  hypochondrium.  The  X-ray  findings 
were:  A high  fixed  right  leaf  of  the  diaphragm 
with  increased  density  in  the  right  upper  liver 
area.  Through  the  sub-pleural  route  by  resection 
of  the  tenth  rib,  a large  drain  was  placed  into  the 
sub-phrenic  abscess  cavity.  The  pus  obtained  had 
very  little  odor  and  upon  smear  and  culture  exami- 
nation proved  to  be  gonococcus.  This  patient  made 
a very  rapid  recovery  and  left  the  hospital  Feb- 
ruary 18,  1928. 

3.  Mr.  W.  H.  Karges,  operated  at  the  Methodist 
Hospital  October  4,  1924,  for  acute  but  not  per- 
forated appendix,  from  which  he  was  apparently 
making  a nice  recovery.  On  about  the  eighth  day 
he  began  to  develop  all  the  classical  symptoms  of 
subphrenic  abscess  on  the  right  side.  The  X-ray 
reports  concurred  with  the  clinical  diagnosis.  The 
patient  refused  operation  and  left  the  hospital 
November  7,  1924,  still  quite  ill.  One  week  later 
he  called  me  to  see  him  at  his  home  and  showed  to 
me,  in  a bed  pan,  about  a pint  of  foul-smelling, 
sanguineous  pus  which  he  said  he  had  just  evacu- 
ated from  his  bowel.  Just  preceding  this  evacua- 
tion, he  said  he  felt  as  though  something  let  go 
under  his  right  ribs  and  his  sense  of  pressure  and 
difficult  breathing  left  him.  His  temperature  al- 
most immediately  dropped  to  normal  and  all  the 
physical  signs  of  subphrenic  abscess  had  disap- 
peared. I had  this  patient  under  observation,  prob- 
ably six  months  following  and  he  apparently  re- 
mained entirely  well,  and  I believe  what  happened 
was  the  subphrenic  abscess  ruptured  into  the 
transverse  colon  and  healed  spontaneously. 

4.  Mr.  C.  Luke,  admitted  to  St.  Joseph  Hospital, 
February  11,  1926,  complaining  of  pain  in  the 
right  hypochondrium  which  came  on  about  ten 
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days  following  the  extraction  of  an  acutely  ab- 
scessed tooth.  The  pain  increased  in  intensity  and 
dyspnea  was  extreme.  The  right  chest  was  dull  to 
the  third  inter  space.  Temperature  was  101. 
Leukocyte  count  was  17,000.  The  X-ray  showed  a 
fixed  high  right  diaphragm.  There  was  also  pres- 
ent an  increased  density  beneath  the  diaphragm 
but  there  was  no  gas  present.  The  costo-phrenic 
angle  was  obliterated.  The  radiographer’s  conclu- 
sions were  suspected  subphrenic  abscess,  suspected 
bronchial  pneumonia  and  small  pleural  effusion. 
This  case  was  operated  through  the  sub-pleural 
route  and  about  a pint  of  pus  evacuated  from  be- 
neath the  diaphragm.  This  patient  made  a very 
uneventful  recovery. 

5.  Mr.  B.  Spires  came  to  the  clinic  to  consult 
Dr.  Louis  Leroy  and  he  gave  a history  of  dysen- 
tery and  diarrhea  with  bloody  stools  for  about  a 
year.  His  stool  examination  showed  it  loaded  with 
amoeba.  Under  ementine  by  hypo,  stovarsan  by 
mouth  and  yatrin  colon  irrigations,  the  patient 
made  what  appeared  to  be  a systematic  recovery. 
He  gained  materially  in  weight.  About  three  weeks 
following  his  complete  absence  of  all  symptoms  he 
began  to  develop  a pain  in  the  right  hypochon- 
driac region.  He  entered  the  Methodist  Hospital 
February  14,  1928.  His  temperature  did  not  ex- 
ceed 100,  his  leukocyte  count  was  8,800  with  only 
57%  polys.  Repeated  X-ray  and  fluoroscope  exami- 
nations revealed  a gradually  enlarging  liver  shad- 
ow and  a higher  and  more  fixed  right  diaphragm 
at  each  subsequent  examination.  There  appeared 
in  the  right  pleura  an  effusion  which  obliterated 
the  costo-phrenic  angle.  On  the  right  side  there 
were  present  large  dilated  tortuous  blue  veins  in 
great  contrast  to  those  of  the  left  side.  Through 
the  sub-pleural  route  a very  large  liver  abscess 
that  had  left  the  confines  of  the  liver  and  had  rup- 
tured into  the  right  extraperitoneal  space  was 
drained.  With  an  aspirating  needle  at  the  eighth 
inter  space  above  the  operative  wound  200  cc.  of 
sero-sanguineous  fluid  was  taken  from  the  right 
pleural  cavity.  In  spite  of  all  efforts  and  numerous 
consultations,  this  patient  died  on  March  5,  1928, 
from  what  appeared  to  be  a gradually  deepening 
toxemia  of  absorption  from  either  the  large  ab- 
scess cavity  walls  or  another  abscess  in  the  liver 
substance,  not  recognized.  Autopsy  was  refused. 

Conclusions 

(1)  Subphrenic  abscess  while  it  still  oc- 
curs occasionally  and  one  should  ever  be  on 
the  alert  for  its  appearance  following  septic 
surgical  procedures,  this  condition  is  not 
encountered  as  frequently  as  it  formerly 
was.  Only  four  cases  in  the  last  five  years 
have  been  seen  in  the  Memphis  General 
Hospital.  This  apparent  decrease  in  the 
number  of  these  abscesses  is  probably  due 


to  more  radical  removal  of  septic  foci  and 
more  thorough  drainage  together  with  the 
modern  surgical  antiseptics  at  our  disposal. 

(2)  This  condition  should  be  constantly 
kept  in  mind  as  an  early  diagnosis  and 
evacuation  of  the  pus  gives  the  only  hope  of 
reducing  the  already  too  high  mortality. 

(3)  The  X-ray  and  fluoroscope  are  the  out- 
standing aids  to  the  surgeon  in  definitely 
establishing  a positive  diagnosis.  (4)  Every 
effort  should  be  exercised  not  to  injure  or 
contaminate  the  unevolved  peritoneum  or 
pleura  during  aspiration  or  operative  pro- 
cedures. (5)  The  sub-pleural  route  is  the 
route  of  choice  and  should  be  utilized  when- 
ever possible.  (6)  The  brief  resumes  of 
these  case  reports  show  in  a most  limited 
manner  the  various  sources  of  this  abscess 
and  in  two  instances,  spontaneous  rupture 
into  neighboring  viscera. 
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DISCUSSION 

DR.  JERE  CROOK,  Jackson:  I think  we  are 
indebted  to  Dr.  Coors,  not  only  for  a good  paper, 
but  for  calling  our  attention  in  a striking  way  to 
the  anatomy  of  that  portion  of  the  body  which 
may  be  involved  in  these  abscesses.  When  the 
appendix  is  retrocolic  and  perforation  occurs,  as- 
cending infection  is  the  rule  and  there  is  only 
slight  tendency  to  rupture  into  the  peritoneal  cav- 
ity. The  pus  travels  upwards  posterior  to  the 
ascending  and  hepatic  flexure  of  the  colon  and 
liver  and  to  the  diaphragm,  which  it  will  per- 
forate unless  prevented  by  timely  operation.  The 
abscess  may  be  anterior  to  the  liver,  but  it  is 
usually  posterior  and  involves  the  kidney  fossa. 
Many  years  ago  Dieulafoy  called  attention  to  the 
common  occurrence  of  ascending  infection  when 
the  appendix  is  posterior  to  the  cecum  and  colon. 
My  experience  has  fully  confirmed  this  observation. 
We  also  know  that  this  condition  is  the  most  com- 
mon cause  of  subphrenic  abscess. 

In  86  deaths  from  appendicitis  which  were  re- 
ported from  the  Boston  City,  Johns  Hopkins,  and 
Rhode  Island  Hospitals,  there  were  subphrenic 
abscesses  in  eight.  Deaver  reports  four  involving 
the  lungs.  Darling  reports  left-sided  subphrenic 
abscess  after  convalescence  from  appendicitis. 
These  organs  and  parts  may  become  involved  by 
extra  or  intraperitoneal  extension,  general  peritoni- 
tis or  embolic  infection. 

In  an  interesting  review  of  Howard  A.  Kelly’s 
book  on  “Appendicitis”  published  some  years  ago 
Dr.  W.  W.  Grant  stated  that,  “Subphrenic  abscess 
may  give  rise  to  a clinical  picture  resembling  ab- 
scess of  the  liver.  There  may  be  a simple  sero- 
fibrinous pleurisy  or  empyema — the  latter  a sequel 
to  subphrenic  abscess.  Cases  in  which  perityphlic 
abscess  ruptures  into  the  thoracic  cavity  involving 
the  pleura,  lung  or  pericardium  are  frequently 
observed  at  autopsy.  Many  cases  are  recorded  in 
which  recovery  has  succeeded  the  perforation  of 
the  diaphragm,  and  subsequent  discharge  of  the 
abscess  contents  through  an  intercostal  space.  The 
author  quotes  Barnes  as  saying  that  gastric  ulcer 
and  diseases  of  liver  and  appendix  are  the  chief 
causes  of  subphrenic  abscess,  and  cites,  with  ap- 
proval, Elsberg’s  statement  that  this  condition  as 
a complication  of  appendicitis  is  not  sufficiently 
recognized.  He  states  that  a large  majority  of 
the  cases  are  the  result  of  suppurative  inflamma- 
tion in,  or  around,  the  appendix,  intra-  or 


extra-peritoneal.  In  seventy-five  cases  reported 
from  Elsberg,  perforation  of  the  diaphragm  oc- 
curred in  25  per  cent.  It  developed  weeks  or 
months  after  an  acute  attack.” 

DR.  JOHN  HOWARD  KING,  Nashville:  Just  a 
word  about  the  X-ray  findings  in  subphrenic  ab- 
scess. The  essayist  mentioned  practically  all  the 
important  points,  but  passed  over  them  hurriedly, 
and  I would  like  to  reiterate  them,  and  elaborate  a 
little  further.  I feel  that  the  cases  I have  seen,  or 
the  majority,  have  been  in  perforated  duodenal  ul- 
cer, and  the  others  in  appendiceal  abscess.  The 
signs  are  elevation  or  retraction  of  the  diaphragm, 
irregularities  in  the  diaphragmatic  arch,  air 
shadows  underneath  the  diaphragm,  changes  in 
the  lung  base,  and  slight  fluid  in  the  pleura  on  the 
affected  side. 

As  to  retraction  of  the  diaphragm  or  elevation 
of  the  diaphragm,  that  is  the  most  important  sign 
and  is  always  seen  on  the  affected  side.  An  air 
shadow  underneath  the  diaphragm  is  very  impor- 
tant. With  the  patient  in  the  upright  or  semi- 
upright position  we  have  a shadow  like  this  (il- 
lustrating on  blackboard).  On  the  left  side  we 
have  to  contend  with  the  gas  cap  of  the  stomach, 
and  that  may  be  confusing,  but  on  the  right  side 
there  is  no  gas  cap  and  there  we  have  most  of  the 
subphrenic  abscesses.  That  makes  this  sign  very 
important.  Another  thing  is  the  air  arc  under  the 
border  of  the  diaphragm  running  like  this  (illus- 
trating), which  is  seen  particularly  in  cases  of 
perforated  ulcer.  Irregularities  may  occur  in  the 
arch  of  of  this  retracted  diaphragm,  probably  due 
to  pleural  adhesions  above,  and  if  the  case  is  ad- 
vanced at  all  one  frequently  sees  these  thickened 
points.  Furthermore,  we  often  see  in  these  cases 
changes  in  the  lung  base,  particularly  on  the  right 
side,  changes  in  density  which  look  like  a pneu- 
monic area,  and  we  frequently  see  small  amounts 
of  fluid  in  the  affected  side. 

DR.  GILES  A.  COORS,  Memphis  (closing)  : I 
have  nothing  to  add  except  in  answer  to  Dr.  King 
in  regard  to  the  change  in  contour  of  the  dia- 
phragm. I have  never  seen  an  irregularly  shaped 
dome  of  diaphragm  in  subphrenic  abcess  and  have 
not  seen  it  referred  to  in  the  literature.  The  fact 
that  the  diaphragm  shadow  was  smooth  and  dome- 
shaped has  been  considered  a strong  point  in  differ- 
ential diagnosis  between  cirrhosis  of  liver,  gumma 
of  liver,  paralysis  of  diaphragm,  and  pathology 
above  the  diaphragm. 
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DIAPHRAGMATIC  HERNIA  — WITH  REPORT  OF  CASE* 


Eugene  Abercrombie,  M.D.,  Knoxville 


IN  a study  of  the  body  grossly,  we  find 
very  little  changes  from  the  normal,  but 
when  we  study  the  body  minutely,  there 
is  a constant  failure  of  repetition,  and  one 
of  the  abnormalities  of  the  human  body  is 
the  hernia  of  the  diaphragm.  On  account 
of  the  negative  pressure  of  the  chest  cavity, 
it  is  only  natural  for  the  ingress  of  the  ab- 
dominal viscera  at  the  least  weakness  or 
absence  of  the  barrier  between  the  two, 
namely,  diaphragm. 

The  following  classification  is  to  my  mind 
the  simplest: 

I.  Congenital. 

A.  False  Diaphragmatic  Hernia. 

B.  True  Diaphragmatic  Hernia. 

C.  Diaphragmatic  Eventration. 

II.  Acquired. 

False  Congenital  Diaphragmatic  Hernia. 
This  is  by  far  the  most  common  and,  ac- 
cording to  some  authorities,  constitutes 
about  85  to  90  per  cent  of  the  congenital 
hernias.  The  hernial  contents  pass  directly 
through  a congenital  opening  or  through  a 
dilated  normal  opening  and  do  not  have 
a sac. 

True  Congenital  Diaphragmatic  Hernia. 
In  this  type  of  hernia,  we  have  a definite 
sac  usually  made  up  of  a thin  layer  of 
pleura  and  a layer  of  peritoneum  which 
layers  precede  the  hernial  contents  into  the 
thorax. 

Diaphragmatic  Eventration.  This  is  a 
chronic,  ideopathic,  unilateral  elevation  of 
the  diaphragm  which  was  described  by 
Petit  in  1790.  This  is  not  a hernia  but  a 
marked  elevation  of  the  diaphragm,  allow- 
ing the  abdominal  contents  to  recede  high 
into  the  thoracic  cavity,  with  the  diaphragm 
preceding  the  abdominal  contents. 

*R€ad  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  12,  1928. 


In  congenital  hernias,  the  defect  is  the 
result  of  a faulty  development.  In  the  em- 
bryo, the  pleural  and  peritoneal  cavities  are 
continuous.  Late  in  the  process  of  develop- 
ment a thin  membrane  forms,  extending  be- 
tween the  lungs  and  Wolffian  bodies.  This 
thin  membrane  is  the  beginning  of  the  dia- 
phragm, the  development  of  which  may  be 
completely  or  partially  arrested.  If  the 
diaphragm  is  completely  arrested  or  is  not 
developed,  we  have  a stillborn  baby  but  if 
the  defect  is  small,  the  individual  may  go 
on  to  adult  life  without  a single  symptom 
to  point  to  this  anomaly. 

Diaphragmatic  hernias  are  more  com- 
mon on  the  left  side  than  on  the  right.  This 
is  explained,  first,  by  the  fact  that  the  liver 
on  the  right  side  occupies  a protective  posi- 
tion. If  there  be  a small  or  medium-sized 
defect  of  the  diaphragm,  the  liver  would  ob- 
viously protect  the  passing  of  the  abdomi- 
nal viscera,  and  the  second  reason  is  ex- 
plained by  the  fact  that  the  left  diaphragm 
is  slower  in  development  and  is  more  sub- 
ject to  changes  immediately  after  birth, 
and,  thirdly,  the  left  diaphragm  contains 
two  distinct  pouches,  one  for  the  spleen  and 
the  other  for  the  upper  end  of  the  stomach 
to  rest  in,  and,  lastly,  the  natural  foramena 
are  on  the  left  side  of  the  diaphragm,  which 
naturally  plays  a part  in  the  further  weak- 
ening of  that  part  of  the  diaphragm.  Some 
authorities  claim  the  ratio  of  8:1  for  left 
side  hernias  as  compared  to  those  involving 
the  right  side. 

Acquired  hernia  of  the  diaphragm  may  be 
due  to  the  result  of  some  force  weakening 
the  diaphragm  to  a point  resulting  in  a 
passing  of  a portion  of  the  abdominal  con- 
tents into  the  chest  cavity,  such  as  injury, 
stab  wounds,  gunshot  wounds,  infections, 
etc. 

I will  not  attempt  to  go  into  the  clinical 
and  physical  findings  in  the  different  types 
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of  hernias,  because  we  may  get  anything 
from  no  subjective  symptoms  to  those  find- 
ings or  subjective  complaints  following  any 
involvement  of  abdominal  or  chest  contents, 
nor  will  I attempt  to  go  into  the  treatment. 
It  will  suffice  to  say  that  in  a case  of  doubt, 


always  investigate  further,  using  every- 
thing at  your  command. 

Diaphragmatic  eventration  is  very  easily 
differentiated  from  that  of  the  true  or  false 
diaphragmatic  hernia  roentgenoscopically. 
In  eventration,  we  see  the  dome  of  the 
diaphragm  apparently  pushed  into  the 
chest  cavity,  pressing  the  thoracic  contents 
from  the  affected  side  and  the  dome  of  the 
chest  cavity,  pressing  the  thoracic  contents 
from  the  affected  side  and  the  dome  of  the 
diaphragm  may  even  reach  the  level  of  the 
second  or  third  interspace  and  is  perfectly 
regular  in  outline,  and  the  dome  moves 
evenly  with  respiration  and  during  the 
barium  meal  study  shows  the  abdominal 
viscera  to  be  entirely  in  the  abdominal 
cavity. 

With  the  kindness  of  Dr.  Wm.  R.  Cross, 
I am  herewith  reporting  a case  of  his,  not 
on  account  of  anything  unusual  about  this 
case  from  others,  but  on  account  of  the 
rarity  of  the  condition.  The  following  is 


the  history  before  referring  to  me  for  roent- 
genographic  study. 

February  23,  1928.  E.  M.  B.,  male,  white, 
81/^  months.  Family  history  negative.  Nor- 
mal delivery,  with  his  condition  apparently 
normal  at  that  time;  weight,  7 lb.  5 oz. 
First  seen  January  5,  1928,  for  regulation 
of  diet  with  history  of  being  hungry  after 
both  breast  and  artificial  feedings  and  in- 
sufficient gains.  His  past  history  was  es- 
sentially negative.  Present  weight,  15  lb. 
71/2  oz.  There  had  never  been  any  vomit- 
ing, with  two  normal  bowel  movements 
daily. 

On  physical  examination,  there  was  a 
slight  pallor,  tissue  turgor  poor,  flabbiness 
quite  marked.  His  head  was  somewhat 
square  with  slight  parietal  bossing,  anterior 
fontanelle  somewhat  large.  Eyes,  ears, 
nose  and  throat  negative.  There  were  no 
teeth  present.  There  was  no  glandular  en- 
largement. Chest : There  was  slight  bead- 
ing present.  Heart  P.  M.  1.  and  the  fifth 
and  sixth  interspace  on  right  side  3 cm. 
from  mid-sternal  line.  There  were  no  mur- 
murs present.  Note : On  percussion,  there 
was  a somewhat  hyper-resonant  note  over 
the  entire  right  lung  from  apex  to  base. 
Breath  sounds  harsh,  no  rales  heard  over 
this  lung.  Left  lung:  There  was  no  full- 


Fig.  2.  P’orty-five  minutes  after  ingestion  of 
barium  meal.  Stomach  low  with  some  of  meal  in 
left  chest. 
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ness  of  the  intercostal  spaces.  On  percus- 
sion, there  was  dulness  to  flatness  over  the 
entire  lower  two-thirds  of  the  left  lung. 
This  dulness  was  not  shifting.  Voice  and 
breath  sounds  greatly  diminished.  Over  the 
upper  third  of  the  left  lung,  voice  and 


Fig.  3.  Six-hour  film.  All  meal  in  left  chest 
cavity  with  head  of  column  entering  abdominal 
cavity. 

breath  sounds  seemed  normal  with  percus- 
sion note  normal.  There  were  no  rales 
present.  Abdomen:  Spleen  and  liver  not 
palpable,  tympanitic  note  throughout.  Geni- 
talia : negative.  Extremities : negative. 
Reflexes  present  and  active.  Laboratory: 
Blood:  haemoglobin,  60%;  R.B.C.,  3,180,- 
000;  W.B.C.,  9,150;  polymorphonuclears, 
64%;  small  lymphocytes,  34%;  mononu- 
clears, 2%.  Wassermann,  negative.  Urin- 
analysis:  Color,  light  straw;  specific  grav- 
ity, 1.022;  albumin,  negative;  sugar,  nega- 
tive; indican,  negative;  microscopical,  oc- 
casional pus  cell,  mucus  shreds.  On  Feb- 
ruary 23,  1928,  while  physical  examination 
w^as  in  progress,  mother  stated  that  she  had 
suspicioned  child’s  heart  was  on  right  side. 
Going  further  into  the  examination,  it  was 
quite  evident  that  his  maximum  cardiac  im- 
pulse was  greatly  displaced  to  the  right 
side,  spleen  and  liver  not  palpable  and  on 
finding  this  dulness  and  flatness  over  the 
left  base,  transposition  of  the  viscera  was 


immediately  thought  of.  It  was  then  a 
Roentgen-ray  examination  was  decided 
upon. 

He  was  referred  to  me  for  roentgeno- 
scopic  study  of  the  chest : The  right  chest 
showed  no  evidence  of  any  pathology 
throughout,  with  the  left  chest  showing  ir- 
regular multiloculated  air-pockets  through- 
out, extending  up  opposite  the  fourth  rib, 
posteriorly,  and  with  the  left  diaphagm  re- 
stricted in  its  movement  with  the  right  dia- 
phragm moving  normally.  The  heart  and 
great  vessels  were  displaced  considerably 
towards  the  right.  This  condition  in  the 
left  chest  was  due  either  to  a loculated 
pneumo-thorax  or  to  the  intestinal  tract  in 
the  left  pleural  cavity,  the  result  of  a dia- 
phragmatic hernia. 

The  patient  was  instructed  to  return 
for  further  study  and  another  radiographic 
examination  of  the  chest  with  the  abdomen 
included,  which  showed  the  same  as  before 
in  the  chest  except  the  air-pockets  in  the 
left  chest  had  assumed  different  shapes  and 
there  were  not  as  many  of  them  as  before, 
which  led  us  to  think  more  strongly  that 
they  were  intestines  containing  air.  There 
was  no  evidence  of  any  air  throughout  the 
entire  abdominal  cavity.  A study  of  the 


Fig.  4.  Nine-hour  film.  One  movement  since 
last  examination.  Note  left  transverse  colon  as 
well  as  splenic  flexure  in  normal  position. 
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gastro-intestinal  tract  with  opaque  meal 
was  done,  with  the  following  findings : 

Immediately  after  the  ingestion  of  the 
barium  meal.  The  aesophagus  offered  no  re- 
sistance to  the  barium  meal  with  the 
stomach  rather  low  in  the  abdominal  cav- 


Fig.  5.  Twenty-four-hour  film.  No  movement 
since  last  examination.  Note  the  tracheal  line. 

ity,  the  lowest  point  of  the  greater  curva- 
ture being  on  a level  with  the  brim  of  the 
true  pelvis  in  the  recumbent  posture,  this 
being  rather  low  for  the  age  of  the  patient, 
with  only  a small  amount  of  the  barium 
passing  into  the  duodenum,  none  going  to 
the  jejunum  while  making  the  fluoroscopic 
observation.  Those  portions  being  filled 
were  in  their  normal  relation  to  the 
stomach. 

Six  hours  after  the  barium  meal.  Showed 
the  stomach  completely  emptied,  with  the 
barium  in  the  small  and  large  intestinal 
tracts  and  the  entire  meal  was  above  the 
level  of  the  diaphragm  in  the  left  pleural 
cavity.  There  was  in  the  abdominal  cavity 
no  evidence  of  any  bowel  that  contained  any 
air. 

Nine  hours  after  the  ingestion  of  the 
barium  meal.  Showed  a part  of  the  barium 
meal  in  the  left  pleural  cavity  and  a por- 
tion out  in  the  abdominal  cavity,  namely, 
in  the  splenic  flexure,  the  descending  and 


sigmoid  colon  and  rectum.  There  had  been 
one  movement  since  last  examination. 

Twenty-four  hours  after  the  ingestion  of 
the  barium  meal.  Showed  that  that  portion 
of  the  intestinal  tract  that  was  in  the  left 
pleural  cavity  had  emptied  itself  of  the 
barium  with  some  of  the  meal  around  the 
splenic  flexure,  descending  colon  and  in  the 
pelvic  colon,  following  no  movements  since 
last  examination. 

A reontgenographic  diagnosis  was  that  of 
a left  diaphragmatic  hernia  with  a portion 
of  the  abdominal  viscera  in  left  thorax,  with 
heart  and  great  vessels  displaced  to  the 
right,  probably  a portion  of  jejunum,  the 
ileum,  the  caecum,  the  ascending  colon  and 
the  right  three-quarters  of  the  transverse 
colon  in  the  left  chest  cavity  with  the  re- 
maining gastro-intestinal  tract  in  its  nor- 
mal anatomical  location.  Whether  or  not 
this  is  a true  or  false  congenital  diaphrag- 
matic hernia,  I am  unable  to  state,  but  the 
law  of  averages  would  lead  us  to  call  it  a 
false  congenital  diaphragmatic  hernia. 
Whether  or  not  the  spleen,  kidney  or  other 
abdominal  viscera  are  displaced  into  the 
left  chest  cavity,  cannot  positively  state, 
but  I doubt  very  seriously. 

Conclusion.  1.  A plea  for  more  investi- 
gation of  children  born  with  defective 
breathing  with  no  explainable  cause,  name- 
ly, cyanosis,  labored  breathing  or  anything 
that  would  lead  to  a disturbance  of  the  res- 
piratory function. 

2.  Diaphragmatic  hernias  are  rarely 
diagnosed  except  roentgenographically  and 
at  post-mortem. 


DISCUSSION 

DR.  A.  G.  KERN,  Knoxville:  As  Dr.  Aber- 
crombie said,  the  only  way  the  diagnosis  can  be 
made  in  this  condition  is  by  means  of  the  X-ray 
and  autopsy,  so  every  baby  that  presents  these 
symptoms  should  be  sent  to  the  roentgenologist  for 
a diagnosis.  As  you  know,  the  cause  of  these  or- 
gans going  into  the  chest  cavity  is  due  to  the  nega- 
tive pressure,  and  the  order  of  frequency  is  first 
the  stomach,  next  the  colon,  the  omentum,  the  small 
intestine,  the  liver,  the  duodenum,  and  the  kidneys. 
Dyspnea  is  the  most  common  symptom  in  this  dis- 
order, due  to  pressure  on  the  lungs.  The  next  in 
importance  is  the  gastric  disturbance,  which  may 
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vary  from  weakness  to  nausea  and  vomiting,  and 
the  vomiting  may  be  fecal  in  character.  There  are 
cases  on  record  in  which  large  hernias  have  ex- 
isted for  many  years  in  the  aged,  and  went  un- 
recognized. In  adult  life  this  has  been  more  fre- 
quently the  result  of  injuries,  gunshot  and  stab 
wounds,  and  to  the  strain  of  lifting  heavy  weights, 
which  possibly  break  down  an  old  injury.  The 
gastric  symptoms  are  most  marked  in  the  adult 
and  they  must  be  differentiated  from  diverticulum 
of  the  esophagus,  and  from  paralysis  of  the  dia- 
phragm, and  especially  from  cases  of  multiple 
sclerosis.  In  infants  it  is  often  very  difficult  to 
differentiate  between  this  condition  and  hernia  and 
paralysis  of  the  diaphragm  due  to  post-diphtheric 
infection.  Very  little  can  be  done  in  these  cases, 
and  many  of  them  are  not  recognized  until  the  pa- 
tients are  operated  upon  for  some  obstruction.' 
Many  authors  lay  stress  on  never  closing  the  ab- 
domen until  the  diaphragm  has  been  carefully 
examined. 

There  are  three  different  methods  of  operative 
procedure:  First,  the  abominal;  second,  the  thor- 
acic, and,  third,  the  combined  routes.  I have  noth- 
ing more  to  add,  for  I was  unable  to  find  anything 
in  the  literature  except  emphasis  on  the  X-ray 
examination. 

DR.  JOHN  HOWARD  KING,  Nashville:  I am 
much  interested  in  this  subject  because  during  the 
past  six  years.  Dr.  Hamilton  and  I have  encoun- 
tered Tour  cases  that  we  have  been  inclined  to  con- 
sider diaphragmatic  hernia.  The  first  case  was 
that  of  a man,  aged  50,  who  came  to  us  in  1922 
with  a complaint  of  tremendous  gaseous  disten- 
sion, and  who  insisted  that  he  could  hear  and  feel 
in  his  upper  abdomen  and  in  the  left  chest  the 
rumbling  of  the  gas.  On  deep  inspiration  there 
would  be  such  a rumbling  that  it  could  be  heard 
easily  across  the  room,  and  placing  the  hand  on  the 
chest  one  could  feel  the  fluctuation.  On  X-ray  ex- 
amination we  found  the  cap  of  the  stomach  above 
the  diaphragm,  filling  almost  the  lower  half  of  the 
chest,  with  a deformity  of  the  fundus.  On  a 
barium  meal,  under  manipulation,  we  found  also 
that  the  entire  fundus  of  the  stomach  could  be 
pushed  well  up  into  the  chest,  perhaps  half  way. 
In  one  place  there  was  a sort  of  defect  in  which 
the  barium  would  hang  over  a shelf -like  projection 
gradually  emptying  out.  The  man  had  suffered  a 
sever  crushing  injury  to  the  left  chest  some  years 
before,  and  he  also  had  the  left  kidney  removed 
surgically  some  years  before.  The  question  was 
whether  injury  had  helped  to  create  the  condition, 
or  whether  the  removal  of  the  kidney  had  some- 
thing to  do  with  it.  That  patient  died  suddenly  of 
a cardiac  failure,  and  no  post-mortem  could  be  ob- 
tained. 

The  second  case  was  that  of  a lady,  for  whom 
we  were  asked  to  see  if  there  was  any  evidence  of 
thyroid  enlargement.  Under  the  fluoroscope,  we 
discovered  much  the  same  condition  I have  just 
described  in  the  man.  The  barium  showed  the 


same  sacculation,  there  was  the  high  diaphragm, 
and  the  tendency  to  form  a sac. 

The  third  case  was  very  similar,  and  of  the 
fourth,  I will  show  you  some  slides.  This  patient 
had  distress  and  a sensation  of  food  lodging  in  the 
upper  abdomen.  X-ray  examination  showed  a pe- 
culiar globular  shadow,  and  the  barium  saccula- 
tion was  very  near  the  esophageal  orifice  into  the 
stomach,  and  it  was  difficult  to  tell  whether  this 
protruded  from  the  lower  end  of  the  esophagus  or 
from  the  fundus  of  the  stomach. 

(Slide)  This  view  shows  the  effect  at  this  point, 
(indicating). 

(Slide)  This  shows  from  the  position  of  the  dia- 
phragm (demonstrating)  that  it  extended  well 
above  the  diaphragm  level. 

(Slide)  This  was  the  best  demonstration.  You 
can  see  the  inner  angle  of  the  diaphragm,  and  at 
this  point  (indicating)  the  sacculation  above.  It 
was  a question  in  our  minds  whether  there  was 
some  real  herniation  or  a true  diverticulum  of  the 
upper  end  of  the  stomach  or  the  lower  end  of  the 
esophagus. 

Dr.  Jack  Witherspoon  is  much  interested  in 
esophageal  troubles,  and  he  made  some  lantern 
slides  in  which  he  had  a dissection  made  of  the  low- 
er end  of  an  esophagus  and  the  fundus  of  the  stom- 
ach. He  attempted  to  make  a study  of  the  rugae  or 
the  mucous  membrane  of  the  stomach.  You  can  see 
the  esophageal  mucous  membrane  and  here  (indi- 
cating slide)  the  mucous  membrane  of  the  stomach. 
The  thing  he  wished  chiefly  to  know  was  that  the 
folds  of  the  mucosa  run  horizontally  in  the  esoph- 
agus and  as  soon  as  they  enter  the  fundus  of  the 
stomach,  the  rugae  begin  to  take  on  a circular 
shape,  and  for  that  reason  he  was  inclined  to  think 
that  the  shadow  as  seen  in  this  plate  (slide)  repre- 
sented more  a mucosa  of  this  type  than  the  linear 
type.  In  other  words,  some  type  of  hernia.  Even 
that  would  not  be  conclusive,  for  I think  it  would 
be  possible  to  have  a hernia  that  eventrated  and 
ran  up  into  the  esophagus,  carrying  with  it  some 
part  of  the  stomach. 

I wish  to  thank  Dr.  Abercrombie  for  his  paper, 
and  for  bringing  us  such  a true  example  of  dia- 
phragmatic hernia  as  he  has  shown. 

DR.  WILLIAM  R.  CROSS,  Knoxville:  As  the 
doctor  explained,  the  baby  was  brought  in  with  an 
upper  respiratory  infection.  After  getting  the  his- 
tory, we  found  the  child  had  had  what  the  mother 
described  as  a “panting”  respiration  since  birth. 
That  fitted  into  the  condition  we  found  very  readily. 
As  Dr.  Abercrombie  said,  clinical  examination 
showed  what  appeared  to  be  a transposition  of  the 
viscera  in  that  the  maximum  cardiac  impulse  was 
on  the  right  side  while  there  was  dulness  and 
diminished  breath  sounds  at  the  left  base.  There 
were  no  clinical  signs  of  fluid  in  the  left  chest.  We 
immediately  thought  this  dulness  was  due  to  liver 
and  in  the  face  of  the  above  findings,  a fluoroscopic 
and  X-ray  examination  was  made,  findings  given 
by  Dr.  Abercrombie.  The  child’s  progress  has 
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been  that  of  a seemingly  normal  infant,  he  has 
normal  bowel  movements,  and  has  shown  a good 
gain.  The  anemia  which  was  present  at  the  first 
examination  has  disappeared  and  he  is  doing  very 
well  at  this  time. 

DR.  EUGENE  ABERCROMBIE,  Knoxville 
(closing)  : I have  enjoyed  the  discussion  very  much. 
The  condition  is  rare,  but  I think  it  should  be 
brought  up  from  time  to  time  to  keep  it  before  us, 
for  it’s  these  rare  things  that  get  us  into  trouble 
occasionally. 


I wish  to  emphasize  one  point  Dr.  Kem  brought 
out,  and  that  is  that  if  you  are  unable  to  locate 
the  obstruction  in  the  abdominal  viscera  you  should 
be  sure  to  explore  the  diaphragm,  for  there  may 
be  just  a small  kink  of  the  bowel  fastened  through 
a small  point  in  the  diaphragm. 

The  mother  of  this  little  child  is  very  intelligent 
and  anxious  to  cooperate  with  the  medical  profes- 
sion, and  I hope  some  day  to  report  this  case  back. 
If  the  child  dies  we  will  make  an  effort  to  get  a 
necropsy. 


November,  1928 
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THE  OPEN  VERSUS  THE  CLOSED  METHOD  OF  TREATING 

FRACTURES=^ 


E.  Dunbak  Newell,  M.D.,  Chattanooga 


IN  a paper  read  before  the  Section  on 
Orthopedic  Surgery  at  the  Seventy- 
eighth  Annual  Session  of  the  American 
Medical  Association  in  May,  1927,  Dr. 
Charles  L.  Scudder,  of  Boston,  says : 

FROM  A.M.A.,  12-3-23 
“The  treatment  of  fractures  is  the  most  impor- 
tant subject  today  in  surgery  without  any  ex- 
ception. It  is  important  for  three  reasons: 

1.  The  severity  of  the  injury  to  the  whole 
individual  in  a case  of  fracture. 

2.  The  need  for  developing  a sane  judgment 
in  deciding  at  the  outset  on  a line  of  treat- 
ment suitable  to  each  case  and  the  treatment 
to  be  carried  through  to  the  conclusion  of  the 
case. 

3.  The  generally  unsatisfactory  ideas  of 
treatment  prevalent  throughout  our  profes- 
sion.” 

I agree  with  Dr.  Scudder  that  it  is  a very 
important  medical  subject,  and  it  is  for 
that  reason  that  I am  reviewing  again  our 
fracture  cases  to  give  our  results  in  our 
plan  of  treating  fractures. 

Our  conclusions  are  based  on  the  infor- 
mation gathered  from  personally  directing 
and  treating  2,975  fractures  at  our  Clinic 
from  January  1,  1919,  to  January  1,  1928, 
for  which  we  have  complete  records  includ- 
ing an  X-ray  plate  for  each  fracture,  and 
from  experience  in  treating  about  3,000 
other  cases  in  our  clinic  previous  to  1919, 
but  of  which  we  haven’t  a complete  record. 

During  the  past  eight  years  up  to  January 
1,  1928,  we  have  treated  at  our  clinic  a total 
of  2,975  fractures,  divided  as  follows: 


Fractures  of  chest  (this  includes  ribs) . . 210 

Fractures  of  elbow  55 

Fractures  of  femur  90 

Fractures  of  tibia  and  fibula  298 

Fractures  of  foot  (tarsal  meta-tarsal 

phalanges)  615 

Fractures  of  radius  313 

Fractures  of  ulna  173 

Fractures  of  hand  (carpal  meta-carpal 
phalanges)  654 


*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  12,  1928. 


Fractures  of  head 169 

Fractures  of  humerus  63 

Fractures  of  knee  (this  includes  19  frac. 

patella)  75 

Fractures  of  pelvis 109 

Fractures  of  scapula  27 

Fractures  of  clavicle  66 

Fractures  of  spine  58 


2,975 

Open  operations  were  done  on  the  fol- 


lowing bones : 

Clavicle  2 

Humerus  2 

Elbow  6 

Femur  5 

Radius  and  ulna  13 

Tibia  and  fibula  15 

Patella  16 

Maxilla 6 

Depressed  zygomatic  arch  6 

Rib  1 


72 

Note- — Compound  open  operations  during 

1927  9 

Amputations  during  1927  2 


It  will  be  seen  from  the  review  that  we 
have  done  about  three-tenths  of  one  per  cent 
open  operation  in  this  series  of  2,975  frac- 
tures. 

I do  not  advocate  the  closed  method  of 
treating  all  fractures,  nor  can  I become 
enamored  and  enthusiastic  over  the  open 
operation  for  fractures  when  we  review  the 
literature  on  this  subject. 

The  greatest  dread  to  the  surgeon  fol- 
lowing a fracture  is  non-union.  It  will  be 
noted  in  our  series  that  we  had  one  case  of 
non-union  in  2,975  fractures;  the  cause  of 
this  non-union,  we  were  never  able  to  deter- 
mine ; the  fracture  was  treated  without  open 
operation. 

Hugh  H.  Trout,  in  Archives  of  Surgery, 
says : 

“Of  the  thirty-two  cases  of  ununited  fractures 
that  have  come  under  my  observation,  twenty-three, 
or  about  70  per  cent,  had  had  an  early  open  opera- 
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tion.  Of  the  twenty-three,  I had  operated  early  on 
eleven. 

“On  looking  over  the  literature,  certainly  the 
largest  group  to  be  found  is  that  of  Henderson,  in 
which  he  reports  211  cases  of  non-union,  not  in- 
cluding delayed  union.  In  analyzing  this  report, 
one  finds  that  there  had  been  a previous  open  opera- 
tion in  108  of  163  cases,  or  about  66  per  cent.” 

I have  had  no  personal  experience  in  non- 
union following  open  operation,  but  judging 
from  the  literature  it  must  be  a very  vital 
and  ever-present  danger  when  open  opera- 
tions are  done.  We  have  then  in  open  op- 
eration for  reduction  of  fractures  the  dan- 
ger of  non-union  and,  of  course,  infection 
with  all  of  its  calamitous  complications 
which  may  occur  and  do  occur  even  when 
the  most  meticulous  care  has  been  observed 
in  the  technique  of  the  operation,  and  when 
the  operation  has  been  done  by  the  very  best 
of  surgeons.  Dr.  Sherman,  of  Pittsburgh, 
probably  the  most  outstanding  advocate  of 
the  open  operation  in  America,  had  one  case 
of  infection  in  50  open  operations  for  trans- 
verse fracture  of  femur,  and  had  to  remove 
the  plates.  It  is  this  same  Dr.  Sherman 
who  says,  “there  are  not  more  than  a dozen 
hospitals  in  the  country  equipped  with  the 
armamentorium  and  the  staff  necessary  to 
carry  out  the  refinement  of  detail  for  open 
operations.”  His  own  is  evidently  included 
in  one  of  the  twelve,  so  when  he  has  infec- 
tion what  can  we  expect  of  the  surgeon 
without  adequate  hospital  equipment,  with- 
out assistants  trained  to  do  bone  surgeriq 
and  when  the  surgeon  himself  has  not  had 
the  opportunity  to  have  had  a large  ex- 
perience in  treating  fractures  either  by  the 
closed  or  open  method. 

Ryerson,  of  Chicago,  says: 

“We  must  not  allow  the  men  who  see  a small 
number  of  fractures  to  get  the  idea  that  operating 
in  all  fractures,  and  especially  in  the  large,  long 
bones,  is  safe,  simple  and  sane.” 

Dr.  Baer,  of  Baltimore,  says: 

“I  realize  that  certain  open  operations  have  to 
be  done  in  certain  fractures,  but  the  more  I prac- 
tice the  use  of  both  methods,  the  less  I operate. 
As  a rule,  the  less  we  open,  the  less  trouble  we 
get  into.  I have  taken  out  nine  plates  in  the  last 
month,  every  one  surrounded  by  pus.” 

Dr.  Joseph  Blake,  of  New  York,  in  dis- 
cussing this  question,  says: 


“And,  just  as  Dr.  Baer  said,  there  are  too  many 
disasters  in  the  operative  treatment.  They  are 
occurring  all  the  time,  and  many  of  us  see  the 
results  of  these  disasters;  perhaps  the  patients  are 
sent  back  to  us  finally  for  further  correction,  and 
it  may  be  that  that  disposes  us  against  operative 
treatment.” 

All  of  our  fracture  cases  are  given  imme- 
diate and  personal  attention  as  we  believe 
that  a fracture  of  the  long  bones  is  an 
analogous  condition  to  an  acute  abdomen. 
All  subsequent  treatments  are  given  under 
our  personal  supervision  and  the  case  is 
closely  observed  until  the  patient  is  definite- 
ly discharged. 

We  find  that  in  this  series  of  fractures  it 
was  necessary  in  our  opinion  to  do  only  72 
open  operations  because  we  could  not  prop- 
erly reduce  the  fracture  or  the  fracture  was 
badly  compounded,  and  by  simply  enlarging 
the  opening  the  reduction  would  be  made 
more  accurately  and  with  less  trauma  by 
direct  open  manipulation.  With  few  ex- 
ceptions we  are  bitterly  opposed  to  the  open 
operation  for  the  reduction  of  fractures,  and 
the  fact  that  we  only  did  72  open  operations 
in  2,975  fracture  cases,  proves  our  conserva- 
tism in  this  regard.  We  believe  that  the 
less  skill,  the  less  experience,  the  less  pa- 
tience the  bone  surgeon  has,  the  more  he  is 
inclined  to  do  the  open  operation  for  the 
reduction  of  fractures.  Despite  our  general 
antagonism  to  the  open  operation  for  re- 
duction and  maintenance  of  fractures,  there 
are  some  fracture  cases  in  which  we  always 
advise  the  open  operation.  In  the  fractured 
patella  we  nearly  always  do  the  open  op- 
eration, unless  there  is  some  reason  why 
we  should  not,  because  it  has  been  our 
experience  that  we  get  better  results  from 
the  open  operation.  When  the  fracture  is 
caused  by  direct  blow  on  the  patella  and 
you  are  satisfied  that  the  ligaments  are  not 
torn,  then  an  open  operation  may  not  be 
necessary;  but  even  in  these  cases,  when 
the  fragments  cannot  be  easily  held  in  accu- 
rate apposition  by  position  and  splints,  we 
do  the  open  operation.  When  the  fracture 
is  due  to  muscular  violence,  we  always  do 
the  open  operation,  because,  in  these  cases 
the  ligaments  have  been  torn  and  you  can- 
not expect  a normal  knee-joint  unless  the 
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ligaments  have  been  carefully  sutured.  In 
depressed  fractures  of  the  zygomatic  arch 
we  have  found  that  we  get  the  most  perfect 
results  by  the  open  reduction  and  it  is 
usually  done  under  local  anesthesia.  In 
fractures  of  both  bones  of  the  forearm  with 
marked  displacement  we  have  at  times  been 
unable  to  get  a satisfactory  reduction  and 
maintenance  without  an  open  operation 
on  one  or  both  bones.  In  fractures  of  radius 
in  upper  third  and  in  fractures  of  head  of 
radius  we  are  inclined  to  operate  at  once 
without  any  attempt  at  closed  reduction. 
In  these  cases,  where  efforts  at  reduction 
have  failed,  we  have  found  it  far  more  satis- 
factory to  do  the  open  operation  rather  than 
to  further  damage  the  soft  parts  by  renewed 
attempts  at  reduction  and  maintenance.  In 
fractures  of  the  bones  of  the  forearm  where 
the  fragments  are  not  easily  held  in  place 
by  position  and  splints,  we  believe  the  open 
operation  is  the  method  of  choice.  In  cer- 
tain mutilating  fractures  of  the  forearm, 
when  you  see  the  patient  with  a greatly 
swollen  forearm  when  the  circulation  is 
poor  and  further  trauma  from  the  manipu- 
lation for  reduction  of  the  fracture  would 
endanger  the  life  of  the  limb,  the  limb  is 
placed  in  hot  pack  for  a few  days  and  then 
the  open  operation  is  done.  This  same  pro- 
cedure is  carried  out  in  some  of  the  mutilat- 
ing fractures  of  the  leg,  foot,  and  ankle. 
Also,  in  oblique  fractures  of  the  tibia,  where 
maintenance  is  difficult  even  with  traction, 
we  advise  the  open  operation.  In  fractures 
around  the  elbow,  when  satisfactory  reduc- 
tion and  maintenance  cannot  be  obtained  by 
manipulation  and  position,  we  believe  that 
the  open  operation,  especially  in  adults, 
offers  the  best  functional  and  cosmetic  re- 
sults. In  children  it  is  rarely  necessary  to 
do  an  open  operation  on  fractures  around 
the  elbow  to  get  splendid  cosmetic  and  func- 
tional results. 

I am  positive  in  my  opinion  that  the 
method  of  doing  an  open  operation  is  of  the 
greatest  importance.  Some  surgeons  affect 
the  “no  touch”  method,  with  the  ridiculous 
repeated  resterilization  of  instruments,  as 
the  important  factor  in  the  success  of  open 
operations.  I feel  that  the  one  greatest  fac- 
tor in  the  success  of  all  open  operations  on 


bones  is  the  gentle  handling  of  tissues  by 
clean  cut  dissection;  not  dissecting  the  soft 
parts  from  the  attachment  to  the  peri- 
osteum; interfering  with  the  blood  supply 
to  the  bone  as  little  as  possible;  and  never 
lifting  the  bones  from  their  bed  by  rough 
retraction,  if  such  is  possible;  not  disturb- 
ing the  periosteum;  not  removing  attached 
fragments  of  bone;  apposing  the  fractured 
ends  without  suturing  or  plating,  if  this  is 
possible,  and  when  not  possible,  using  the 
least  amount  of  retention  sutures  or  ap- 
pliances that  can  hold  the  ends  in  apposi- 
tion. I prefer  silver  or  bronze  wire  as  the 
suture  material  of  choice  in  holding  the 
fragments  in  apposition.  An  efficient,  inter- 
ested surgical  team  is  the  second  most  im- 
portant factor.  After  I have  apposed  the 
fractured  ends,  I,  personally,  hold  them  in 
place  and  let  my  first  assistant  suture  the 
wound  and  apply  the  dressings  and  cast. 
When  this  technique  has  been  carried  out, 
you  need  not  fear  infection,  delayed  union 
or  non-union. 

We  do  not  dread  compound  fractures 
when  the  blood  supply  has  not  been  greatly 
damaged,  provided  you  see  these  cases  a 
few  hours  after  the  injury.  We  shave  the 
parts,  do  a debridement,  use  ether  and 
iodine  freely  and  suture  the  wounds  with- 
out drainage  or  just  a rubber  wick,  for 
forty-eight  to  seventy-two  hours,  applying 
retention  splints  and  do  not  expect  infec- 
tion or  delayed  union. 

When  the  compounding  is  caused  from 
the  fractured  end  of  the  bone  tearing 
through  the  soft  parts  and  the  skin,  then  a 
debridement  is  not  done,  but  the  exposed 
bone  is  carefully  cleansed  with  ether,  the 
fracture  adjusted,  and,  if  there  is  no 
hemorrhage,  the  wound  is  closed.  If  there 
is  hemorrhage,  or  if  it  is  difficult  to  appose 
the  fractured  ends,  I do  not  hesitate  to  en- 
large the  opening,  adjust  the  fracture  by 
direct  manipulation,  control  bleeding,  and 
then  close  the  wound  without  drainage. 

Where  we  have  seen  the  badly  compound- 
ed fracture  for  the  first  time,  several  hours 
after  the  injury,  or  if  it  is  a gravely  muti- 
lated fracture  with  blood  supply  decidedly 
impaired,  then  we  do  a very  careful  de- 
bridement and  Dakinize  the  wound  until 
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the  soft  parts  can  be  drawn  together  with 
adhesive  straps.  We  have  not  found  that 
our  compounded  fractures  have  any  ten- 
dency to  delayed  union  and  we  have  not  had 
a case  of  non-union  in  a compound  fracture. 
Neither  have  we  had  a death  from  infection 
following  a compound  fracture. 

In  fractures  of  femur  and  humerus  we 
work  daily  with  manipulation,  traction,  ap- 
plication of  counter  pressure  pads,  taking 
X-ray  pictures  daily  for  from  5 to  10  days 
before  we  decide  to  do  an  open  operation, 
but  after  10  days,  if  we  have  not  gotten 
satisfactory  reposition  and  good  alignment, 
we  do  an  open  operation,  feeling  that  the 
best  interest  of  the  patient  will  be  served 
by  an  open  operation  following  out  the  tech- 
nique above  mentioned. 

We  are  finally  convinced  that  the  demands 
of  the  X-ray  picture  held  by  our  roentgen- 
ologist, or  by  the  patient,  his  attorney,  or 
by  the  compensation  commission,  or  exposed 
to  the  jury  will  force  us  to  do  many  more 
open  operations  than  we  have  done  in  the 
past. 


DISCUSSION 

DR.  DUNCAN  EVE,  Jr.,  Nashville:  First,  I 
wish  to  congratulate  Dr.  Newell  on  his  brilliant 
work  and  results,  and  regret  to  say  we  are  unable 
to  obtain  such  perfect  results  in  Nashville. 

Estes,  member  of  the  Committee  of  Fractures  of 
the  American  Surgical  Association,  reported  re- 
cently from  surgeons  of  United  States  and  Canada 
concerning  the  open  and  closed  method  of  opera- 
tive procedure,  as  to  the  results  on  fractures  of  the 
femur.  Eighty-seven  per  cent  of  all  cases  treated 
by  non-operative  methods  made  good  functional  re- 
coveries; 42  per  cent  had  good  anatomical  results. 
Cases  treated  by  open  operation,  good  functional 
results  77  per  cent,  and  68  per  cent  had  good 
anatomical  results. 

Estes  also  spoke  on  the  period  of  disability,  or 
time  from  date  of  injury  to  the  date  patient  re- 
turned to  his  former  duties.  Under  fifteen  years 
of  age,  the  disability  was  two  months  and  five  days. 
Above  fifteen  years  of  age  the  disability  extended 
to  eight  months.  The  operative  cases  show  an 
average  of  disability  of  nine  months. 

Estes  brought  out  the  stationary  period,  which 
means  no  further  improvement  in  function  may  be 
expected.  The  Chief  Surgeon  of  the  Bethlehem 
Steel  Corporation  has  followed  up  and  kept  in 
touch  with  many  cases.  He  has  shown  progressive 


improvement  in  the  disability  of  cases  of  frac- 
tures. Cases  rated  at  25  per  cent  disability,  after 
the  average  period  of  disability,  he  found  disap- 
peared entirely  in  two  years  and  those  with  higher 
ratings  greatly  improved.  He  claims  the  sta- 
tionary period  for  fracture  of  the  femur  in  civil 
life  should  be  three  years. 

Occasionally  we  do  have  non-union  in  fractures 
of  the  neck  of  the  femur.  Lang  and  Basset,  each 
have  shown  that  blood  supply  of  the  neck  of  the 
femur  is  in  two  synovial  folds,  which  extend  along 
the  anterior  surface  of  the  neck.  The  nutrient  ar- 
teries enter  the  neck  at  its  narrowest  part,  near 
the  middle,  which  is  a frequent  site  of  fracture. 
The  absence  of  periosteum  covering  of  the  neck  of 
the  femur  also  causes  lack  of  union. 

One  fracture,  which  Dr.  Newell  did  not  mention, 
gives  prolonged  disability  and  that  is  the  fracture 
of  the  fifth  meta-tarsal  bone.  The  delayed  union 
is  caused  by  the  poor  blood  supply.  The  shaft  of 
the  fifth  meta-tarsal  bone  differs  from  the  other 
meta-tarsals  in  being  compressed  from  above  down- 
ward instead  of  from  side  to  side.  The  blood  sup- 
ply of  the  fifth  meta-tarsal  may  be  absent,  but 
when  present  enters  from  the  tibia  side  and  di- 
rected towards  its  base.  A fracture  of  the  fifth 
meta-tarsal  requires  as  a rule  three  to  four  weeks 
before  callus  is  detected,  and  in  the  majority  of 
cases  the  disability  will  cover  a period  of  ten  to 
twelve  weeks. 

Many  surgeons  believe  that  they  should  meet 
the  demands  of  the  X-ray,  the  outcome  is  repeated 
manipulation,  bringing  about  a bad  result. 

I agree  with  Dr.  Newell  in  his  open  operations. 
About  two  per  cent  of  my  cases  required  open 
operation. 

DR.  R.  W.  BILLINGTON,  Nashville:  I think 
Dr.  Newell’s  method  of  procedure  is  pretty  well 
above  criticism,  except  for  one  or  two  little  points 
which  I will  take  up. 

I agree  with  him  thoroughly  about  the  use  of 
open  operations  in  the  treatment  of  fractures  be- 
ing the  exceptional  method.  I think  it  is  hardly 
fair,  however,  to  compare  results,  so  far  as  the 
period  of  disability  is  concerned  in  operative  cases 
and  non-operative.  It  is  the  worst  case  as  a rule 
that  is  operated  on,  and  if  those  patients  were  not 
treated  with  open  operation  they  would  probably 
have  as  long  a period  of  disability,  so  it  is  hardly 
a fair  comparison. 

His  technic  of  operation  is  highly  to  be  com- 
mended, especially  preserving  the  blood  supply  to 
the  ends  of  the  fractured  bone.  It  is  a great  mis- 
take to  lift  up  the  ends  of  the  bone  and  strip  off 
all  the  soft  tissues,  thus  depriving  the  ends  of  the 
bone  of  the  blood  supply,  for  this  often  results  in 
non-union. 

As  to  suture  material,  bronze  wire  and  silk,  I 
must  say  I do  not  use  them  any  more,  and  I have 
never  used  to  any  extent  non-absorbable  materials. 
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I have  never  used  metal  plates,  my  conscience  is 
clear  on  that  point.  I do  not  believe  they  are 
physiological,  and  have  never  seen  a case  in  which 
I could  not  get  approximation  without  the  use  of 
metal  plates  or  wire.  If  you  are  to  depend  upon 
the  sutures  for  internal  fixation  and  do  not  use 
intelligent  external  fixation  you  cannot  get  by 
without  stronger  material  such  as  wire  and  metal 
plates,  but  they  are  not  necessary. 

In  the  treatment  of  forearm  bones,  I think  Dr. 
Newell  is  correct  about  open  operations,  but  usually 
all  that  is  necessary  to  hold  these  fractures  is  a 
notching,  if  the  fracture  is  transverse,  to  adapt 
the  surfaces  so  that  they  will  engage  securely, 
then  apply  a splint.  If  it  is  oblique  it  should  be 
sutured  with  kangaroo  tendon. 

I think  it  is  very  difficult  to  lay  down  certain 
rules  for  every  one  to  follow.  Experience  will  be 
the  best  guide,  and  for  the  average  man  the  non- 
operative methods  should  be  used  almost  entirely. 
However,  there  are  a few  types  in  which  it  is  gen- 
erally agreed  that  operation  gives  best  results  and 
when  any  case  cannot  be  conservatively  reduced 
or  held  so  that  good  function  can  be  expected,  then 
operation  with  careful  technic  should  be  advised 
without  too  much  delay. 

DR.  GEORGE  K.  CARPENTER,  Nashville:  Dr. 
Newell  states  that  he  operated  on  only  three- 
tenths  of  1 per  cent,  which  is  a very  low  percent- 
age of  open  operations.  Dr.  Billington  brought 
out  the  fact  that  fractures  of  the  radius  and  ulna 
in  the  upper  third  are  quite  apt  to  demand  open 
operations.  Dr.  Newell  operated  on  thirteen  of 
these  cases,  a higher  per  cent  than  three-tenths 
of  one  per  cent  for  this  particular  fracture.  In 
this  fracture  we  are  getting  lots  of  bad  results  by 
not  operating,  and  in  the  severe  case  we  must  do 
so  to  retain  function  in  pronation  and  supination, 
especially  supination. 

One  other  point  I would  like  to  stress  is  reducing 
all  fractures  early  and  not  waiting  for  the  swell- 
ing to  subside  unless  there  is  a real  indication  for 


waiting.  If  we  reduce  elbow  fractures  immedi- 
ately under  an  anesthetic,  it  will  do  more  to  reduce 
the  swelling  than  an  ice  bag  will.  By  waiting 
several  days  for  the  swelling  to  subside  we  can 
not  get  the  function  obtained  by  reducing  the  frac- 
ture at  once.  Early  treatment  is  valuable  in  these 
cases. 

DR.  E.  DUNBAR  NEWELL,  Chattanooga  (clos- 
ing) : As  I stated  in  the  paper,  I use  the  least 
possible  material,  or  none  at  all,  to  hold  the  broken 
ends  together.  In  very  few  of  the  cases  do  I ever 
use  any  suture  material.  I mortice  the  fragments 
together.  My  personal  experience  shows  that 
bronze  wire  and  silver  wire  are  the  best  for  me. 
Every  man  must  treat  fractures  in  the  way  he  is 
qualified  to  do.  I do  not  treat  all  fractures  in  the 
same  way  by  any  means.  I have  some  system 
about  it,  but  I treat  each  individually,  and  if  a 
patient  with  a transverse  fracture  of  the  femur 
comes  in  I may  put  the  patient  to  sleep  and  get 
the  fragments  together  without  any  traction,  and 
in  another  case  I may  use  traction.  In  some  cases, 
especially  of  the  forearm  where  it  is  so  necessary 
to  preserve  supination  and  pronation,  I may  decide 
at  once  to  operate.  We  must  treat  each  fracture 
separately  and  individually,  and  the  method  that 
may  be  best  for  one  man  may  not  be  best  for  the 
other.  Watch  them  carefully,  with  a team  that  is 
taught  to  do  the  work,  and  you  can  get  good  re- 
sults. I use  the  form  of  treatment  that  depends 
upon  the  case  and  how  quickly  the  patient  will 
respond.  Some  patients  are  very  muscular  and 
it  is  very  difficult  to  get  traction.  Others  are  thin 
and  a very  little  traction  will  permit  the  bones  to 
be  placed  in  perfect  fixation.  If  I was  in  a small 
place  and  was  not  qualified  to  do  open  surgery  I 
certainly  would  never  think  of  performing  an  open 
operation.  These  open  operations  are  very  dan- 
gerous unless  one  has  had  a lot  of  experience  and 
unless  he  has  a good  technic  and  a lot  of  compe- 
tent assistance.  I would  warn  against  them  in  all 
cases  unless  one  is  well  qualified  to  do  the  work. 
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COMPLICATIONS  FOLLOWING  TONSILLECTOMY* 


Thomas  Floyd  Leatherwood,  M.D.,  Memphis 


Tonsillectomy,  considered  too 

often  as  a minor  operation,  should  be 
regarded  as  a major  surgical  pro- 
cedure, The  otolaryngologist,  who,  after 
performing  this  operation,  speaks  of  it 
lightly  as.  having  “grabbed”  out  or 
“snatched”  out  a pair  of  tonsils,  increases 
the  already  too  general  impression  that  the 
tonsil  operation  is  a minor  one. 

This  encourages  its  performance  by  those 
not  properly  trained  for  the  work,  which 
increases  the  percentage  of  complications. 

More  than  2,000  years  ago,  Clesus  de- 
scribed his  finger  enucleation  of  the  tonsil, 
but  not  until  1912  were  the  major  complica- 
tions following  tonsillectomy,  especially 
lung  abscess,  mentioned  in  the  literature. 

Indications  for  Tonsillectomy 
Tonsillectomy  is  indicated  as  focus,  lo- 
cally, or  of  general  condition.  Without 
much  effort  the  writer  was  able  to  name 
twenty-eight  indications  for  removal  of  the 
tonsils. 

Barnes  claims  bacteria  appear  in  the  ton- 
sil crypts  24  to  72  hours  after  birth,  or 
about  same  time  as  bacterial  invasion  of 
intestines. 

From  the  literature,  I found  the  range  of 
ages  for  tonsillectomy,  to  be  from  8 months 
to  81  years. 

From  a very  extensive  school  survey,  it 
was  found  that  most  marked  improvement 
mentally,  was  in  children  from  7 to  12  years 
of  age. 

Contra-Indications 

1.  Hemophilia. 

2.  Acute  throat  and  tonsillar  infections, 

3.  Advanced  cardiorenal  diseases. 

4.  Status  lymphatious  and  enlarged  thy- 
mus are  very  definite  contra-indications. 

Important  points  that  should  be  given 
careful  consideration  are  as  follows : 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Eye,  Ear,  Nose  and  Throat  Section, 
Nashville,  April  10,  1928. 


(1)  Time  of  operation  is  one  thing  that 
should  be  given  great  consideration.  Clark, 
Thomas,  and  Wolfe  argue  that  in  certain 
cases,  tonsillectomy  during  acute  infections 
is  not  only  justifiable,  but  advantageous. 

Tucker  reports  a series  of  41  cases  in 
which  operation  was  performed  during 
acute  process  of  Vincents.  Results  were 
good  in  that  time  of  disability  shortened, 
except  in  one  case,  where  the  infection 
spread  to  soft  palate,  and  the  result  was 
scarring  and  excessive  deformity,  and  a 
seven  weeks’  hospital  stay.  He  closes  with 
the  remark  that  his  ardor  was  cooled. 

The  writer  would  much  prefer  to  operate 
when  acute  inflammation  is  not  present. 
There  might  be  rare  occasions  for  such  pro- 
cedure. Ill  advised  time  of  operation  might 
prove  disastrous,  especially  in  cases  of 
severe  systemic  disability. 

(2)  Careful  study  and  intelligent  inter- 
pretation of  the  clinical  picture  including 
history  and  examination,  both  general  and 
local.  The  Massachusetts  Eye  & Ear  In- 
firmary, where  all  children  under  10  years 
of  age  have  been  routinely  examined  by 
X-ray,  has  shown  the  presence  of  enlarged 
thymus  gland  in  7 % of  their  cases— an 
observation  of  alarming  significance. 

As  diagnosticians,  we  must  see  beyond 
the  throat:  anemias,  sinusitis,  etc. 

(3)  We  should,  during  operation,  have  a 
great  regard  for  Waldeyer’s  ring.  Great 
amount  of  distortion  due  to  scarring  from 
unnecessary  trauma  and  cutting  should  be 
regarded  as  a complication. 

(4)  Preoperative  preparation  is  im- 
portant. Tonsillectomy  is  often  performed 
without  it,  however,  and  under  the  exigen- 
cies of  referred  work,  it  may  at  times  be 
necessary. 

(5)  Careful  selection  of  anesthetic  to 
suit  individual  case. 

(6)  Attention  to  post  operative  care. 
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Report  of  Complications 

In  a series  of  2,530  cases,  Tucker  reports 


the  following  complications : 

Fatalaties  (probably  embolism)  1 

Pulmonary  abscess  (recovered)  1 

Bronchopneumonia  (recovered)  3 

Post  Operative  ether  pneumonia  (recov- 
ered)   3 

Bleeding  severe,  requiring  suture 30 

Moderate 38 

Slight 32 

Cellulitis  of  neck  1 

Paresis  of  soft  palate 2 

Abscess  in  soft  palate 2 

Acute  otilis  media 3 

Acute  laryngitis  3 


Of  this  series  in  79  cases  tonsils  were  re- 
moved in  an  endeavor  to  prevent  recurrent 
quinsy.  Of  this  group  2 cases  were  seen 
with  abscess  in  peritonsillar  region  after 
complete  enucleation.  After  it  has  been  the 
seat  of  recurrent  abscesses,  sufficient  infec- 
tion may  remain  in  the  peritonsillar  struc- 
tures to  flare  up  when  the  patient’s  resist- 
ance is  lowered. 

Hemorrhage 

I know  we  all  have  them,  but  I hit  lightly 
on  hemorrhage.  Large  thinks  suction  pre- 
disposes to  bleeding.  The  amount  of  suc- 
tion should  be  regulated.  The  suction  tip 
should  be  kept  out  of  tonsil  fossa  unless 
found  necessary  in  severe  hemorrhage  to 
locate  bleeding  point.  One  should  keep  the 
suction  tip  from  coming  in  contact  with 
uvola  if  possible,  as  it  increases  edema  of 
same.  Coagulation  time,  should  be  routine; 
however,  some  differ  in  regard  to  advantage 
of  same. 

Cocain  anaphylaxis  must  not  be  over- 
looked. Most  operators  now  use  novocain. 
Fatal  cases  have  resulted  from  swabbing 
the  throat,  preparatory  to  injection. 

CASE  REPORTS 

Lustberg  reported  a case  of  adenitis  due  to  an 
anaphylactic  reaction  to  milk  proteins  brought  in 
contact  with  a fresh  tonsillectomy  wound.  The 
patient,  about  seven  hours  after  operation,  ate  ice 
cream  (no  other  food  being  taken)  and  about  seven 
hours  later  there  set  in  a rapidly  growing  and 
painful  swelling  of  the  lymph  glands  on  both  sides 
of  the  neck.  Tonsillar  wounds  were  clear,  tem- 
perature of  the  patient  was  100  degrees.  Swelling 
of  entire  neck  externally,  and  of  the  soft  palate 


were  most  marked  on  the  second  day.  On  the  third 
day  swelling  subsided  rapidly.  As  no  other  food 
than  ice  cream  had  been  taken,  it  was  surmised 
that  either  egg  or  milk  protein  was  responsible  for 
the  reaction.  On  the  fourth  day  an  intradermic 
protein  sensitivity  test  was  administered.  Patient 
gave  a sharp  reaction  to  milk  protein,  thus  verify- 
ing diagnosis. 

Ludwig’s  angina  and  mediastinal  abscess  fol- 
lowing tonsillectomy: 

Patient,  age  26  years.  Had  frequent  tonsillitis, 
no  other  history.  Tonsils  hypertrophied  and  cryp- 
tic. January  23rd,  operated.  January  29th,  tem- 
perature 103.  Ludwig’s  angina,  general  sepsis, 
throat  sore.  Submaxillary  glands  involved,  drain- 
age established,  recovery  several  weeks.  Mediasti- 
nal abscess. 

An  unusual  cause  of  death  after  removal  of 
adenoids  and  tonsils.  J.  B.,  age  2 years,  8 months, 
was  anesthetised  with  ethyl  chloride  at  9:30  A.M., 
September  9,  1925.  T.  and  A.  performed  Sluder 
method;  very  little  bleeding  took  place.  Child  O.K. 
during  the  day  and  slept  well  entire  night. 

At  7:30  o’clock  following  morning  awakened,  sat 
up  in  bed  to  have  face  washed.  During  the  process 
he  suddenly  became  pale  and  fell  back,  unconscious. 
Pulse  almost  imperceptible,  respirations  shallow, 
with  prolonged  intervals.  Pupils  contracted  and 
equal. 

Death  occurred  at  8:30,  one  hour  from  onset. 

Post-mortem  examination. 

Hemorrhage  size  of  large  peanut  found  in  cen- 
ter of  the  Pons.  Thymus  gland  weighed  one  and 
one-fourth  ounces.  All  other  organs  normal. 

Diagnosis:  Death  due  to  hemorrhage  into  the 
Pons. 

In  a series  of  10,000  cases  in  1921  operated  in 
Rochester,  post-operative  complications,  which 
were  infrequent,  and  not  in  all  instances  due  to 
operation,  were  as  follows: 

Eight  children  developed  pneumonia.  One  dying 
two  weeks  later.  Five  developed  lung  abscesses, 
four  fully  recovering.  One  child  developed  puru- 
lent meningitis,  but  recovered.  Seven  developed 
diphtheria,  after  their  return  home  and  three  died, 
diphtheria  being  prevalent  at  the  time. 

The  point  of  bringing  out  that,  I think  when 
there  is  a flu  epidemic  going  around,  or  diphtheria 
quite  prevalent,  I know  most  of  us  generally  do  it, 
but  I think  it  should  be  stressed  that  operative 
work  should  be  postponed  if  it  can  be. 

Angioneurotic  Edema 

Robichaux  reported  a case  of  angioneurotic 
edema  following  tonsillectomy. 

At  this  time  he  stated  only  one  other  case  could 
be  found  in  literature;  that  by  Turnbull  A.  M.  A., 
1921,  Turnbull’s  case  having  had  attacks  previ- 
ously over  period  of  six  years,  while  his  case  had 
no  previous  attacks. 

I know  I have  a nurse  at  home  that  comes  up 
ever  so  often  and  she  will  have  an  attack;  maybe 
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it  will  be  the  soft  palate,  maybe  the  nose,  or  when 
she  comes  up  again  it  will  be  down  in  the  larynx; 
you  may  swab  her  throat  with  adrenaline,  and 
maybe  take  a hypodermic  of  adrenaline,  and  she 
gets  relief.  The  question  is,  somebody  might  come 
along  and  take  her  tonsils  out,  and  she  would  have 
one  of  these  attacks. 

Food  allergy  tests  intravenous  were  made  Feb- 
ruary 9th.  Tonsillectomy,  February  18th.  Morn- 
ing of  February  22nd,  marked  swelling  of  hands, 
face,  feet,  and  legs.  Gradual  improvement  until 
February  27th,  when  all  symptoms  had  vanished. 

Barber  maintains  that  in  adults  bacterial  sensi- 
tization is  a more  frequent  cause  of  urticaria,  an- 
gioneurotic edema,  asthma,  and  other  anaphylactic 
phenomena  than  food  protein. 

Lung  Abscess 

Patient,  woman  23.  Chief  symptoms  were  pain 
in  right  chest  with  foul-smelling,  purulent  expec- 
toration, fever,  night  sweats,  hemoptysis  and  loss 
of  weight. 

Nothing  special  in  family  history. 

Present  illness  dated  from  day  following  tonsil- 
lectomy under  general  anesthesia  six  weeks  before 
being  seen  in  clinic,  rise  of  temperature  being  first 
symptom. 

Short  interval  between  tonsillectomy  and  onset 
of  pulmonary  symptoms  suggests  embolic  origin, 
but  blood-streaked  sputum,  a cardinal  sign,  was 
absent.  Also,  the  slight  amount  of  destruction 
tissue,  as  evidenced  by  X-ray,  and  the  rapid  re- 
covery disprove  the  embolic  origin.  Bronchoscopic 
treatment  was  simply  removal  of  pus  by  suction 
and  injection  of  gomenol  oil. 

In  a series  of  692  cases  of  acute  abscess  of 
chronic  pulmonary  suppuration  reported  by  Hed- 
blom,  146  (21  per  cent)  followed  operation.  Of 
the  post-operative  cases,  31  per  cent  followed  ton- 
sillectomy performed  elsewhere,  14  or  (9  5-10  per 
cent)  extraction  of  teeth,  and  38  (or  26  per  cent) 
laparotomy.  With  few  exceptions,  these  opera- 
tions were  performed  under  general  anesthesia. 

I might  say,  in  passing,  I have  found  in  the  lit- 
erature that  all  these  cases  of  lung  abscesses  fol- 
lowing the  extraction  of  teeth,  the  Mayos  report 
that  they  found  a tooth  in  the  abscess  in  every  case. 
In  other  words,  the  dentist  just  let  the  tooth  .get 
away. 

Richardson  reported  first  case  of  lung  abscess 
in  1912.  During  1921  Fisher  and  Cohen  collected 
reports  of  71,  and  added  five  cases  of  their  own; 
1922  Chipman  brought  the  number  up  to  124. 
Moore  added  202  unreported  cases,  and  with  48 
from  Mayo  Clinic,  in  1924  the  number  of  cases  re- 
ported reached  400.  Of  the  48  cases  of  lung  ab- 
scess reported  by  the  Mayo  Clinic,  the  anesthetics 


were : 

Ether  23 

Gas  9 

Local  3 

Not  mentioned  13 


One  of  the  48  here  reported  was  undoubtedly  of 
embolic  type.  Tonsillectomy  performed  under  local 
anesthesia  without  incident.  On  second  day  first 
hard  chili,  temperature  rose  101,  pulse  95,  respira- 
tion 40,  pain  in  chest;  third  day  pleurisy,  sepsis, 
temperature  206,  patient  died  tenth  day.  Necropsy 
revealed  multiple  thrombosis  of  the  veins  of  the 
neck,  multiple  hemorrhagic  infarct  both  lungs  and 
bilateral  septic  embolic  pneumonia.  In  no  other 
case  of  the  series  was  there  definite  evidence  of  .an 
embolic  origin. 


Onset  of  symptoms  in  the  series: 


Immediately  after  operations 

in 

7 

cases 

In  two  days  

in 

5 

cases 

In  three  days  

in 

4 

cases 

Four  to  seven  days  

in 

7 

cases 

Ten  days  to  two  weeks 

in 

12 

cases 

Two  and  one-half  to  3 weeks 

in 

4 

cases 

Four  to  six  weeks  ......... 

in 

1 

case 

Not  mentioned 

in 

8 

cases 

It  is  believed  that  post-tonsillectomy  suppuration 
is  due  to  aspiration  of  infected  material  during  or 
following  operation. 

Myerson  by  direct  laryngoscopy  on  100  patients 
after  bleeding  had  been  stopped,  in  cases  given 
general  anesthetic,  found  blood  in  trachea  and 
bronchi  in  79. 

Bigelow  claims  sitting  position  is  position  of 
choice  for  one  to  cough,  thus  recommending  this 
position  in  local  tonsillectomy.  The  cough  has 
been  called  by  Jackson,  “the  watch-dog  of  the 
lung.” 

The  cases  of  lung  abscess  that  have  followed  ton- 
sillectomy under  local  anesthesia  may  perhaps  be  in 
part  accounted  for  by  the  obliteration  of  the  pro- 
tective laryngeal  reflex  by  the  local  anesthesia. 

Early  diagnosis  of  lung  abscess,  accurate  nature, 
and  location  of  lesion  with  prompt  treatm.ent, 
usually  results  in  complete  recovery. 

Conclusion 

Do  not  consider  a case  finished  when  it 
leaves  the  operating  room. 

A tonsillectomy,  even  when  performed 
under  the  best  conditions,  may  develop  any 
of  the  complications  mentioned;  and  there- 
fore should  be  regarded  as  a major  opera- 
tion. 
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DISCUSSION 

DR.  ROBIN  HARRIS,  of  Memphis:  Some 
serious  sequellae  always  comes  up  in  a man’s  prac- 
practice,  if  he  does  tonsillectomies. 

The  disagreeable  features  following  operation 
are  more  impressive  when  they  occur  in  private 
patients.  I well  remember  one  patient  who  had  a 
large  hematoma  in  the  soft  tissue  of  the  tonsil  bed 
and  soft  palate.  It  was  large  enough  to  bother 
the  breathing  to  some  extent.  I finally  opened  it 
but  there  was  no  pus  and  it  never  suppurated. 

The  Veterans  Hospital  in  Memphis  has  been 
running  about  five  and  one-half  years  and  during 
this  time  we  have  done  something  over  four  thou- 
stand  tonsillectomies  there — all  under  local  ana- 
thesia  with  the  patient  in  the  sitting  posture.  Not 
one  case  has  been  given  general  anesthesia.  In 
these  four  thousand  patients  there  have  occurred 
two  lung  abscesses;  one  in  1923,  the  other  in  1927. 

A patient  whom  I operated  on  in  January  was 
an  arrested  pulmonary  tubercular  case.  The  fossae 
healed  except  for  two  or  three  places  on  each  side 
where  there  is  now  scar  tissue  around  the  mouth 
of  small  sinuses.  These  little  sinuses  discharge  pus 
and  are  about  one-half  an  inch  or  more  deep. 

Back  in  1921  when  I first  started  the  practice  of 
otolaryngology  I operated  on  a young  man  under 
local  anesthesia,  having  no  trouble  until  about  the 
middle  of  the  operation  when  the  patient  com- 
plained of  headache.  By  the  time  the  operation 
was  finished  the  headache  was  severe'  and  on  the 
way  from  the  operating  room  the  patient  was 
crying  loud  with  pain.  The  pain  gradually  sub- 
sided in  six  hours  with  the  help  of  a half  grain  of 
morphine.  I did  not  know  the  cause  of  this  and 
still  do  not. 

For  local  anesthesia  I use  four  drops  of  adrena- 
line chlorid,  1:1000  solution,  in  6 cc.  of  one-fifth 
of  one  per  cent  novocaine  and  inject  6 cc.  about 
each  tonsil.  Once  I injected  and  turned  around 
to  arrange  the  instruments  on  the  table  and  to  give 
the  anesthetic  time  to  act.  When  I turned  back 
to  look  at  the  patient  the  lips,  nose,  and  chin  were 
as  white  as  bleached  cotton.  I think  I must  have 
taken  on  the  same  color,  for  I thought  the  patient 
was  dead.  Finally  I asked  him,  when  he  had 
waked  up,  how  he  felt.  At  once  he  answered, 
“Fine.”  Everything  went  off  all  right  and  the 
patient  never  knew  my  feeling  or  his  appearance. 

Two  cases  of  board-like  swelling  of  the  neck 
following  tonsillectomy  have  occurred  in  my  prac- 
tice. They  were  serious-looking  affairs  enough  to 
be  awful  hard — the  patient  couldn’t  turn  his  head 
one  single  bit,  and  his  breathing  was  disturbed,  but 
both  subsided  under  treatment  with  diathermy  and 
without  opening. 


I have  had  a lot  of  complications  during  and 
after  tonsillectomy  including  a death  immediately 
following  operation  under  local  anesthesia.  I never 
knew  the  cause,  but  have  always  thought  it  was 
due  to  wrongly  labelled  solution. 

Lilly,  of  Rochester,  uses  one-fifth  of  one  per 
cent  cocaine  for  injection  in  local  tonsil  operations. 
He  says  he  has  never  used  anything  else  and  has 
never  seen  a case  of  cocaine  poisoning. 

DR.  CHARLES  D.  BLASSINGAME:  Mr.  Chair- 
man, I wish  to  report  an  observation  that  I re- 
cently made  on  a patient  that  started  bleeding  two 
or  three  hours  following  tonsillectomy. 

The  tonsillar  fossa,  as  you  know,  is  crossed  by 
the  styloglossus  ligament,  and  occasionally  we  find 
this  ligament  very  prominent  in  the  fossa.  When 
a bleeding  vessel  appears  just  below  the  ligament 
where  it  connects  with  the  tongue  it  is  usually  very 
difficult  to  control  with  sutures.  In  the  case  re- 
ferred to  there  was  bleeding  at  this  point.  Two 
double  sutures  were  made  in  an  effort  to  control 
it  but  without  effect.  I then  placed  a small  piece 
of  gauze  in  the  fossa  close  down  by  the  side  of  the 
tongue  and  the  bleeding  was  immediately  con- 
trolled and  gave  no  more  trouble.  After  a few 
hours  the  gauze  was  removed. 

In  regard  to  indications  for  tonsillectomy  I wish 
to  mention  two  similar  cases  I had  in  which  in  each 
case  immediately  following  acute  attacks  of  ton- 
sillitis edema  of  the  throat  and  larynx  developed  to 
such  an  extent  as  to  obstruct  breathing  and 
tracheotomy  appeared  to  be  imminent  in  a short 
time  if  the  edema  continued  to  increase.  The  edema 
in  each  case  developed  from  only  one  side  in  which 
the  tonsil  remained  inflamed  following  the  attack. 
Removal  of  the  offending  tonsil,  in  our  judgment, 
was  indicated.  Prompt  relief  of  symptoms  and 
uneventful  recovery  from  the  operation,  in  each 
case,  vindicated  our  decision. 

In  regard  to  the  case  of  Ludwig’s  angina  fol- 
lowing tonsillectomy,  I do  not  believe  there  is  any 
connection  between  them.  The  l3rmphatic  drain- 
age from  the  tonsil  fossa  does  not  carry  infection 
into  the  floor  of  the  mouth,  where  Ludwig’s  angina 
always  develops.  In  the  cases  mentioned  it  must 
have  been  a mistaken  diagnosis  of  Ludwig’s  angina. 

DR.  THOS.  H.  LEATHERWOOD  (Closing)  : 
Mr.  Chairman,  I have  nothing  else  to  say.  I thank 
the  gentlemen  for  the  discussion.  The  only  thing 
that  I think  of,  complications  a great  many  times 
can  be  guarded  against;  of  course,  some  of  the  com- 
plications we  will  have  regardless  of  what  is  done 
or  when,  but  the  point  of  the  paper  was  that  at  the 
time  of  the  operation,  etc.,  if  it  is  closely  watched, 
with  respect  to  the  points  I have  designated,  that 
the  number  of  complications  can  certainly  be  low- 
ered. 
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EDITORIAL 


The  Supreme  Court  Decision  in  the 
Henderson  Case 

It  has  become  apparent  that  some  doctors 
have  misconstrued  the  effect  of  an  opinion 
rendered  by  the  Supreme  Court  of  Tennes- 
see in  the  case  above  referred  to  in  October 
of  this  year. 

In  the  case  decided  by  the  Supreme  Court 
Dr.  Henderson  brought  suit  to  dissolve  an 
executive  order  of  the  Knoxville  General 
Hospital  prohibiting  Dr.  Henderson  from 
practicing  in  the  institution.  The  basis  for 
the  executive  order  was  allegations  by  mem- 
bers of  the  hospital  staff  to  the  effect  that 
Dr.  Henderson  had  solicited  doctors  to  refer 
to  him  patients  with  the  understanding  that 
he  and  the  doctors  would  divide  the  fees. 

At  this  point  it  should  be  stated  that 
there  is  a penal  law  on  the  statute  books 
passed  in  1919  which  makes  it  unlawful  for 
doctors  to  split  a fee  without  the  knowledge 
and  consent  of  the  patient  concerned.  Both 
the  parties  to  a fee  splitting  transaction  are 
equally  guilty  under  the  provision  of  the 
statute. 

It  should  be  stated  that  the  above  case 
was  not  brought  against  Dr.  Henderson 
under  this  statute.  In  fact,  this  statute  was 

never  referred  to. 

Dr.  Henderson  admitted  that  he  had  pro- 
posed to  split  fees  though  he  denied  that 

he  had  split  fees. 

The  proposal  to  split  fees  constitutes  a 
violation  of  the  provision  of  medical  ethics 
though  it  does  not  violate  the  provisions  of 
the  state  law.  If  the  transaction  of  fee 
splitting  were  accomplished  between  two 
doctors  by  and  with  the  consent  of  the  pa- 


tient concerned  it  still  would  not  be  a viola- 
tion of  the  state  law. 

The  Court  held  that  the  proof  submitted 
did  not  establish  violation  of  the  law  gov- 
erning medical  practice  nor  the  statute  cov- 
ering the  matter  of  fee  splitting. 

There  is  a strong  intimation  in  the  opin- 
ion of  the  court  to  the  effect  that  if  a doctor 
is  shown  by  sufficient  evidence  to  have  vio- 
lated a state  law  so  as  to  entitle  the  State 
Board  of  Examiners  to  revoke  his  license 
the  superintendent  of  a public  hospital 
would  be  authorized  to  exclude  him  from 
practicing  in  such  an  institution.  Also  that 
the  superintendent  of  such  a hospital  would 
have  the  authority  to  exclude  a doctor 
whose  practice  and  conduct  in  the  hospital 
itself  violates  any  reasonable  rule  or  regu- 
lation of  the  hospital. 

The  opinion  of  the  court,  therefore,  is 
not  to  be  interpreted  as  doing  violence  to 
the  code  of  medical  ethics  but  as  having  a 
profound  respect  for  medical  ethics.  The 
court  must  base  its  conclusions  on  definite 
evidence  of  violation  of  a statute  which 
seems  to  have  been  lacking  in  this  case. 


Free  and  Pay  Clinics 

A slight  glance  at  the  literature  from 
other  states  reveals  the  fact  that  the  poli- 
cies of  free  clinics,  part,  pay  clinics  and 
teaching  hospitals  are  receiving  a great  deal 
of  criticism  at  the  hands  of  the  profession 
in  general. 

A recent  statement  on  this  question  is  in 
the  form  of  a report  of  a committee  ap- 
pointed by  the  Michigan  State  Medical  So- 
ciety “to  survey  and  study  the  problem  of 
hospital  charity  in  Michigan  hospitals.”  The 
committee  is  composed  of  Dr.  Richard  R. 
Smith,  Chairman,  Grand  Rapids;  Dr.  J. 
Walter  Vaughan,  Detroit;  Dr.  W.  H.  Mar- 
shall, Flint.  The  report  of  this  committee 
was  circulated  as  a supplement  to  the  No- 
vember issue  of  the  Journal  of  the  Michi- 
gan State  Medical  Society. 

The  report  is  quite  exhaustive  and  is  too 
lengthy  to  be  reproduced  here  in  full.  It  is 
our  opinion,  however,  that  a portion  of  this 
report  which  deals  particularly  with  that 
phase  of  the  question  which  is  uppermost 
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in  the  minds  of  the  profession  might  be 
reproduced  here  in  full. 

It  seems  that  the  patients  admitted  to 
the  University  hospital  are  separated  into 
eight  groups.  The  group  over  which  much 
controversy  has  arisen  is  known  as  Group 
VI  and  classified  as  “patients  who  are  able 
to  pay,  in  addition  to  their  hospital  charges, 
fees  for  professional  services,  and  are  ad- 
mitted to  the  services  of  medicine,  surgery 
or  X-ray.”  (Average,  684  a year). 

The  report  dealing  with  this  group  of 
patients  is  as  follows : 

“The  teaching  policies  of  our  American 
medical  schools  are  being  constantly  and 
seriously  discussed  and  are  ever  in  a state 
of  unrest  and  experiment,  with  always  a 
striving  for  better  medical  instruction. 
Among  other  things,  there  has  been  the 
question  of  ‘full  time’  professorships,  and 
it  apparently  remains  unsettled,  though 
showing  signs  of  an  early  passing.  We  are 
concerned  only  with  this  practice  as  it  af- 
fects our  own  University.  It  was  adopted 
by  the  Board  of  Regents  as  a measure  wor- 
thy of  trial  for  the  departments  enumerated 
above.  There  were  difficulties  in  the  way  of 
the  medical  school  or  hospital  assuming  the 
considerable  extra  burden  made  necessary 
by  the  increased  salaries  of  all  giving  full 
time  service,  and  as  an  expedient  the  plan 
was  adopted  to  receive  patients  who  were 
frankly  able  to  pay  for  professional  attend- 
ance and  to  charge  them  a commensurate 
fee,  the  same  being  regulated,  as  with  pri- 
vate physicians,  by  their  ability  to  pay. 
The  greater  part  of  the  sum  thus  obtained 
is  applied  to  the  purpose  of  meeting  the 
required  extra  salaries  of  physicians  in  the 
departments  mentioned,  and,  as  pointed  out 
last  year,  a part  of  the  salary  of  a needed 
assistant  in  Neurology.  We  find  that  the 
budget  of  1928-29,  for  the  salaries  of  clini- 
cal teachers  to  be  paid  by  the  medical 
school,  is  $184,040,  and  by  the  Hospital  $60,- 
850.  Practically  25  per  cent  of  the  total 
amount  devoted  to  all  of  such  professional 
salaries  is  derived  from  private  patients. 
The  comparative  isolation  of  this  group  in 
private  rooms  makes  their  general  use  as 
clinical  material  somewhat  difficult.  They 
are  under  the  supervision  of  the  various 


staffs  and  internes  exactly  as  all  other 
groups,  and  are  available  for  teaching  pur- 
poses. The  extent  to  which  these  patients 
are  used  for  student  teaching  is  dependent 
upon  the  interest  which  their  cases  present 
and  is  entirely  controlled  by  those  in  charge. 
As  a matter  of  fact,  as  pointed  out  last  year, 
their  value  as  clinical  material  is  negligible. 
The  main  reason  for  accepting  them  is 
plainly  one  of  income.  The  argument  that 
has  been  advanced  that  they  provide  a cer- 
tain cultural  atmosphere  for  men  about  to 
enter  practice,  and  that  the  outstanding 
men  of  the  faculty  who  are  giving  ‘full 
time’  derive  satisfaction  from  their  con- 
tact, seems  to  us  of  little  importance  in 
practice.  One  other  argument  for  it  seems 
weighing  evidence  for  and  against  this 
worthy  of  mention — namely,  that  if  these 
men  now  on  ‘full  time’  were  to  be  placed 
on  ‘part  time,’  allowing  them  to  conduct  a 
private  practice,  they  would  be  in  direct 
and  able  competition  with  the  rest  of  the 
profession.  Medical  men  outside  accept 
competition  from  their  fellows  as  a matter 
of  course,  and  are  undoubtedly  stimulated 
to  better  effort  thereby.  The  life  of  every 
man  and  his  period  of  activity  is  limited. 
He  must  struggle  like  others  to  acquire  a 
foothold  and  to  maintain  it,  and  the  force 
of  his  competition  is  limited,  and  this  is 
true  whether  he  be  connected  with  an  insti- 
tution like  the  University  or  not.  The  ‘part 
time’  men  at  Ann  Arbor  who  are  thus  in 
competition  with  us  offer  us  no  particular 
concern.  On  the  other  hand,  great  pleasure 
and  benefit  has  resulted  from  the  association 
with  men  who  have  at  once  combined  the 
dual  function  of  teacher  and  practitioner. 
The  matter  puts  on  an  entirely  different  as- 
pect in  the  case  of  a state  institution  that 
is  conducting  a private  practice. 

“The  essential  things  in  the  head  of  a clin- 
ical department  are  that  he  should  be  able 
to  give  personal  instruction  himself,  and  to 
instill  into  his  students  and  staff  a keen 
scientific  interest  in  the  work  and  a kindly 
human  attitude  toward  patients ; also  to  ad- 
minister his  department  in  an  orderly  man- 
ner and  to  lead  the  way  in  scientific  inves- 
tigation for  those  who  are  of  an  inquiring 
turn  of  mind.  It  seems  to  us  essential  that 
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a teacher  should  have  had,  and  usually 
should  maintain,  contact  with  patients  in 
actual  practice.  The  last  cannot  find  its 
best  expression  in  the  ‘full  time’  plan.  Ex- 
perience seems  to  demonstrate  that  the  ques- 
tion of  ‘full  time’  is  not  the  essential  ele- 
ment— it  is  the  individual.  It  has  not 
worked  out  satisfactorily  at  Ann  Arbor, 
and  many  of  those  who  were  in  favor  of  it 
before  its  adoption  are  now  lukewarm  or  op- 
posed to  it  at  least  in  its  present  form. 

“If  the  plan,  or  any  modification  of  it,  is 
to  be  continued,  we  at  least  believe  that  it 
should  not  be  supported  on  the  present 
basis.  This  is  ‘State  Medicine’  for  the  sake 
of  education,  but  nevertheless  ‘State  Medi- 
cine,’ and  there  seems  to  be  no  sufficient 
reason  for  it. 

“If  the  University  Medical  School  and 
Hospital,  to  which  we  look  for  the  highest 
standards,  not  only  in  scientific  medicine, 
but  as  well  in  medical  social  ethics,  are  re- 
ceptive to  such  practice,  into  what  depths 
of  unsoundness  may  not  the  rest  of  us  be  in- 
duced to  dip?  We  suggest  that  very  serious 
consideration  be  given  to  the  question  of 
this  practice,  and  that  it  be  annulled,  if  not 
at  once,  at  least  gradually.” 

In  order  that  our  readers  may  be  kept  in- 
formed as  to  the  actions  taken  by  a number 
of  other  states  it  is  necessary  that  we  repro- 
duce opinions  as  they  are  expressed  in  the 
official  journals  of  their  respective  organiza- 
tions. We  are  not  able  to  reproduce  even  a 
small  fraction  of  the  literature  that  is  ap- 
pearing on  this  one  phase  of  the  subject  of 
State  Medicine.  We  are  only  reproducing 
that  which  seems  of  greatest  interest. 


DEATHS 


Dr.  Horace  P.  Conley,  47,  died  at  his  home 
in  Memphis  on  October  12th.  Dr.  Conley 
graduated  from  the  Kentucky  University 
Medical  School,  Louisville,  in  1905  and  was 
licensed  to  practice  in  1906. 


Dr.  Wm.  R.  Cochrane,  63,  died  at  his 
home  in  Knoxville  October  15th,  from 
chronic  myocarditis.  Dr.  Cochrane  was 


City  Health  Officer  for  Knoxville  for  nearly 
twenty  years. 


Dr.  J.  M.  Clack,  63,  of  Rockwood,  died  at 
St.  Thomas  Hospital,  Nashville,  on  October 
8th.  Dr.  Clack  graduated  from  the  Uni- 
versity of  Tennessee  Medical  School,  Mem- 
phis, in  1891. 


Dr.  G.  C.  Morris,  74,  died  at  his  home  in 
Savannah  on  October  22nd.  Dr.  Morris  re- 
ceived his  early  medical  training  at  the  Ken- 
tucky School  of  Medicine,  Louisville,  and 
has  post-graduate  work  in  Chicago,  111. 


Resolutions  on  Death  of  Dr.  J.  M. 

Clack,  Rockwood 

Members  of  the  East  Tennessee  Medical 
Association  were  deeply  touched  upon 
hearing  of  the  death  of  one  of  its  highly 
respected  members.  Dr.  J.  M.  Clack,  of 
Rockwood,  Tennessee. 

Resolved,  That  the  profession  has  lost  a 
very  efficient  physician,  and  one  whose  life 
stood  for  those  high  ideals  of  the  profession. 

Resolved,  That  we  extend  to  his  family 
our  sympathy  and  a copy  of  these  resolu- 
tions be  sent  the  family  and  the  State 
Journal. 

Dr.  Jesse  C.  Hill,  Secretary, 

East  Tennessee  Medical  Assn. 


MEDICAL  SOCIETIES 


REGULAR  MEETINGS  OF  COUNTY 
SOCIETIES 

Anderson  County — First  Monday  of  each 
month  at  2 p.m.  in  Clinton,  Tenn. 

Bedford  County — Third  Thursday  of 
each  month  at  2 p.m.,  Shelbyville,  in  Dr. 
Ray’s  office. 

Blount  County — Every  Thursday,  8 p.m., 
First  National  Bank  Building,  Maryville. 

Bradley  County — First  and  third  Thurs- 
days of  each  month,  7 p.m.,  at  the  court- 
house, office  of  county  health  officer. 

Carroll-Weakley-Benton-Henry  Counties 
— Every  second  Tuesday  at  McKenzie. 
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Carter  County — First  Thursday  of  each 
month,  7 ;30  p.m.,  at  the  Lynnwood  Hotel, 
Elizabethton. 

Coffee  County — First  Thursday  of  each 
month, 

Cumberland-Overton-P  u t n a m-W  h i t e 
Counties — Third  Thursday  of  each  month. 

Davidson  County — Every  Tuesday,  8 
p.m..  Doctors’  Building,  Nashville. 

Dyer-Crockett-Lake  C o u n t i e s — First 
Thursday  of  each  month. 

Fayette-Hardeman — First  Thursday  in 
each  month. 

Franklin  County — Last  Friday  in  each 
month  at  Winchester. 

Greene  County — First  Monday  of  each 
month,  11  a.m..  First  National  Bank  Build- 
ing, Greeneville. 

Hamilton  County — Each  Thursday,  8 
p.m..  Manufacturers’  Association,  815 
Broad  Street,  Chattanooga. 

Hardeman  County — First  Tuesday  in 
January,  April,  Jdly  and  October,  Bolivar. 

H a r d i n-Lawrence-Lewis-Perry- Wayne 
Counties — Last  Tuesday  of  each  month. 

Hancock-Claiborne-Union  Counties — Sec- 
ond Monday  in  each  month. 

Haywood  County — Last  Tuesday  of  each 
month.  Brownsville,  7 p.m. 

Jackson  County — First  Friday  of  each 
month  at  the  courthouse,  Gainesboro. 

Knox  County — Every  Tuesday,  8 p.m.,  at 
Society  Hall  Medical  Building,  Knoxville. 

Lauderdale-T  i p t o n Counties — Second 
Thursday  of  each  month. 

Marshall  County — Every  fourth  Thurs- 
day; Lewisburg. 

McMinn  County — Every  second  Thurs- 
day, 2 p.m.,  in  Athens. 

Macon-Clay- Jackson  — First  Wednesday 
of  each  quarter. 

Madison  County — First  and  third  Tues- 
day, 8 p.m..  New  Southern  Hotel,  Jackson. 

Montgomery  County  — Every  third 
Thursday  night,  Clarksville. 

Roane  County — First  and  third  Tuesday, 
1 p.m.,  at  the  Red  Cross  Rooms,  Harriman. 


Robertson  County — Third  Tuesdays  of 
each  month. 

Sevier  County — First  Monday  of  each 
month,  7 :30  p.m..  Central  Hotel,  Sevierville. 

Shelby  County — First  and  third  Tuesdays 
Medical  Arts  Building,  Memphis. 

Warren  County — First  Wednesday  of 
each  month,  1 :30  p.m..  First  Trust  Co.,  Mc- 
Minnville. 

Washington  County — Second  Thursday 
of  each  month,  at  noon.  Hotel  John  Sevier, 
Johnson  City. 

Williamson  County — Second  Tuesday  of 
each  month. 

Wilson  County — First  Wednesday  of  each 
month,  10 :30  a.m.,  at  Lebanon. 


Madison  County — The  meeting  of  October 
2nd  was  addressed  by  Dr.  Earl  M.  Dorris 
and  Dr.  David  H.  Keller,  both  members  of 
the  staff  of  the  Western  Hospital  at  Bolivar. 
Dr.  Dorris  discussed  the  problem  of  the  re- 
covered psychiatrical  patient.  Dr.  Keller 
spoke  of  the  necessity  for  better  classifica- 
tion of  the  various  patients  sent  to  the  Wes- 
tern Hospital.  He  also  advocated  steriliza- 
tion of  the  feeble-minded  to  prevent  repro- 
duction. The  Madison  County  Society  voted 
its  approval  of  both  papers  and  directed  its 
secretary  to  do  what  he  could  to  secure  the 
passage  of  laws  to  carry  out  the  plans  out- 
lined in  the  paper. 

The  program  arranged  for  the  Madison 
County  Medical  Society  meeting  on  October 
17th  was  postponed  on  account  of  the 
weather  and  also  because  of  the  fact  that  a 
number  of  the  members  were  kept  away 
from  the  meeting  on  account  of  calls. 

Those  present  at  the  meeting  entered  into 
the  discussion  of  a number  of  clinical  cases 
presented  by  Dr.  Jere  L.  Crook  and  the  ses- 
sion was  turned  into  an  informal  meeting 
out  of  which  much  benefit  was  derived. 


Nashville  Academy  of  Medicine  and  the 
Davidson  County  Medical  Society — The  five 
October  meetings  were  well  attended  and 
the  subjects  of  the  papers  were  ably  dis- 
cussed. Cases  were  reported  along  the  lines 
of  several  of  the  papers. 
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The  essayists  and  their  subjects  were  as 
follows : 

“Autopsies,”  by  Dr.  J.  H.  Litterer. 

“The  Toxemias  of  Pregnancy,”  by  Dr. 
B.  W.  Anderson. 

“Some  Remarks  on  Bone  Graft  Surgery,” 
by  Dr.  R.  W.  Billington. 

“Some  Observations  on  European  Hos- 
pitals,” by  Dr.  W.  B.  Anderson. 

“Compression  Therapy  in  Pulmonary 
Tuberculosis  with  Special  Reference  to 
Pneumothorax,”  by  Dr.  J.  B.  Naive. 

“Common  Cardiac  Arrhythmias,”  by  Dr. 
Sidney  Burwell. 

Knox  County — Papers  were  read  during 
the  month  of  October  on  the  following 
subjects : 

“Precancerous  Dermatosis,”  by  Dr.  A.  H. 
Lancaster;  discussion  opened  by  Dr.  H.  H. 
McCampbell. 

“Diseases  of  the  Coronary  Arteries,  and 
their  Relationship  to  Sudden  Death,”  by 
Dr.  McNabb;  discussion  opened  by  Dr.  C.  J. 
Carmichael. 

“Pre-Natal  Care,”  by  Dr.  Robert  Baker. 


Warren  County-— On  October  3,  the  War- 
ren County  Medical  Society  held  their  regu- 
lar monthly  meeting  with  the  following 
doctors  present:  Drs.  Cantrell,  Clark,  Har- 
ris, Mooneyham,  Page,  Seitz,  and  Trail. 

Dr.  W.  J.  Breeding  of  Nashville  was  pres- 
ent and  made  an  interesting  talk  on 
“Diphtheria  and  its  Prevention.” 

Obion  County— -The  Obion  County  Medi- 
cal Society  met  October  24  with  one  of  the 
best  attendances  on  record  and  an  extra- 
ordinarily fine  program. 

Dr.  W.  A.  Bryan  of  Nashville  read  a 
paper  on  “Cholecystitis”  and  Dr.  H.  S. 
Shoulders,  Nashville,  subject  was  “X-Ray 
Reading  of  Gall  Bladder.” 

Out  of  the  county  visitors  in  addition  to 
the  above  were  Dr.  E.  H.  Baird,  Councilor 
for  the  9th  District,  Dr.  B.  F.  Turner  and 
Dr.  C.  L.  Denton,  all  of  Dyersburg. 


Bradley  County — The  Bradley  County 
Medical  Society  met  on  October  13th.  Dr. 
R.  0.  Kibler  read  a paper  on  “Focal  Infec- 
tion with  Reference  to  its  Effect  on  Sys- 
temic Diseases.” 


Dyer,  Crockett  and  Lake  Counties. — At 
the  meeting  on  October  4th  a large  attend- 
ance was  present  and  a first-class  program 
was  enjoyed.  In  addition  to  members  of 
the  society,  visitors  were  present  from 
Shelby,  Davidson,  Gibson  and  Lauderdale 
Counties.  Papers  were  read  as  follows: 
“Hospital  Charges  and  Costs,”  by  Dr.  Chas. 
A.  Turner,  Dyersburg;  “Advance  in  Ob- 
stetrics,” by  Dr.  J.  C.  Ayers,  Memphis; 
“Pyelitis,”  by  Dr.  E.  S.  Hopper,  Alamo; 
“Malaria,”  by  Dr.  F.  L.  Roberts,  Trenton. 

On  November  1st,  the  meeting  was  held 
at  the  Courthouse,  Dyersburg,  with  the  fol- 
lowing on  the  program:  Drs.  D.  H.  Keller, 
Bolivar;  E.  W.  Cocke,  Bolivar;  E.  H.  Baird 
and  J.  G.  Price,  Dyersburg. 


Bedford,  Lincoln,  Marshall  Counties — 
The  joint  meeting  of  these  three  counties 
was  held  at  Petersburg,  October  18th.  The 
program  was  as  follows:  “Puerperal  In- 
fections,” by  Dr.  W.  S.  Joplin,  Fayetteville; 
“Cough,”  by  Dr.  G.  W.  Moody,  Shelby ville; 
“The  Diagnosis  of  Acute  Abdominal 
Crises,”  by  Dr.  H.  H.  Shoulders,  Nashville. 

At  the  noon  hour  a bountiful  lunch  was 
served  at  the  rooms  of  the  Research  Club. 


Carter  County.— The  regular  meeting  of 
the  Carter  County  Medical  Society  was  held 
at  the  Lynwood  Hotel,  Thursday  evening, 
October  4th,  Dr.  John  Shell,  the  county 
health  officer  of  Carter  County,  gave  an  in- 
teresting paper  and  showed  a chart  of  the 
local  typhoid  situation. 

Drs.  Hankins  and  Miller,  of  Johnson 
City,  gave  an  interesting  discussion  on 
“Fractures  of  and  Near  the  Elbow  Joint.” 
They  showed  X-ray  pictures  and  drawings 
to  demonstrate  their  points  more  fully.  The 
papers  were  followed  by  general  discussion. 
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Semi-annual  Meeting  of  the  East  Ten- 
nessee Medical  Association 

On  October  25th  and  26th  the  semi-annual 
meeting  of  the  East  Tennessee  Medical 
Association  was  held  in  Chattanooga.  Ac- 
cording to  press  reports,  this  session  was 
one  of  the  best  meetings  in  the  history  of 
the  Association. 

The  officers  for  next  year  are  as  follows : 
President — Dr.  J.  L.  Bibb,  Chattanooga; 
Vice-President,  Upper  East  Tennessee — 
Dr.  J.  J.  Waller,  Oliver  Springs;  Vice- 
President,  Lower  East  Tennessee — Dr.  J.  A. 
Hardin,  Sweetwater;  Secretary-Treasurer, 
Dr.  Jesse  C.  Hill,  Knoxville. 

The  program  was  as  follows : “Diagnosis 
and  Treatment  of  Gall  Bladder  Diseases,” 
by  Dr.  John  B.  Haskins,  Chattanooga;  to 
open  discussion.  Dr.  J.  0.  Woods,  Eliza- 
bethton. 

“The  Diagnosis  and  Treatment  of  the  Dis- 
eases of  the  Gall  Bladder  with  Especial 
Reference  to  the  Treatment  of  the  Severe 
Complications,”  by  Dr.  E.  T.  Newell,  Chat- 
tanooga; to  open  discussion.  Dr.  Geo.  J. 
Sells,  Johnson  City. 

“Abnormal  Blood  Pressures,”  by  Dr.  J.  G. 
Eblen,  Lenoir  City;  to  open  discussion.  Dr. 
C.  J.  Carmichael,  Knoxville. 

“A  Comparative  Study  of  Chronic  Sinusi- 
tis with  End  Results  Following  Intranasal 
Operations,”  by  Dr.  Robert  G.  Reaves, 
Knoxville;  to  open  discussion.  Dr.  U.  G. 
Jones,  Johnson  City. 

“Gastro-Intestinal  Disturbances,”  by  Dr. 
Oliver  W.  Hill,  Knoxville;  to  open  discus- 
sion, Dr.  William  R.  Arrants,  Athens. 

“Diseases  of  Ovaries,”  by  Dr.  C.  P.  Fox, 
Greeneville;  to  open  discussion.  Dr.  H.  L. 
Fancher,  Chattanooga. 

“The  Incidence  of  Urological  Lesions,”  by 
Dr.  Tom  R.  Barry,  Knoxville;  to  open  dis- 
cussion, Dr.  G.  Victor  Williams,  Chatta- 
nooga. 

Clinics  by  Chattanooga  Doctors — 

“Heart  Clinic,”  by  Dr.  James  L.  Bibb; 
“Clinics  on  Harelip,  Obstruction  of  Common 
Bile  Duct  and  Other  Interesting  Clinical 
Cases,”  by  Dr.  Dunbar  Newell ; “Perforated 
Gastric  Ulcer  and  Head  Injuries  Clinic,”  by 
Dr.  H.  P.  Hewitt. 

“Surgical  Clinic,”  by  Drs.  B.  L.  Jacobs 
and  A.  M.  Patterson,  Chattanooga. 


“Laboratory  Diagnosis  and  Case  Report 
Clinic,”  by  Dr.  T.  C.  Crowell. 

“Orthopedic  Clinic,”  by  Dr.  R.  C.  Robert- 
son, Chattanooga. 

Papers — 

“Cardiac  Neuroses,”  by  Dr.  C.  E.  Homan, 
Chattanooga;  to  open  discussion.  Dr.  J.  A. 
McCulloch,  Maryville. 

“Heart  Block,”  by  Dr.  G.  D.  Require, 
Maryville;  to  open  discussion.  Dr.  J.  J.  Wal- 
ler, Oliver  Springs. 

“Some  Interesting  Features  of  Local 
Anesthesia,”  by  Dr.  E.  R.  Campbell,  Chat- 
tanooga; to  open  discussion.  Dr.  J.  C.  Wil- 
son, Rockwood. 

“Neurological  Diseases  with  Case  Re- 
ports,” by  Dr.  R.  B.  Wood,  Knoxville;  to 
open  discussion.  Dr,  T.  B.  Yancy,  Kingsport. 

“Beneath  the  Surface,”  by  Dr.  J.  W. 
McQuillan,  Chattanooga : to  open  discussion. 
Dr.  R.  E.  Lee  Smith,  Bearden,  Tenn. 

After  Dinner  Addresses — 

“Pneumothorax,”  by  Dr.  James  S.  Lyons, 
Rogersville,  president  East  Tennessee  Medi- 
cal Association. 

“Conservative  Treatment  in  the  Toxemias 
of  Pregnancy,”  by  Dr.  Walter  P.  Gardner, 
New  Orleans,  La.,  Assistant  Professor  of 
Obstetrics  at  Tulane. 

“Experience  in  the  Quinine  Prophylaxis 
of  Malarial  Infections,”  by  Dr.  Thomas  H. 
Stewart,  Jr.,  Medical  Corps.,  U.  S.  Army. 


Sixty-eighth  Semi-annual  Meeting  of 
THE  Middle  Tennessee  Medical 
Association 

The  Middle  Tennessee  Medical  Associa- 
tion will  hold  its  sixty-eighth  semi-annual 
meeting  at  Columbia,  Tenn.,  November  22 
and  23.  The  meetings  will  be  held  at  the 
Century  Club.  The  program  is  as  follows : 

THURSDAY  MORNING  SESSION 

1.  Radiopaque  Oils  a Diagnostic  Aid  in  Chronic 

Para-nasal  Sinus  Diseases 
Dr.  Bruce  P’Pool,  Nashville 
To  discuss: 

Dr.  W.  F.  Fyke,  Springfield 
Dr.  Fred  Hasty,  Nashville. 

2.  New  Methods  of  Distinguishing  Certain 

Symptoms  Referable  to  the  Urinary 
Bladder 

Dr.  P.  G.  Morrisy,  Nashville 
To  discuss: 

Dr.  C.  D.  Robbins,  Gallatin 
Dr.  Henry  Douglass,  Nashville 
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3.  Is  THE  Average  Anesthetist  Competent? 

Dr.  M.  B.  Garner,  Edenwold 

To  discuss: 

Dr.  E.  M.  Sanders,  Nashville 
Dr.  B.  L.  Burdette,  Shelbyville 

THURSDAY  AFTERNOON  SESSION 

4.  The  Care  of  the  Breast  in  Nursing  Mothers 
Dr.  Milton  Smith  Lewis,  Nashville 

To  discuss: 

Dr.  K.  S.  Hewlett,  Franklin 
Dr.  Charles  Goodrich,  Fayetteville 

5.  The  Prostate  Problem 

Dr.  Bernard  Gaston,  Lebanon 
To  discuss: 

Dr.  J.  C.  Pennington,  Nashville 
Dr.  T.  R.  Ray,  Shelbyville 

6.  Nasal  Polypi,  Cases  Report 
Dr.  E.  L.  Roberts,  Nashville 

To  discuss: 

Dr.  V.  K.  Earthman,  Shelbyville 
Dr.  E.  B.  Cayce,  Nashville 

7.  Some  Observations  in  Cancer 
Dr.  C.  S.  McMurry,  Nashville 

To  discuss: 

Dr.  Mat  Murfree,  Murfreesboro 
Dr.  W.  K.  Edwards,  Centerville 

8.  Remote  Causes  op  Disability 
Dr.  J.  F.  Adams,  Woodbury 

To  discuss: 

Dr.  Jack  Witherspoon,  Nashville 
Dr.  J.  K.  Blackburn,  Pulaski 

9.  Cholecystitis  Without  Stones 
Dr.  H.  H.  Shoulders,  Nashville 

To  discuss: 

Dr.  Barney  Brooks,  Nashville 
Dr.  T.  A.  Patrick,  Fayetteville 

FRIDAY  MORNING  SESSION 

10.  Strabismus 

Dr.  Robert  J.  Warner,  Nashville 
To  discuss: 

Dr.  J.  W.  Danley,  Lawrenceburg 
Dr.  W.  W.  Wilkerson,  Nashville 

11.  Cancer  of  the  Rectum,  with  Lantern  Illus- 

trations 

Dr.  W.  D.  Haggard  and  Dr.  Carl  Crutchfield, 
Nashville 
To  discuss: 

Dr.  D.  R.  Pickens,  Nashville 
Dr.  Hartwell  Weaver,  Dickson 

12.  PuEPERAL  Infection 

Dr.  W.  S.  Joplin,  Petersburg 
To  discuss: 

Dr.  J.  C.  Kelton,  Lascassas 
Dr.  Sam  Cowan,  Nashville 

13.  Compression  Therapy  in  the  Treatment  of 

Pulmonary  Tuberculosis 
Dr.  J.  B.  Naive,  Davidson  County  Tuber- 
culosis Hospital 
To  discuss: 

Dr.  W.  S.  Rude,  Ridgetop 
Dr.  Hollis  Johnson,  Nashville 


14.  Coronary  Thrombosis 

Dr.  0.  N.  Bryan,  Nashville 
To  discuss:  • 

Dr.  J.  R.  Bone,  Lebanon 
Dr.  J.  P.  Taylor,  Wartrace 

15.  The  Value  of  Rest  and  Exercise  in  the 

Treatment  of  Tuberculosis 
Dr.  W.  C.  Officer,  Monterey 
To  discuss: 

Dr.  J.  O.  Manier,  Nashville 
Dr.  J.  0.  Walker,  Franklin 

16.  Expert  Testimony  With  Case  Report 
Dr.  W.  S.  Farmer,  Nashville 

To  discuss: 

Dr.  A.  W.  Harris,  Nashville 
Dr.  John  Freeman,  Springfield 

FRIDAY  AFTERNOON  SESSION 

17.  Acute  Colitis  in  Children 
Dr.  J.  T.  Moore,  Algood 

To  discuss: 

Dr.  Horton  Casparis,  Nashville 
Dr.  J.  B.  Wright,  Lynnville 

18.  Pyuria 

Dr.  C.  F.  Anderson,  Nashville 
To  discuss: 

Dr.  Horace  Gayden,  Nashville 
Dr.  W.  W.  Porter,  Springfield 

19.  Public  Health 

Dr.  H.  C.  Boyd,  Waynesboro 
To  discuss: 

Dr.  E.  L.  Bishop,  Nashville 
Dr.  W.  S.  Leathers,  Nashville 

20.  A Surgical  Accident 

Dr.  C.  N.  Cowden,  Nashville 
To  discuss: 

Dr.  W.  T.  Robinson,  Murfreesboro 
Dr.  J.  W.  Ross,  Clarksville 


NEWS  NOTES  AND  COMMENT 

Dr.  J.  R.  Gott,  of  Murfreesboro,  has  re- 
turned from  New  York  City,  where  he  took 
a three  months’  post-graduate  course. 


Dr.  W.  J.  Johnson,  of  Pulaski,  has  re- 
turned from  a post-graduate  course  in 
Chicago. 

Drs.  G.  E.  Spangler  and  Thourman  Lash- 
lee  are  erecting  a new  clinic  in  Humboldt. 


Dr.  M.  C.  Wiggins,  of  Paris,  will  spend 
the  winter  in  Texas.  We  hope  he  will  be 
successful  in  regaining  his  health. 


Dr.  Murrell  Pinson,  of  Oklahoma,  has 
moved  to  Elizabethton,  Tenn.,  to  practice 
medicine. 
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Dr.  F.  B.  Hulme,  of  Pulaski,  has  gone  to 
New  Orleans  for  a year  in  Tulane  Univer- 
sity, specializing  on  ear,  eye,  nose  and 
throat  work.  At  the  close  of  the  year’s 
work  he  plans  to  return  to  Pulaski. 

Dr.  J.  M.  Shipp,  of  Smyrna,  has  re- 
turned from  New  York,  where  he  spent 
four  months  in  post-graduate  work. 

Dr.  W.  A.  McClain,  of  Sweetwater,  suf- 
fered a stroke  of  paralysis  on  October  10th. 

Dr.  Eugene  B.  Elder,  superintendent  and 
business  manager  of  the  Morrell  Memorial 
Hospital,  Lakeland,  Fla.,  has  tendered  his 
resignation,  to  become  effective  December 
1st,  and  will  assume  duties  as  superin- 
tendent of  the  Knoxville  General  Hospital 
about  December  10th. 

From  October  8,  1927,  to  October  8,  1928, 
Gallatin,  Tenn.,  was  free  from  typhoid 
fever.  This  is  the  first  time  in  one  hundred 
thirteen  years  when  typhoid  has  not  oc- 
curred in  Gallatin  during  a period  of  twelve 
months.  The  city  is  to  be  congratulated 
on  the  record  made  by  its  health  officer. 
Dr.  W.  H.  Lackey,  and  its  other  doctors. 

“Doctor,  the  more  you  attend  your  Medi- 
cal Society,  the  more  you  will  believe  in 
organized  medicine.  Organized  Medicine  is 
the  thing  that  makes  us  better  doctors  and 
at  the  same  time  protects  the  public.” — Dr. 
Jesse  C.  Hill,  in  the  Knox  County  Medical 
Society  Bulletin. 

CORRECTION 

In  the  discussion  of  a paper  by  Dr.  A.  L. 
Rule,  Dr.  J.  J.  Waller,  Oliver  Springs,  used 
the  word  “Iodine”  as  appears  at  the  bottom 
of  page  210  of  the  October  issue  of  the 
Journal  when  he  meant  to  use  the  word 
“Quinine.” 


BOOK  REVIEWS 

THE  HEART  IN  MODERN  PRACTICE.  By 
William  Duncan  Reid,  A.M.,  M.D.,  Philadelphia, 
J.  B.  Lippincott  & Co.,  1928.  Pp.  466.  Price 
$6.00. 

This  book  accomplishes  what  the  author  states 
as  his  object  in  his  preface  note,  namely,  brevity 


with  clearness.  In  fact,  the  writer’s  chief  objec- 
tion to  the  book,  which  could  be  one  for  exhaus- 
tive study  by  a cardiologist,  is  that  the  writer  dis- 
misses many  subjects  with  a single  sentence  where 
more  space  might  well  be  given. 

The  book  is  divided  into  five  parts,  the  first  deal- 
ing with  the  normal  heart  from  an  anatomical, 
physiological  and  embryological  standpoint,  meth- 
ods of  examination,  and  a classification  of  heart 
diseases.  This  chapter  is  all  too  brief.  No  aid 
is  offered  to  help  the  individual  arrive  at  a con- 
clusion as  to  the  cardiac  ability  of  a patient  but 
does  quote  Lewis  in  this  regard.  Polygraphic  and 
electrographic  methods  of  study  are  clearly  and 
concisely  given.  The  classification  of  the  Ameri- 
can Heart  Association  is  given  and  this  should  be 
at  the  command  of  every  physician  if  for  no  other 
purpose  than  a uniformity  of  nomenclature  for 
accuracy  of  study. 

Part  II  takes  up  the  different  forms  of  heart 
disease  from  an  etiologic  standpoint.  The  chapter 
on  Rheumatic  Heart  Disease  and  that  of  Bacterial 
Heart  Disease  is  to  be  recommended  highly.  Hy- 
pertensive heart  disease  is  given  particular  notice, 
as  well  as  the  heart  in  diseases  extremely  likely  to 
affect  that  organ. 

Part  III  discusses  structural  lesions  and  each 
valvular  disturbance  is  in  turn  briefly  discussed. 
Following  this  an  all  too  brief  discussion  of  myo- 
carditis which  the  writer  feels  should  rarely  be 
made  but  should  be  classed  under  some  one  of 
the  conditions  classed  under  functional  conditions. 

Some  very  valuable  points  are  to  be  gained  by 
reading  the  physical  laws  pertaining  to  the  pro- 
duction of  heart  murmurs. 

Part  IV  dealing  with  functional  conditions 
names  and  discusses  each  very  briefly.  Theory  is 
left  out  for  practical  facts,  as  must  be  there  is 
frequent  reference  to  results  of  electro-cardia- 
graphic  study.  The  chapter  on  Paroxysmal  Tachy- 
cardia is  written  more  fully  than  are  other  sub- 
jects and  is  exceptionally  worthy  of  reading. 

This  also  applies  to  the  articles  on  Auricular 
Fibrillation  and  on  Heart  Block. 

The  final  chapters  are  directed  to  treatment 
both  etiological  and  general.  Very  little  is  given 
to  massage  and  passive  motion  and  graduation  ex- 
ercises so  stressed  by  some  cardiologists. 

Drug  treatment,  especially  digitalis,  its  methods 
of  administration  and  toxicity  is  discussed  along 
with  quinidine.  These  two  form  the  bulk  of  this 
chapter,  the  others  are  mentioned. 

In  the  appendix  I is  found  a short  article  on 
diet,  with  sample  menus.  This  is  followed  by  ap- 
pendix II  giving  illustrative  case  reports. 

On  the  whole  the  book,  while  not  full  enough 
for  those  desiring  exhaustive  study,  is  to  be  rec- 
ommended to  those  desiring  brief  and  ready  in- 
formation. An  excellent  bibliography  is  fur- 
nished.— Dr.  R.  B.  Wood  Knoxville. 
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ANESTHESIA 

By  Hugh  Barr.  M.D. 
Medical  Arts  Bldg.,  Nashville 


Anesthesia  in  Nose  and  Throat  Surgery  from  the 
Standpoint  of  the  Anesthetic.  Samuel  John- 
ston, M.D.,  M.A.,  F.A.C.P.,  Toronto.  The  Can- 
adian Medical  Association  Journal,  July,  1928. 

Nose  and  throat  surgery  is  not  a trivial  af- 
fair. Surgical  shock  may  be  as  severe  as  in  the 
so-called  major  operations.  Surgeons  should  co- 
operate with  the  anesthetist.  Anesthesia  must  be 
in  the  surgical  degree  of  relaxation.  Advises  pre- 
medication of  morphine  and  atropine,  etc.,  in 
adults.  Nitrous  oxide  is  indicated  in  certain  cases 
such  as  diabetes,  tuberculosis  or  acidosis.  Nitrous 
oxide  is  not  satisfactory  for  routine  use.  Ether 
is  considered  ideal. 

Quick  induction  is  desired  and  when  surgical 
anesthesia  is  obtained  then  insufflation  is  insti- 
tuted by  means  of  a catheter  through  the  nose 
in  throat  operations  and  by  means  of  a tube  fixed 
to  a metal  airway  in  operations  on  the  nose.  Suc- 
tion should  be  used,  and  care  taken  to  avoid  in- 
juring the  uvula  as  edema  is  liable  to  be  produced. 
In  nasal  operations  the  intra-tracheal  method  may 
be  used  with  a double  catheter.  Profound  anes- 
thesia must  be  produced  before  the  catheter  is 
introduced  into  the  trachea. 

In  bronchoscopic  work  there  is  difficulty  in 
maintaining  smooth  anesthesia  except  in  short 
cases.  Prolonged  cases  may  demand  rectal  anes- 
thesia. In  nose  and  throat  operations  there  must 
be  relaxation  and  an  unobstructed  airway,  also 
good  color  not  partial  asphyxia  from  mucus,  saliva 
or  spasm. 

The  recumbent  position  is  to  be  preferred.  After 
completion  of  the  operation  patient  should  be 
placed  on  the  side  in  order  that  mucus,  blood, 
etc.,  may  drain  from  mouth.  After  nasal  opera- 
tions a mouth  gag  or  airway  should  be  used  until 
sufficient  recovery  to  breathe  normally  is  attained, 
especially  when  there  is  packing  in  the  nares. 
Damp  clothing  should  be  removed  and  a close 
watch  be  instituted  until  reaction. 


CLINICAL  PATHOLOGY 

By  R.  H.  Monger,  M.D. 

Medical  Bnilding,  Knoxville 


Clinical  Interpretation  of  the  Widal  Reaction. 

Robt.  A.  Kilduffe.  Jour,  of  the  Med.  Soc.  of 

N.  J.,  May,  1928. 

The  author  states  that  the  Widal  reaction  is 
not  a test  for  typhoid  fever,  but  is  a procedure, 
the  purpose  and  result  of  which  is  to  determine 
the  presence  in  the  blood  of  agglutins  for  the 


typhoid  bacillus.  A positive  reaction  means  that 
the  patient’s  blood  contains  agglutinins  for  the 
typhoid  bacillus.  To  explain  this  he  enumerates 
the  following  possibilities  to  be  considered.  (1) 
The  patient  has  been  vaccinated  against  typhoid. 
(2)  The  patient  has  previously  had  typhoid,  rec- 
ognized or  unrecognized.  (3)  The  patient  is  a 
typhoid  carrier.  (4)  The  agglutination  reaction 
is  nonspecific.  (5)  The  patient  has  typhoid  fever. 

He  further  states  that  there  is  no  definite  dilu- 
tion in  which  a reaction  on  a single  test  is  patho- 
gnomonic of  typhoid  fever. 

In  the  study  of  vaccinated  individuals  the  quan- 
titative widal  is  of  paramount  importance,  the 
first  test  establishing  the  agglutinin  content  of 
the  blood  for  the  typhoid  and  paratyphoid  groups, 
the  second  being  made  to  detect  any  increase  in 
the  titer  is  of  diagnostic  import.  Special  empha- 
sis on  important  points  to  remember  are:  (1)  The 
patient  may  be  so  overwhelmed  as  to  be  unable 
to  produce  agglutinins  until  late  in  the  disease, 
if  ever.  (2)  Occasionally,  agglutinins  are  not  pro- 
duced until  well  into  the  convalescent  stage.  (3) 
About  6.7  per  cent  of  the  cases  never  produce  ag- 
glutinins. 

As  a rule  the  reaction  gradually  disappears 
after  recovery,  when  it  is  persistently  positive  the 
suspicion  that  the  individual  is  a carrier  is  war- 
ranted. If  the  clinicians  will  only  remember  that 
the  widal  test  is  not  a test  for  a disease  but  a 
test  for  evidence  of  reaction  to  disease  the  clini- 
cal interpretation  will  be  greatly  simplified. 


Tubercle  Bacilli  in  Latent  Tuberculous  Lesions  in 
Lung  Tissue  without  Tuberculous  Lesions.  Opie 
and  Anderson.  (Archives  Path.  & Lab.  Med., 
1927,  4,  1.) 

The  authors  studied  169  autopsies  in  which  304 
lesions  were  found  in  the  lungs  with  character- 
istics indicating  tuberculosis  and  these  were  ex- 
amined for  living  tubercle  bacilli.  In  these  cases 
death  was  due  from  some  disease  other  than 
tuberculosis  and  tbe  lesions  were  considered  la- 
tent since  they  were  not  accompanied  by  any 
symptoms  or  physical  signs.  In  the  cases  in  children 
with  tuberculous  lesions  in  any  part  of  the  lung 
and  having  involvment  of  adjacent  lymph  nodes, 
living  tubercle  bacilli  were  found  in  33.3  per  cent 
of  caseous  lesions,  which  were  partly  fibrotic,  to 
4.4  per  cent  of  caseous  encapsulated  nodules.  In 
adults  with  only  apex  involved  and  no  lymph  node 
enlargement  the  percentage  of  living  tubercle 
bacilli  varied  from  76.2  per  cent  in  fibrocaseous 
tuberculosis  to  24.4  per  cent  in  fibrous  scars  of 
the  apex  and  none  in  fibrous  scars  of  apical  pleura. 
Tuberculosis  was  successfully  produced  in  animals 
in  8.2  per  cent  of  the  cases  by  injection  with  ma- 
terial from  calcified  nodules  in  cases  where  no 
apical  lesion  was  present.  Another  series  with 
apex  involved  similar  material  was  injected  and 
tuberculosis  produced  in  24.2  to  30.2  per  cent  of 
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the  cases.  From  these  findings  they  thought  ba- 
cilli might  be  present  in  the  surrounding  lung  tis- 
sue and  glands  and  pulmonary  tissue  apparently 
free  from  tuberculous  lesions  were  removed  and 
inoculated  into  animals  in  33  cases.  Living  tu- 
bercle bacilli  were  present  in  more  than  one-third 
of  the  apices  examined,  less  frequent  at  the  base 
of  the  lungs,  and  in  25  per  cent  of  adjacent  glands. 

The  conclusions  from  these  experiments  are 
that  the  greater  percentage  of  living  tubercle  ba- 
cilli obtained  from  calified  lesions  are  from  sur- 
rounding lung  tissue;  and  the  apical  lesions  of 
adult  life  make  their  appearance  at  a time  when 
the  lesions  caused  by  tuberculous  infection  of 
childhood  no  longer  contain  living  tubercle  bacilli; 
therefore  they  are  the  result  of  exogenous  infec- 
tion. 


DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Bnilding,  Nashville 


Some  Biological  Factors  in  the  Study  of  Cancer 
with  Special  Reference  to  their  Relation  to  Pre- 
cancerous  Lesions  of  the  Skin.  By  Louis  H. 
Jorstad,  M.D.,  St.  Louis,  Mo.  Archives  of 
Dermatology  and  Syphilology,  September,  1928. 
The  author  quotes  experiments  done  by  Bur- 
rows, Carrel,  Harrison,  himself  and  others.  They 
have  shown  definitely  that  an  active  stimulating 
substance  is  present  in  cancers.  This  has  been 
called  Archusia.  It  is  water  soluble  and  is  pres- 
ent in  high  concentrations  in  all  active  growing 
tissues.  This  substance  resembles  vitamine  “B” 
in  many  ways. 

Another  substance  was  also  isolated.  This  sub- 
stance was  called  Ergusia.  It  was  found  in  small 
quantities  in  young  embryos,  in  increasing  quan- 
tities in  aging  cultures  and  aging  embryos  and  it 
was  practically  absent  in  malignant  tissue.  It  is 
soluble  in  fat  and  protein  but  not  in  water  and 
resembles  the  fat  soluble  vitamine  of  nature. 

In  the  normally  functioning  tissues  of  the  body 
the  Ergusia  is  balanced  by  the  Archusia  while  in 
carcinomatous  tissue  the  Archusia  is  found  in  a 
high  degree  of  concentration.  The  Archusia  will 
be  increased  in  localized  areas  if  the  Ergusia  has 
been  removed.  Ergusia  is  removed  by  any  agent 
that  will  dissolve  the  lipoid  substance  of  the  cells, 
the  tissue  then  become  hyaline  and  all  hyalinized 
tissue  is  low  in  Ergusia. 

In  order  for  Ar,chusia  to  accumulate  in  sufficient 
concentration  to  produce  active  growth  a number 
of  cells  must  be  massed  together.  Such  areas  will 
not  speed  up  their  growth  then  unless  the  blood 
supply  to  the  mass  is  decreased,  because  in  these 
areas  that  have  active  blood  supply  the  Archusia 
is  washed  away.  Only  a small  stimulous  is  neces- 
sary to  cause  a mass  cell  that  is  low  in  Ergusia 
and  lacking  in  blood  supply  to  become  malignant. 

The  histological  changes  noted  in  the  various 
types  of  precancerous  dermatoses  and  actual  car- 


cinoma that  have  followed  these  lesions  are  of  this 
type. 

Hyalinization,  atrophy,  deceased  vascularization 
with  scattered  cell  nests  make  up  the  pathologi- 
cal process  of  these  lesions. 

Precancerous  lesions  have  been  produced  in 
the  skin  of  white  rats  and  the  development  of  the 
lesion  observed  grossly  and  miscroscopically 
through  their  various  stages. 

The  author  and  his  co-workers  have  not  com- 
pleted their  studies  and  more  will  be  heard  later. 


GASTRO-ENTEROLOGY  AND 
PROCTOLOGY 

By  Edward  Gny  Campbell,  M.D. 

1109  First  Natl.  Bank  Bldg.,  Memphis 


Pylorectomy.  Report  of  a Follow-up  Study  of 

Forty  Cases.  P.  E.  Truesdale.  Journal  A.  M. 

A.,  October  6,  1928. 

A review  of  this  subject  is  made  including  the 
works  of  Pean,  Billroth,  Wolfler,  Kronlein,  Miku- 
licz, Czerny,  Bull,  Treves,  Monyhan,  Weir,  Senn, 
Meyer,  Kocher,  Rodman,  Mayos,  Robson,  Finney 
and  Balfour. 

An  analysis  of  results  in  forty  cases  of  pylo- 
rectomy for  ulcer  may  be  summed  up  as  follows: 
thirty  patients  were  males,  and  ten  were  females; 
two  were  between  27  and  30  years  old;  ten  be- 
tween 30  and  40  years;  sixteen  between  40  and 
50  years;  six  between  50  and  60  years;  five  be- 
tween 60  and  70  years,  and  one  was  78  years  of 
age. 

Thirty  of  the  patients  were  operated  upon  by 
the  Billroth  II  procedure,  six  by  the  method  of 
gastro-duodenostomy  and  four  by  the  Polya  opera- 
tion. There  were  two  operative  deaths — one  from 
a Polya  operation,  and  the  other  after  a gastro- 
duodenostomy.  At  autopsy,  one  of  these  patients 
presented  a rupture  of  the  duodenal  stump,  and 
the  other  a third  degree  dilation  of  the  stomach 
as  the  only  explanation  of  death.  Death  did  not 
occur  in  the  thirty  patients  having  pylorectomies 
performed  by  the  second  method  of  Billroth. 


Acute  Perforations  of  Stomach  and  Duodenum. 

C.  L.  Gibson,  J.  A.  M.  A.,  Oct.  6,  1928. 

This  paper  is  based  on  a study  of  123  acute 
peirorations  of  the  stomach  and  duodenum  treated 
in  the  New  York  Hospital. 

Acute  perforations  of  the  stomach  and  duo- 
denum stand  second  in  the  operations  for  acute 
conditions  of  the  abdomen.  The  typical  cases  are 
easily  recognized;  the  borderline  cases  may  be 
confusing.  The  most  prominent  early  manifesta- 
tions are  retraction  of  the  abdomen,  and  board- 
like rigidity.  Peritonitis  is  a late  manifestation. 
Obliteration  of  liver  dulness  should  not  be  consid-. 
ered  as  positive  unless  a layer  of  air  can  be  per- 
cussed over  the  liver  posteriorally,  between  the 
liver  and  diaphragm.  In  writer’s  experience  this 
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is  rare.  Perforation  of  gastric  and  duodenal  ul- 
cers rarely  occur  in  women.  Referred  pain  to 
some  portion  of  the  chest  is  an  important  early 
symptom.  A diiferential  leucocyte  count  is  of  no 
assistance.  Apparently  great  acidity  of  the  stom- 
ach contents  gives  the  maximum  pain.  After  24 
hours,  and  in  the  absence  of  a good  history,  many 
of  these  conditions  are  indistinguishable  from 
those  of  acute  appendicitis  with  peritonitis.  A 
small  perforation  may  become  sealed  oif,  and  the 
symptoms  remit  accordingly,  in  the  absence  of 
continued  extravisation. 

In  preparation  for  operation,  patients  should  be 
given  Methyline  blue,  as  an  aid  in  recognizing  the 
perforation  quickly.  The  peritoneum  should  be 
opened  in  a puddle  of  water  so  that  the  presence 
of  gas  may  be  detected.  Closure  of  the  perfora- 
tion is  made  by  two  layers  of  interrupted  chromic 
cat-gut  sutures,  applied  on  the  Heineke-Mikulicz 
principle.  All  fluid  is  removed,  peritoneum  closed, 
as  a rule  without  drainage.  A gastro-enterostomy 
is  not  done  unless  stenosis  is  present. 

In  general,  patients  who  recover  from  a per- 
foration are  cured  of  the  ulcer. 


INTERNAL  MEDICINE 

By  R.  B.  Wood.  M.D. 

Medical  Bailding,  Knoxrille 


Efficacy  of  Tonsillectomy  for  Removal  of  Focal 
Infection.  By  Paul  S.  Rhoads,  M.O.,  and 
George  F.  Dick,  M.D.,  in  Journal  of  A.  M.  A., 
Oct,  20,  1928. 

A recent  government  report  estimates  that  one- 
third  of  all  operations  are  for  removal  of  tonsils. 
Kaiser  reported  on  48,000  school  children  observed 
for  period  of  years,  20,000  of  whom  had  their  ton- 
sils removed  approximately  5 years  previously. 
The  incidence  of  rheumatic  fever  was  8 per  cent 
in  the  tonsillectomized  group  and  10  per  cent  in 
the  non-tonsillectomized,  chorea  .4  per  cent  in 
former,  .5  per  cent  in  latter,  rheumatic  fever  2.2 
per  cent  in  former,  2.9  per  cent  in  latter.  Heart 
lesions  developed  less  frequently  after  the  tonsils 
were  removed.  In  the  school  children  of  Hagers- 
town, Md.,  Collins  found  lesions  usually  attrib- 
utable to  tonsillar  infections  practically  the  same 
in  both  groups.  The  studies  of  Ingermon  and 
Wilson  on  105  children,  with  rheumatic  fever 
would  indicate  that  recurrences  of  fever  were  as 
frequent  in  the  tonsillectomized. 

The  writer  feels  that  many  bad  results  or  the 
failure  to  obtain  results  may  be  due  to  incom- 
plete removal  of  tonsils.  He  cites  work  of  Clark 
who  found  fragments  of  tonsils  in  59  out  of  143 
patients  who  had  had  tonsillectomies  3 to  4 years 
previous.  The  authors  found  73  per  cent  incom- 
plete removals  in  403  nurses  entering  training  in 
the  various  hospitals  of  Chicago. 


In  1922  Caylor  and  Dick  demonstrated  a defi- 
nite relation  between  the  quantitative  bacterial 
content  of  tonsils  and  their  probable  connection 
with  disease  elsewhere  in  the  body.  These  with 
high  bacterial  count  were  more  often  associated 
with  arthritis,  neuritis,  and  heart  disease  than 
those  with  low. 

The  author’s  attempt  to  estimate  the  importance 
of  tonsil  stumps  as  the  cause  of  morbidity  by  esti- 
mating the  quantitative  bacterial  content,  identi- 
fying the  organisms  and  animal  inoculations.  The 
technique  can  be  obtained  in  the  original  article. 
No  attempt  was  made  to  differentiate  S.  Viridans 
and  Pneumococcus. 

The  average  count' per  gram  in  the  tonsil  stumps 
was  7,341,000  as  compared  with  5,693,000  in  ton- 
sils removed  for  the  first  time. 

An  attempt  was  made  to  'determine  whether  the 
bacteria  recovered  were  from  the  surface  or  from 
the  depths  of  the  tonsils  by  washing.  In  the 
washed  piece  the  count  was  48,200  per  gram,  in 
the  unwashed  415,000  per  gram.  A portion  of 
normal  uvula  was  accidently  removed  and  the 
count  was  65,860  per  gram. 

Several  animal  inoculations  were  done  with  cul- 
tures from  the  tonsils  of  patients  s'uffering  with 
various  infections  thought  to  be  due  to  the  ton- 
sils. The  most  frequent  lesion  produced  in  the 
laboratory  animal  was  arthritis  and  the  most  con- 
stant organism  injected  was  the  ‘‘green  forming 
streptococcus.” 


Graves’  Disease  Redefined.  By  Israel  Bram,  M.D., 

in  Jr.  of  Endocrinology,  Vol.  XII,  No.  11. 

In  a series  of  3,343  cases  recently  reported 
there  was  found  no  tangible  thyroid  enlargement 
in  approximately  20  per  cent  and  in  15  per  cent 
no  exophthalmos  existed  ; in  9 per  cent  neither 
was  present.  The  percentage  is  undoubtedly 
higher  since  many  escape  recognition. 

The  author  feels  that  if  Graves’  disease  were 
removed  from  the  classification  of  goitre  and 
placed  in  the  category  of  constitutional  diseases, 
the  thyroid  would  cease  to  be  incriminated  as  the 
etiological  factor. 

The  enlargement  of  the  thyroid  comes  late  in 
many  instances,  following  tumor,  feeling  of 
warmth,  palpitation,  dyspnea,  loss  of  weight,  etc. 
This  fact  would  justify  the  view  that  the  swelling 
is  a defensive  reaction  against  causative  toxins. 

The  writer  feels  that  the  disfease  may  be  the 
culmination  usually  through  a psychic  trauma  as 
the  existing  cause,  of  a life-long,  frequently  con- 
genital predisposition  to  the  malady.  History 
often  shows  the  incidence  of  nervousness,  diabetes 
or  other  endocrine  disturbances  in  the  family  his- 
tory. 

Prolonged  observation  impresses  one  with  three 
clinical  facts,  namely: 
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An  abnormally  high  metabolic  rate,  marked  dis- 
turbances of  central  and  peripheral  nervous  sys- 
tems, and  signs  of  endocrine  disturbances. 

He  would  redefine  it  as  a chronic  rarely  acute, 
neuro-endocrine  dysfunction,  characterized  by  an 
increased  metabolic  rate,  loss  in  weight,  tremor, 
emotionalism,  persistent  non  febrile  heart  hurry, 
weakness  dermographia  and  usually  by  hyper- 
plasia of  the  thjToid  gland  and  by  exophthalmos. 


NEUROLOGY  AND  PSYCHIATRY 

By  H.  J.  Hayes,  M.D. 

899  Madison  Avc.,  Memphis 


Studies  in  Epilepsy.  VIII.  The  Clinical  Ef- 
fect of  Fasting.  William  G.  Lennox,  M.D.,  and 
Stanley  Cobb,  M.D.,  Boston. 

Lennox  and  Cobb  summarize  as  follows: 

It  would  be  strange  if  any  acute  therapeutic 
dietetic  measure  gave  lasting  results  in  such  a 
chronic  condition  as  epilepsy.  One  is  not  sur- 
prised, therefore,  with  the  essentially  negative 
results  of  fasting.  Frequently  repeated  fasts 
have  been  advocated,  but  our  impression  from 
Conklin’s  cases  is  that  the  maximum  result  is 
obtained  from  the  first  fast.  It  is  possible  that 
if  this  treatment  was  given  early  in  the  disease, 
before  the  epileptic  habit  had  been  established, 
results  would  be  more  encouraging. 

We  do  not  share  the  enthusiasm  of  those,  who 
as  a result  of  observations  in  animals,  look  on 
fasting  an  a beneficial  rejuvenating  experience. 
In  human  beings  it  is  often  a severe  ordeal  for 
the  body.  Because  of  the  attendant  acidosis,  most 
patients,  while  without  food,  are  dull  and  lethar- 
gic. Two  of  our  patients,  11  and  17,  developed  an 
acute  psychosis,  which  cleared  up  when  the  fast 
was  broken.  As  a result  of  our  observations — as 
well  as  of  those  reported  by  other  unprejudiced 
observers — we  believe  that  fasting  has  no  place 
in  the  routine  care  of  those  afflicted  with  recur- 
rent convulsions  except  as  a means  of  inaugurat- 
ing a high  fat  diet.  Patients  who  are  helped  by 
fasting  will  receive  even  more  benefit  from  con- 
tinued use  of  a ketogenic  diet. 

We  believe,  however,  that  fasting  may  be  use- 
ful as  an  emergency  procedure  for  certain  pa- 
tients. In  status  epilepticus  or  serial  seizures,  it 
is  probable  that  the  involuntary  fast,  due  to  the 
patient’s  inability  to  take  nourishment,  may  often 
be  an  important  factor  in  causing  cessation  of  the 
attacks.  It  may  be  employed  in  other  cases  to 
take  the  patients  over  a particularly  difficult  time 
or  when  status  epilepticus  seems  imminent. 

Twenty-seven  patients  with  convulsions  have 
fasted  for  periods  of  from  four  to  twenty-one  days. 
Except  in  one  patient,  there  was  little  permanent 
effect  on  the  seizures.  In  the  majority  of  pa- 
tients, seizures  were  absent  or  greatly  reduced 
during  the  fast  itself.  As  a therapeutic  emer- 
gency measure,  fasting  may  be  useful  in  helping 
patients  over  a period  of  frequent  seizures. 


Is  There  an  Epileptic  Personality  Make-up?  J. 

Notkin,  M.D.,  New  York. 

Notkin  summarizes  as  follows: 

A study  of  the  personality  make-up  in  seventy- 
five  male  and  seventy-five  female  epileptic  pa- 
tients revealed  a definite  correlation  between  the 
age  of  onset  of  seizures  and  the  type  of  person- 
ality noted  later.  The  so-called  epileptic  make- 
up is  apparent  in  cases  in  which  there  is  an  early 
onset  of  seizures.  This  constitutes  only  16.6  per 
cent  of  the  whole  group.  On  the  other  hand,  in 
the  largest  group  of  37.3  per  cent,  with  the  so- 
called  syntonic  or  normal  type  of  personality,  the 
onset  of  the  seizures  occurred  after  the  age  of  12 
and  in  the  majority  of  cases  after  the  second 
decade.  Between  these  two  extremes  there  are 
several  other  groups.  In  one  the  personality  was 
at  first  benign  and  later,  after  the  onset  of  the 
convulsive  seizures,  became  epileptoid.  In  sev- 
eral other  instances,  the  seizures  were  infrequent, 
and  then  the  relatively  benign  type  of  personal- 
ity was  noted.  In  8 per  cent  of  the  cases  the  per- 
sonality was  pure  schizoid;  in  1.3  per  cent,  the 
personality  was  at  first  schizoid  and  later,  after 
the  onset  of  seizures  became  epileptoid.  In  an- 
other group  of  8 per  cent,  the  personality  in  the 
beginning  was  of  a benign  type  and  later  changed 
to  schizoid  after  the  convulsive  seizures  began. 

All  this  points  to  the  variability  of  the  type  of 
personality  encountered  in  patients  with  epilepsy. 
There  seems  to  be  no  specificity  about  it.  The 
personality  previous  to  the  onset  of  seizures  seems 
to  be  entirely  independent  of  the  infiuence  of  the 
epileptic  manifestation,  and  such  changes  as  occur 
are  noted  only  after  the  convulsive  seizures  mani- 
fest themselves.  In  cases  of  normal,  benign  type 
of  personality,  in  which  the  seizures  occurred  later 
in  life,  the  admixture  or  the  entire  lack  of  so- 
called  epileptoid  traits  depends  on  the  type  of  the 
individual  and  his  previously  established  adjust- 
ment in  life.  It  seems  unwarranted,  therefore,  to 
speak  of  a definite  epileptic  type  of  personality. 
Such  peculiarities  as  develop  in  epileptic  persons 
are  looked  on  as  the  result  of  epileptic  reaction 
and  not  as  the  cause  of  the  convulsive  manifesta- 
tion in  so-called  idiopathic  epilepsy. 


OPHTHALMOLOGY 

By  Eldred  B.  Caycc,  M.D. 
Medical  Arts  Building,  Nashville 


Saving  Vision  by  Good  Lighting.  By  Edward 

Jackson,  M.D. 

The  prevention  of  practical  blindness  is  the  pre- 
vention of  eyes  becoming  damaged.  The  eyes  are 
made  for  light.  The  condition  of  light  is  the  most 
important,  the  essential  conditions  of  seeing. 

Every  change  in  light  demands  an  adjustment 
in  the  eye,  and  every  change  in  the  eye  should 
have  an  appropriate  adjustment  of  the  light.  Per- 
sons who  use  their  eyes  to  the  limit  should  under- 
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stand  to  some  extent  lighting  and  good  illumina- 
tion. 

Defective  illumination  plays  a part  in  many 
forms  of  blindness.  Miners  and  dwellers  in  poorly 
lighted  tenements  of  cities  usually  have  unhealthy 
eyes.  High  myopia  with  its  complications  causes 
about  six  per  cent  of  all  blindness.  Often  badly 
near-sighted  eyes  are  damaged  permanently  by  a 
strain  doing  close  work  by  poor  illumination. 
Many  accidents  are  caused  by  poor  illumination 
in  shops  and  factories. 

Excess  of  Light 

An  excess  of  light  is  often  more  harmful  than 
a poor  light.  After  the  eclipse  of  the  sun,  April 
17,  1912,  3,000  cases  of  eclipse  blindness  were 
reported  from  the  various  countries  of  Europe. 
In  the  eclipse  occurring  June  8,  1918,  97  cases  of 
eclipse  blindness  were  reported  in  the  United 
States. 

Snow  blindness,  watching  electric  welding  with 
the  eyes  unprotected,  and  the  flame  from  a blast 
furnace  affect  the  eyes  to  a lesser  degree. 

Different  Sources  op  Light 

The  main  differences  are  the  light  coming  di- 
rectly from  its  original  source  or  the  light  re- 
flected from  other  objects,  as  the  difference  in  the 
light  coming  from  the  sun  and  the  moon. 

The  reflected  light  is  always  a diffuse  light.  The 
sunlight  is  the  rays  of  the  sun  reflected  against  the 
sky,  except  when  you  look  directly  at  the  sun. 
This  is  the  light  by  which  we  see  most  plainly 
and  most  easily,  and  is  the  ideal  light  for  most 
kinds  of  eye  work.  The  indirect  system  of  light- 
ing is  the  best  if  there  is  sufficient  amount  of 
candle  power. 

The  Direction  Light  Should  Come 

The  field  of  vision  extends  50  degrees  above 
and  75  degrees  below.  We  can  turn  the  eyes  40 
degrees  upward  and  60  degrees  downward.  In 
short,  most  of  our  seeing  is  done  looking  down 
on  the  upper  side  of  objects  lighted  by  light  fall- 
ing on  them  from  above. 

The  source  of  light  should  never  be  within  the 
field  of  vision.  In  other  words,  it  should  never 
be  in  front  of  us.  The  most  natural  artificial  light 
is  that  coming  from  above.  Only  when  the  source 
of  artificial  light  is  placed  too  nearly  in  the  direc- 
tion we  want  to  look,  as  the  headlights  of  an  auto- 
mobile or  locomotive,  or  unshaded  low-hanging 
lights  to  work  by,  in  a room  or  factory,  do  they 
become  too  bright  for  our  eyes. 

Brightness  of  Light 

“We  are  never  made  uncomfortable  or  complain 
of  artificial  light  that  we  do  not  see;  and  the  only 
natural  light  that  is  too  strong  is  the  direct  sun- 
light falling  on  something  that  gives  strong  con- 
trasts, as  white  paper  with  black  print  on  it.  Most 
of  the  discomfort  caused  by  bright  light  and  much 
of  the  harm  it  does  depends  on  too  strong  con- 


trasts, bright  light  against  the  dark  background. 
A headlight  that  is  blinding  in  the  darkess,  in  day- 
light does  not  interfere  with  seeing,  and  may  not 
be  unpleasant.” 

The  eye  is  often  compared  to  a camera,  the 
sensitive  film  in  the  camera  representing  the  retina 
of  the  eye.  The  difference  is  that  the  retina  de- 
velops the  picture  automatically  and  tires  if  too 
much  is  asked  of  it. 

The  eyes  become  adapted  to  strong  light,  or 
light  less  strong.  For  that  reason  a flickering  light 
is  always  hard  on  the  eyes  as  it  demands  too  fre- 
quent adjustments. 

Use  of  Diffuse  Daylight 

Out  of  doors,  diffuse  daylight  comes  from  the 
whole  arch  of  the  sky,  and  very  little  direct  light 
from  the  sky  falls  in  the  field  of  vision. 

The  best  t3rpe  of  indoor  lighting,  the  author 
says,  is  the  saw  tooth  roof  lighting,  giving  the 
north  light.  The  light  that  comes  in  through  a 
window  is  limited  by: 

A.  The  size  of  the  window. 

B.  Its  distance  above  the  floor. 

C.  The  direction  it  faces. 

D.  The  height  and  character  of  hills,  trees  and 
buildings  visible  from  it. 

E.  Windows  also  raise  problems  about  cross 
light,  and  the  placing  of  workers,  desks,  work 
benches,  etc.,  that  cannot  now  be  fully  discussed. 

The  windows  should  go  as  nearly  to  the  ceiling 
as  they  can  be  placed,  and  they  should  always  be 
towards  the  back  of  the  individual  using  their 
eyes.  That  is  especially  necessary  in  schools; 

Artificial  Lighting 

The  indirect  lighting  is  recommended.  The 
frosted  globe  is  not  the  best  type  of  shading  the 
light,  but  the  best  type  of  illumination  is  secured 
by  having  the  light  shine  on  a ceiling  of  light 
color. 

A room  12  feet  square  can  be  very  well  lighted 
by  a single  75  or  100  Watt  Mazda  lamp  placed 
two  or  three  feet  below  the  ceiling  that  has  the 
proper  surface,  if  the  light  from  the  lamp  is  re- 
flected upon  the  ceiling,  by  a reflecting  shade 
placed  under  it. 

Steadiness  of  Light 

With  artificial  light,  the  lack  of  steadiness,  the 
interference  of  flicker,  has  been  the  most  serious 
defect.  That  is  one  of  the  objections  to  the  arch 
light,  and  also  to  the  candle  and  kerosene  lamps; 
and  it  is  one  of  the  advantages  of  the  electric 
light. 

Conclusions 

“There  are  many  things  beside  illumination  to 
be  taken  into  account  for  the  prevention  of  blind- 
ness— the  manner  of  using  the  eyes,  the  limits  of 
use  and  over  use,  the  defects  and  diseases  of  the 
eye  that  may  cause  blindness,  the  general  dis- 
eases of  the  body  that  are  particularly  likely  to 
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cause  eye  conditions  leading  to  blindness,  the 
poison  that  causes  blindness,  the  forms  of  injury 
that  are  often  fatal  to  sight,  But  the  light  by 
which  we  see  or  try  to  see,  is  one  of  the  most 
general  and  constant  influences,  in  causing,  or 
preventing  impaired  vision,  from  any  of  the  other 
factors  that  may  tend  to  produce  blindness. 

“The  horror  of  blindness  does  not  much  influ- 
ence young  children.  Those  born  blind  never  feel 
it  as  a great  affliction.  Sight  may  be  a subject  of 
curiosity,  an  unattainable  good  to  dream  about, 
like  heaven,  or  like  ‘castles  in  the  air,’  that  we 
know  have  no  substantial  basis.  But  as  we  de- 
velop our  minds  by  seeing,  guide  ourselves,  sup- 
port our  lives,  gain  our  knowledge,  enlarge  our 
thoughts,  share  the  enjoyments  of  life,  come  to 
understand  beauty  through  seeing;  we  lose  the 
sense  of  the  possibilities  of  life  without  sight  and 
the  horror  of  losing  it  grows  upon  us.  It  is  ac- 
quired by  those  who  see  and  is  for  the  protection 
of  sight.  It  is  useful  only  as  it  leads  us  to  pre- 
vent blindness,  and  is  one  of  the  things  from  which 
a blinded  person  should  be  delivered  as  soon  and 
as  completely  as  possible. 

“ ‘Safety  first’  should  be  a motto  for  all  who  use 
their  eyes.  Safety  does  not  mean  hairbreadth 
escapes,  or  doing  something  heroic,  or  dramtic, 
in  the  presence  of  great  danger.  It  means  keep- 
ing away  from  danger  in  all  ways  and  at  all  times. 
For  sight,  it  means  arranging  the  best  light  con- 
ditions possible,  and  watching  them  so  that  the 
light  shall  be  kept  at  its  best  all  the  time;  bright 
enough,  as  it  falls  from  above  and  behind  the  eyes, 
on  the  things  looked  at  and  not  on  the  eyes.  Gen- 
erally, diffuse  without  injurious  or  annoying  re- 
flections. White  in  color,  or  white  slightly  tinted 
with  yellow  or  yellow-green.  Daylight  where  pos- 
sible, but  with  provision  to  meet  the  variations 
in  the  daylight  with  properly  arranged  artificial 
lights.  Always  steady,  and  without  unnecessary 
contrasts  throughout  the  field  of  vision.  It  is  our 
business  in  this  world  to  adapt  natural  resources 
to  our  needs,  and  our  lives  to  the  necessary  con- 
ditions of  our  living.  Light  is  one  of  the  great 
conditions  of  life ; and  to  bring  light  and  our  man- 
ner of  using  it  to  harmonize  with  our  needs  is 
an  important  achievement,  worth  thinking  of  and 
planning  for,  and  making  an  object  of  continued 
effort.” 


PEDIATRICS 

By  John  M.  Lee,  M.D. 
Doctors  Building,  Nashville 


The  Therapeutics  of  Pneumonia  in  Children.  J. 
Epstein,  M.D.,  Archives  of  Pediatrics.  Oct., 
192S. 

Prophylaxis  being  the  most  valuable  aid  in 
treatment  of  bronchopneumonia,  every  child  with 
an  upper  respiratory  infection  should  be  consid- 


ered as  potentially  a pneumonia.  The  general 
hygiene  should  include  rest  in  bed  in  a warm 
sunny  room  with  plenty  of  fresh  air.  The  greasy, 
oily  counterirritants  usually  applied  to  the  chest 
do  not  influence  the  pathology  but  may  make  the 
patient  more  uncomfortable.  In  a diffused  proc- 
ess with  poor  circulation  mustard  paste  may 
benefit.  Sometimes  a layer  of  cotton  or  woolen 
jacket  about  the  chest  may  be  helpful.  The  tem- 
perature in  bronchopneumonia  being  variable, 
hydrotherapy  is  not  used  so  much  as  in  the  lobar 
type,  but  may  be  helpful  in  the  case  of  hyper- 
hyrexia  with  restlessness.  A daily  cleansing  bath 
is  indicated,  but  the  patient  should  be  disturbed 
as  little  as  possible.  Colonic  irrigations  or 
enemata  should  not  be  used  regularly,  but  when 
definitely  indicated  by  symptoms.  Antipyretics 
may  reduce  temperature  but  their  action  is  prob- 
ably more  harmful  than  helpful.  The  author  ad- 
vises potassium  citrate  with  paregoric  in  appro- 
priate dosage  in  the  milder  cases  as  being  the 
only  drugs  indicated.  In  the  more  severe  types, 
atropine,  strychnine,  digitalis  and  codein  are  the 
most  useful  drugs.  Nauseating  expectorants  are 
condemned.  Whiskey  and  brandy  are  valuable 
stimulants.  Vaccines  and  sera  have  not  proven 
their  value.  A sick  looking  child  with  bronchitis 
should  be  treated  for  bronchopneumonia. 

Lobar  pneumonia  is  a self  limited  disease  and 
should  not  be  over  treated.  Digitalis  should  be 
given  only  in  the  presence  of  definite  indications 
and  not  because  the  patient  has  pneumonia. 
Counterirritants,  expectorants,  colonic  irrigations, 
and  antipyretics  do  not  influence  the  course  of  the 
disease.  Mild  cases  of  lobar  pneumonia  require  no 
drugs.  Moderately  severe  and  severe  cases  re- 
quire symptomatic  treatment  and  cardiac  stimu- 
lants such  as  outlined  above  for  bronchopneu- 
monia. Digitalis,  caffeine  and  adrenalin  are  the 
most  useful  heart  stimulants.  The  author  thinks 
small  doses  of  quinine  and  guaiacol  carbonate  are 
helpful.  Pneumococcus  serum  may  be  used  if  the 
infection  is  of  Type  1.  The  article  is  concluded 
with  this  statement:  “In  all  cases  the  fewer  the 
number  of  drugs  used  the  larger  the  number  of 
recoveries.” 


SURGERY  — GENERAL  AND 
ABDOMINAL 

By  John  L.  Dies,  M.D. 

1213  Exchange  Building,  Memphis 


The  Curative  Effect  of  Lumbar  Puncture  In  Grave 
Electric  Shock.  Jelllnek,  Stefan — Wiener  klln- 
ische  Wochenschrlft,  41,  622-624.  May  3,  1928. 

Measurements  of  the  pressure  of  the  cerebro- 
spinal fluid  of  rabbits  and  dogs  exposed  to  electric 
shock  have  shown  a noticeable  increase  in  pres- 
sure persisting  for  a considerable  period  after  the 
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accident  and  even  presenting  a further  increase 
due  to  the  secretion  of  fluid.  The  cause  of  the 
increased  pressure  is  unknown,  but  lumbar  punc- 
ture is  a logical  method  of  relieving  the  symptoms 
arising  from  the  change  in  pressure. 

In  1900  a street  car  conductor  was  struck  on  the 
back  of  the  neck  by  a broken  light  cable,  was 
unconscious  for  a time,  then  recovered  and  seemed 
in  his  usual  health  until  the  next  evening  when 
he  complained  of  headache.  Convulsions  and 
delirium  followed.  He  died  12  days  later.  Autop- 
sy findings  were  “edema  of  the  cerebrum  and 
medulla  oblongata,  synostosis  suturarum. 

The  connection  between  the  case  history  and 
the  postmortem  findings  was  plain.  The  chief 
injury  produced  by  the  electric  shock  consisted  in 
the  central  nervous  system  which  persisted  and 
then  increased  in  intensity  until  death  intervened. 
Experimental  research  has  since  shown  that  such 
a gradual  development  of  symptoms  indicating 
an  increase  of  fluid  pressure  and  cerebral  swelling 
is  not  unusual  and  may  be  relieved  by  lumbar 
puncture. 

In  a similar  case  death  occurred  immediately. 
Cerebral  edema  and  swelling  were  revealed  by 
postmortem  examination.  The  suddenness  of  the 
death  was  due  to  cardiac  paralysis,  as  was  indi- 
cated by  extravasations  of  blood  under  the  pleura 
and  pericardium.  Lumbar  puncture  would  un- 
doubtedly have  saved  the  patient. 

In  a third  case  a man  came  in  contact  with  a 
current  of  5,000  volts  and  collapsed,  apparently 
dead,  but  was  resuscitated  by  artificial  respiration. 
Delirium,  trismus  and  opisthotonos  followed.  Lum- 
bar puncture,  made  with  great  difficulty  due  to  the 
violent  convulsions  of  the  patient,  produced  25  cc. 
of  a bloody  fluid.  The  pulse  rate  immediately  rose 
from  80  to  104  and  became  full  and  strong. 
Respiration  became  deeper.  An  hour  later  the 
patient  was  fully  conscious.  The  urine  removed 
by  a catheter  after  the  puncture  was  a sepia 
brown.  The  presence  of  methaemoglobin  was  de- 
tected. Granular  casts  were  found  in  the  sedi- 
ment. The  spinal  fluid,  when  examined,  showed 
numerous  red  corpuscles,  lymphocytes.  The  blood 
findings  were,  polymorphonuclears,  70  per  cent, 
epsinophils,  basophils,  lymphoctes,  8 per  cent, 
monocytes,  11  per  cent,  numerous  blood  shadows. 

Within  a few  days  the  patient  was  fully  re- 
covered and  without  a doubt  owed  his  life  to 
the  lumbar  puncture. 
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“Diagnosis  And  Treatment  of  Tuberculosis  of  the 

Genito-unirary  Tract.”  Boston  Med.  and  Surg. 

Journal,  Vol.  clxxxiii  No.  5.  July  29,  1920. 

Arthur  Crosbie,  M.D.,  Boston. 

Crosbie  gives  a resume  of  the  means  of  ac- 
curately arriving  at  a diagnosis  of  G.  U.  tuber- 
culosis. Tuberculosis  of  kidney  is  considered  first. 

Most  prominent  symptom  is  bladder  irritability, 
from  bacilli  being  passed  out.  Urine  with  resul- 
tant ulcerations  about  ureteral  orifice.  Decrease 
in  bladder  capacity  to  not  more  than  20  to  30  cc. 
is  common.  Frequently  bone  or  genital  tubercu- 
losis is  associated  with  this.  Pain  is  not  a fre- 
quent symptom  and  commonly  seen  on  the  side 
of  normal  kidney  from  hypertrophy.  Some  pain 
and  fever  is  seen  in  acutely  abcessed  kidney,  but 
is  not  due  to  mixed  infection.  If  culture  made 
in  presence  of  pus  and  fever  shows  pyogenic  in- 
fection, this  practically  rules  out  tuberculosis. 
Also  a negative  culture  in  presence  of  pus  almost 
confirms  tuberculosis.  Emaciation  varies,  usually 
worse  when  both  kidneys  are  involved.  Also 
worse  when  the  process  is  acute  and  febrile.  Fre- 
quency of  urination  is  most  marked  symptom, 
due  to  bladder  involvement  and  also  a polyuria. 
Physical  examination  may  or  may  not  aid.  Occa- 
sionally kidney  may  be  palpable.  Spasm  over 
effected  side  may  occur.  Suprapubic  tenderness 
is  found  in  extensive  cases. 

Urinalysis  shows  a light  colored  turbid  urine, 
some  albumin,  and  many  pus  cells,  few  red  blood 
cells.  Usually  culture  is  negative,  except  for  tb. 
X-Ray  is  valuable  though  not  definitely  in  all 
cases.  Calfication  change  in  the  shape  of  the 
pelvis  and  isolated  cavities  filling  with  opaque 
medium  of  the  most  common  points  of  interest. 
Cystoscopic  shows  bladder  lesions,  changes  in  ure- 
teral orifices,  etc. 

Treatment  in  unilateral  tb.  of  kidney  is  nephrec- 
tomy. If  bilateral,  general  hygienic  treatment  is 
of  value. 

Tb.  of  epididymitis  is  always  associated  with 
tb.  of  seminal  vesicles  and  prostate.  Process  is 
confined  to  the  epididymitis  and  vas.  Onset  is 
gradual  and  painless.  Epididyus  is  thickened  and 
not  tender.  Vas  is  enlarged  and  nodular.  Treat- 
ment is  hygenic.  Operative  procedure  is  useless 
unless  vesicles  are  removed. 
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SPINAL  CORD  TUMORS* 


H.  J.  Hayes,  M.D.,  and  R.  E.  Semmes,  M.D.,  Memphis 


WHEN  we  realize  that  the  first 
spinal  cord  tumor  was  removed  by 
Horsley  less  than  forty  years  ago 
the  data  accumulated  since  then  shows  that 
neurology  and  neurological  surgery  has  pro- 
gressed quite  markedly  and  compares  quite 
favorably  with  other  branches  of  medicine. 
There  is  no  class  of  patients  who  suffer 
more  and  whose  outlook  is  more  hopeless 
than  those  patients  -with  spinal  cord  tu- 
mors. There  is  certainly  no  group  of  pa- 
tients whose  recovery  is  as  spectacular  as 
those  who  are  fortunate  enough  to  have 
their  condition  recognized  and  the  tumor 
removed.  The  problems  presented  in  the 
diagnosis  of  spinal  cord  tumors  are  at 
times  quite  difficult  and  undoubtedly  many 
tumors  are  not  recognized  because  a definite 
loss  of  motor  power  and  loss  of  sensibility 
are  not  present  or  the  history  of  motor 
weakness  and  disturbance  of  sensibility  are 
not  presnt  or  is  not  that  expected. 

Spinal  cord  tumors  are  of  less  frequent 
occurrence  than  tumors  of  the  brain  and 
are  recognized  in  the  ratio  of  about  one 
spinal  cord  tumor  to  about  six  tumors  of 
the  brain.  There  is  no  doubt  that  this 
ratio  will  be  changed  as  we  become  as  fa- 

*Read before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  12,  1928. 


miliar  with  cord  tumors  as  we  are  with 
brain  tumors.  The  ratio  of  spinal  cord  tu- 
mors to  tumors  at  large  is  about  1-50.  In 
many  cases  the  pain,  which  is  the  present- 
ing symptom  in  the  large  majority  of  cases, 
is  attributed  to  neuralgia,  or  neuritis,  or 
rheumatism  if  the  pain  is  around  some 
joint.  Angina,  gall-bladder  disease  and  dis- 
ease of  some  other  abdominal  organ  have 
been  held  accountable  for  the  pain  of  cord 
tumors  and  is  not  infrequent  that  abdomi- 
nal operations  are  done  on  these  mistaken 
diagnoses. 

Patients  with  cord  tumors  frequently  go 
for  years  before  the  condition  is  correctly 
interpreted.  In  different  groups  reported 
by  various  observers  the  duration  of  symp- 
toms ranged  from  six  weeks  to  many  years. 
In  the  group  included  in  this  report  symp- 
toms were  first  noted  in  one  patient  about 
six  weeks  before  diagnosis  was  established 
and  in  another  the  symptoms  were  of  about 
two  years’  duration.  In  a recent  report  of 
Elsberg’s  late  series  of  45  cases,  28  oc- 
curred in  the  thoracic  section,  14  in  the 
cervical  and  two  in  the  lumbar  region.  As 
to  type  these  were  14  chondroma,  13  sar- 
coma, and  8 fibromas. 

In  our  own  group  and  other  groups  re- 
ported pain  stands  out  as  a conspicuous 
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symptom.  Pain  is  not  a necessary  symp- 
tom, though,  as  some  spinal  cord  tumors 
run  a painless  course.  Frazier  and  Spiller 
comment  on  the  constancy  of  pain,  while 
Ernest  Sachs  states  that  the  majority  of 
patients  with  spinal  cord  lesions  do  not  have 
any  severe  pain  during  their  illness  and 
only  the  occasional  case  has  any  .pain  at 
all. 

In  many  cases  the  tumor  develops  in  a 
location  away  from  the  posterior  spinal 
roots  and  it  is  in  these  patients  that  the 
early  posterior  root  irritation  does  not  oc- 
cur. Oppenheim,  Bailey,  Clark,  Shultze  and 
others  have  recorded  cases  in  which  the 
spinal  cord  tumors  run  an  entirely  painless 
course.  Pain  is  usually  first  observed  at  a 
more  or  less  definitely  localized  point  and 
is  variously  described  as  tearing,  burning; 
at  times  as  if  an  electric  current  is  passing 
around  this  section  of  the  body.  Pain  is 
often  intermittent  with  intervals  of  free- 
dom for  days  or  weeks  and  is  frequently 
worse  at  night  or  early  morning,  and  is  or- 
dinarily worse  when  in  the  reclining  posi- 
tion. The  pain  is  aggravated  by  coughing 
or  sneezing.  At  times  these  patients  fall 
into  the  hands  of  chiropractors  and  the 
other  quacks  who  practice  manipulative 
measures  and  have  their  pains  made  worse 
and  the  progress  of  their  condition  has- 
tened. Tumors  in  the  cervical  region  are 
frequently  diagnosed  as  Pott’s  disease ; neu- 
ritis and  rheumatism  are  common  diagno- 
sis when  the  pain  is  in  the  neighborhood 
of  the  joint  or  in  the  extremities;  gall- 
bladder disease  may  be  suspected  when  the 
pain  is  in  the  upper  abdominal  region  and 
sciatica  when  pain  persists  in  the  lower  ex- 
tremities. Hysteria  is  called  upon  to  ex- 
plain some  cases. 

Pain  in  a definite  localization,  persisting 
with  little  variation  except  degree  for 
months  or  longer  periods,  should  lead  one 
to  suspect  the  possibility  of  spinal  cord 
tumor  and  be  on  the  lookout  for  further 
signs  of  this  condition,  such  as  numbness, 
tingling  and  burning  sensations,  hyper- 
esthesias or  anesthesia,  disturbance  of  re- 
fiexes  or  motor  impairment.  We  have  to  be 
extremely  careful,  though,  even  in  the  diag- 
nosis of  pain,  because  at  times  a radiculitis 


or  a meningo-myelitis  will  give  rise  to  per- 
sistent pain  remaining  in  one  location,  and 
it  is  only  with  the  help  of  confirmatory 
signs  that  we  are  able  to  arrive  at  a correct 
diagnosis.  Pain  of  root  distribution  points 
strongly  to  the  probability  of  spinal  cord 
tumors.  Exaggerated  reflexes  in  the  lower 
extremities  on  the  same  side  of  the  atrophy 
and  pain  is  enough  to  warrant  exploration 
in  the  presence  of  positive  findings  in  the 
spinal  fluid,  and  Queckenstedt,  and  positive 
X-ray  findings.  The  changes  in  the  fluid 
will  be  discussed  in  some  detail  later. 

In  those  patients  who  do  not  have  definite 
root  pain,  paresthesias  of  one  kind  or  an- 
other are  usually  present.  This  type  of  sen- 
sory disturbance  occurring  without  pain  is 
often  thought  to  be  due  to  depend  on  dis- 
ease of  the  substance  of  the  cord  but  each 
patient  with  complaints  of  this  type  should 
be  thought  of  as  a possible  cord  tumor. 
Paresthesia  is  a common  complaint  early  in 
the  history  of  ventral  and  ventro-lateral 
tumors  and  it  is  in  this  location  that  tumors 
should  be  thought  of  in  the  presence  of  the 
persistent  paresthesia. 

Extra-medullary  tumors  may  develop 
with  little  or  no  pain.  These  individuals  may 
for  months  or  years  show  only  a slowly 
progressive  spastic  paraphlegia  with  no 
sensory  disturbance.  It  is  only  by  repeated 
examination,  tests,  and  spinal  fluid  exami- 
nations, including  the  Queckenstedt,  that 
the  correct  diagnosis  can  be  made. 

The  Brown-Sequard  type  of  paralysis 
occurs  at  times  and  is  usually  caused  by 
tumors  of  the  ventro-lateral  or  dorsa-lateral 
aspect  of  the  cord;  in  these  tumors  of  the 
ventro-lateral  aspect  contra-lateral  pares- 
thesia is  apt  to  appear  early  while  in  the 
dorso-lateral  paresthesia  is  apt  to  appear 
early  while  in  the  dorso-lateral  root  pain 
is  apt  to  occur  early. 

Spinal  puncture  frequently  changes  the 
signs  and  symptoms  in  cases  of  cord  tumors 
and  tends  to  aggravate  the  signs  of  com- 
pression of  the  cord.  When  this  occurs 
the  growth  may  be  extra-dural  or  intra- 
dural, and  adherent  to  the  outer  or  inner 
surface  of  the  dura. 

Bladder  and  Rectal  Disturbance. 
Quite  often  it  is  is  rather  late  in  the  course 
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of  cord  tumors  that  we  see  disturbance  of 
the  bladder  and  rectum.  Bladder  and  rec- 
tal disturbances  occur  in  approximately 
40%  of  the  intra-medullary  tumors;  in 
78%  of  extra-dural  tumors;  in  80%  of 
extra-medullary  tumors,  and  in  83%  of 
tumors  of  the  conus  and  cauda  equina.  This 
shows  that  bladder  and  rectal  disturbances 
are  about  twice  as  frequent  in  extra- 
medullary, extra-dural,  and  tumors  of  the 
conus  and  cauda  equina  as  they  are  in  intra- 
medullary growths. 

Bladder  and  rectal  symptoms  occur  ear- 
liest in  conus  and  cauda  equina  tumors.  As 
a group,  though,  these  symptoms  do  not 
make  their  appearance  until  well  along  in 
the  course  of  the  disease.  In  a few  cases, 
though,  incontinence  of  the  bladder  and  the 
rectum  may  be  the  presenting  symptoms. 

Spinal  Fluid.  While  this  is  not  diag- 
nostic of  the  type  of  tumor,  the  fluid  en- 
ables us  to  diiferentiate  tumors  from  pure 
spinal  cord  conditions.  The  compression 
syndrome  of  Nonne  is  perhaps  the  most  fre- 
quent finding,  consisting  of  an  increase  in 
globulin  and  albumin  and  a normal  or  only 
slightly  increased  cell  count.  At  times  we 
find  an  increased  cell  count  usually  indicat- 
ing an  inflammatory  process  with  compres- 
sions of  the  cord  as  a caries  or  a pachy- 
menigitis.  Xanthrochromia  is  most  often 
found  in  tumors  of  the  lower  cord  or  the 
cauda  equina.  This  occurred  in  thirteen 
cases  out  of  the  112  reported  from  the  Mayo 
Clinic.  The  Queckenstedt  phenomena  is 
based  on  the  principle  of  equal  distribution 
of  spinal  fluid.  When  a spinal  puncture  is 
made  and  pressure  made  on  the  jugulars 
an  increase  of  from  between  100  m.m  and 
200  m.m  occurs.  In  tumors  blocking  the 
canal  the  rise  in  pressure  is  slight  and  fre- 
quently no  increase  is  noted.  On  coughing 
and  abdominal  compression  the  pressure 
will  rise,  due  to  changes  in  the  local  extra- 
dural and  intra-dural  venous  plexus  pres- 
sures. In  cases  of  tumors  there  is  an  in- 
terruption of  the  flow  of  fluid  as,  for  in- 
stance, on  spinal  puncture  there  is  a gush 
of  fluid,  to  be  followed  by  only  a few  drops. 

The  location  of  the  tumor  is  usually  de- 
termined by  the  sensory  and  motor  findings, 
the  upper  level  being  of  most  significance. 


The  sensory  findings  are  ordinarily  of  more 
value  in  localizations  than  the  motor. 
Radicular  pains  are  also  of  value  in  deter- 
mining the  level  of  the  tumor.  One  has  to 
keep  in  mind  that  no  segment  of  skin  or 
muscle  is  represented  by  a single  segment 
of  the  cord  as  there  may  be  an  overlapping 
of  two  to  three  segments.  Swelling  and 
pressure  in  the  neighborhood  of  the  tumor ; 
at  times  this  pressure  and  swelling  are 
liable  to  point  to  a higher  level  than  the 
actual  level  of  the  tumor.  Vaso-motor  and 
pilo-motor  signs  are  also  of  distinct  aid  in 
location  of  the  level  of  the  tumor. 

When  there  has  been  no  degeneration 
caused  by  long-continued  pressure  complete 
restoration  of  function  may  be  expected. 
Those  patients  whose  history  shows  a pro- 
gression of  symptoms  for  as  long  as  two  or 
three  years,  oftentimes  clear  up  rapidly. 
This  improvement  started  in  one  of  our  pa- 
tients in  fourteen  hours  after  operation,  and 
at  times  is  complete  in  six  weeks,  though 
complete  recovery  may  take  longer  in  the 
usual  run  of  cases.  The  regression  of  symp- 
toms may  pass  through  the  same  steps  as 
they  developed.  Mild  spasms,  increased  re- 
flexes and  plantar  extension  may,  however, 
remain  as  residuals.  Bladder  symptoms 
disappear  early  as  a rule,  except  in  tumors 
by  the  cauda  in  which  cases  they  may  be 
some  time  in  clearing  up.  Complete  re- 
covery can  be  expected  in  about  70  per  cent 
of  patients. 

CASE  REPORTS 

Case  1.  Mrs.  O.  C.,  age  80.  General  health 
excellent;  no  serious  illnesses;  history  of  pneu- 
monia on  one  or  two  occasions  early  in  life;  no 
operation  of  any  kind;  no  history  of  pelvic  dis- 
orders. 

Present  Illness.  The  patient  consulted  Dr.  Wil- 
lis C.  Campbell  about  November  27,  1927,  on  ac- 
count of  pain  in  the  upper  dorsal  region  of  spine 
which  she  stated  had  been  present  about  six  weeks 
and  had  been  slowly  getting  worse.  For  about 
two  days  she  had  some  shooting  pain  in  legs.  The 
pain  was  worse  at  night  and  when  lying  down 
during  the  day.  She  felt  some  weakness  in  the 
lower  back.  There  was  moderate  tenderness  over 
lumbar  region  and  a sacrum  and  around  both 
sacro-iliac  joints.  There  was  no  limitation  of 
motion.  She  was  advised  to  go  to  the  Baptist 
Hospital  for  further  examination  and  observation, 
but  did  not  report  until  January  3,  1928. 
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The  patient  was  referred  from  the  orthopedic 
service  of  Dr.  Willis  C.  Campbell  at  the  Baptist 
Hospital.  In  developing  her  story  she  related 
about  what  is  noted  above.  She  did  not  consider 
her  trouble  serious  until  about  one  week  prior  to 
her  admission  to  the  hospital  when  she  lost  power 
in  her  legs,  practically  overnight.  The  pain  in 
the  dorsal  region  of  the  spine  at  about  the  level 


logical  Sequence  of  Symptoms.  1.  Pain  in  back 
level  of  second  dorsal.  2.  Weakness  in  legs,  sud- 
den loss  of  power  both  legs,  loss  of  bladder  and 
rectal  control. 

of  the  second  dorsal  vertebra  steadily  became  worse 
and  was  described  by  the  patient  as  if  a red  hot 
wire  ran  around  her  chest.  Morphine  was  re- 
quired to  relieve  this  pain.  About  the  time  she 
lost  power  in  her  lower  extremities,  her  bowels  be- 
came extremely  sluggish  requiring  strong  purga- 
tives and  enemas  to  produce  movement,  and  there 
was  retention  of  urine.  She  stated  that  from  about 
the  level  of  the  third  dorsal  downward  her  body 
and  limbs  felt  dead. 

Examination  showed  an  old  lady  who  was  well 
nourished  and  well  developed.  She  gave  the  im- 
pression of  having  been  quite  active.  Chest  nega- 
tive except  for  roughened  breath  sounds.  Heart 
apex  beat  distant,  but  no  murmurs  made  out; 
post-systatic  murmur  heard  over  avotic  area.  Ab- 
domen negative  for  masses  and  tenderness.  X-ray 
of  spine  and  sacro-iliac  shows  chronic  arthritic 
changes  most  marked  about  second  lumbar.  There 
was  evidence  of  soft  tissue  changes  about  third 
and  fourth  dorsal.  Neurological  Examination. 
Cranial  nerves  intact;  upper  extremities  nega- 
tive. The  lower  extremities  were  paralyzed  com- 
pletely. There  was  a slight  increase  in  muscle 
tone;  deep  reflexes  equally  exaggerated.  Plantar 
reflexes  extension  in  type  both  sides;  ankle  clonus 


present  both  sides;  sense  of  position  lost  both 
sides.  Sensory  examination  shows  disturbance  of 
tactile  sensibility  up  to  the  level  of  the  third  dorsal 
segment  with  a distinct  band  of  hyperesthesia  in 
the  distribution  of  the  posterior  root.  It  was  in 
the  distribution  that  the  patient  complained  of  the 
severe  root  pains.  Spinal  puncture  done  and 
showed  a positive  Queckenstedt ; fluid  showed  an 
increase  in  globulin,  was  clear  and  few  blood  cells. 
Diagnosis  of  spinal  cord  tumor  made  January  10, 
1928,  and  plans  made  to  operate  January  12.  Pa- 
tient developed  pneumonia  January  12  and  died 
this  day.  Autopsy  done  and  an  extra-dural  tumor 
found  at  level  of  third  dorsal  segment  which  could 
have  been  easily  removed. 

This  case  illustrates  the  rapid  progress  of  cord 
symptoms  which  takes  place  in  tumors  of  the  cord 
at  times.  The  general  impression  held  is  that  a 
long  time  is  required  before  tumors  cause  com- 
plaints such  as  listed  above.  This  case  illustrated 
the  fact  that  symptoms  caused  by  tumors  of  the 
cord  may  show  a rapid  progression. 

Case  2.  Ruby  B.,  age  8.  Admitted  Baptist 
Hospital.  Eeferred  from  orthopedic  service.  Dr. 
Willis  Campbell. 

Child  has  always  been  healthy  except  for  dis- 
eases of  childhood.  She  started  having  pain  in 
left  hip  about  middle  of  October,  1928.  The  father 
noticed  that  this  was  worse  when  in  bed  and  was 
what  he  called  “fidgets  in  the  feet  from  running 
at  school  too  much.”  There  soon  followed  some 
numbness  and  tingling  in  the  left  leg  and  pain  in 
the  right  hip.  Numbness  and  tingling  appeared 


Case  2.  A — Sensory  level  poorly  defined,  area  of 
anesthesia  about  rectum.  Chronological  Sequence 
of  Symptoms.  1.  Pain  in  left  hip  thought  to  be 
rheumatism;  later  pain  in  right  hip.  2.  Numbness 
in  left  leg.  Numbness  in  right  leg.  3.  Loss  of 
power  in  legs  gradual.  4.  Loss  of  control  bladder, 
rectum. 
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in  the  right  leg  followed  by  pain  in  the  right  leg. 
Loss  of  power  in  both  legs  followed  the  pain  but 
this  was  very  gradual  as  the  child  was  able  to  walk 
on  admission  to  the  hospital.  To  confuse  the  pic- 
ture, there  was  a history  of  a fall  of  about  4 
feet,  the  body  striking  the  ground  on  the  left 
hip.  This  fall,  as  a causative  factor,  was  ruled 
out  on  account  of  the  pain  existing  prior  to  the 
fall,  and  the  child  stated  that  her  legs  would  give 
way  from  under  her.  On  going  into  the  history  of 
the  pain,  it  was  clearly  shown  that  this  pain  was 
worse  when  the  child  was  in  bed;  in  fact,  she  had 
not  been  able  to  sleep  in  the  recumbent  position 
for  about  three  weeks  prior  to  her  admission  to 
the  hospital.  This  history  of  pain  was  strongly 
suggestive  of  tumor  of  lower  cord  as  this  type  of 
pain  is  common  in  cauda  equina  tumors.  After 
her  admission  to  the  hospital  she  continued  to 
complain  of  pain,  but  this  was  referred  to  the 
left  hip  and  knee,  suggesting  some  joint  condi- 
tion, though  there  were  no  local  signs.  About  ten 
days  after  admission  or  about  January  29,  incon- 
tinence of  urine  was  noted,  and  shortly  after  this 
it  was  observed  that  she  could  not  control  her 
rectum. 

Examination  of  head,  upper  extremities,  chest, 
were  negative.  The  child  could  not  move  her  legs 
but  very  little  on  admission  and  this  power  soon 
disappeared.  Ankle  jerks  and  knee  jerks  could 
not  be  obtained.  The  lower  limbs  were  flacid  with 
general  loss  of  tone  and  an  apparent  wasting. 
Her  responses  to  tests  of  sensations  over  lower  ex- 
tremities were  not  constant,  showing  that  there 
was  some  interference  and  very  likely  a lowering 
of  acuity  of  sensations.  There  was  a saddle- 
shaped  area  around  the  rectum  over  the  sacrum 
which  showed  definite  loss  to  light  touch  and  pain, 
though  deep  pressure  was  appreciated.  Spinal 
puncture  done  about  January  23,  1928,  showed  a 
very  slight  increase  in  globulin;  no  increase  in 
cells  and  a fluid  which  was  faintly  yellow.  The 
Queckenstedt  was  positive  at  this  time.  X-ray  of 
lower  spine,  pelvis  and  knees  was  negative.  There 
was  some  difference  of  opinion  as  to  diagnosis; 
whether  we  were  dealing  with  a multiple  neuritis 
or  not.  A positive  diagnosis  of  tumor  of  cord  at 
level  of  first  lumbar  vertebra  was  made  and  the 
patient  operated  on  by  Dr.  Semmes.  Tumor  found 
at  level  of  first  lumbar  vertebra  and  extended 
about  four  inches  upward  in  the  canal  but  it  was 
at  the  first  lumbar  that  pressure  was  exerted. 

Since  operation  child  has  had  no  pain,  sensory 
changes  are  clearing  up,  and  motion  is  returning 
in  muscles  of  thigh  on  both  sides.  She  is  better 
able  to  control  bladder  and  rectum  but  inconti- 
nence of  urine  still  exists  one  month  after  opera- 
tion. 

Case  3.  Mrs.  C.,  age  41.  The  patient’s  history 
up  to  about  September,  1925,  is  unimportant.  About 
the  latter  part  of  September,  1925,  she  had  a low 
grade  inflammatory  process  in  the  upper  part  of 


the  sternum  on  the  right  side.  She  was  treated 
by  her  family  physician  for  some  time  and  finally 
referred  to  Dr.  Willis  C.  Campbell,  of  Memphis. 
Dr.  Campbell’s  records  of  this  condition  show  that 
he  opened  and  curretted  the  necrotic  area  of  osteo- 
myelitis of  the  sternum.  His  opinion  at  this  time 
was  a low  grade  infection  process,  which  while  it 
did  not  look  tubercular,  simulated  this  condition. 
The  process  cleared  up  slowly  and  the  patient  re- 
turned to  her  home  in  Missouri. 

The  patient  returned  to  Dr.  Willis  C.  Camp- 
bell’s clinic,  August  3,  1927,  complaining  of  weak- 
ness and  numbness  in  both  legs.  In  developing 
the  patient’s  story  she  stated  that  this  numbness 
was  first  noticed  in  the  right  foot  December  of 
1926;  this  gradually  increased  and  at  the  present 
time  both  legs  have  sensations  of  numbness,  ting- 
ling, and  this  abnormal  sensation  extends  on  to 
the  body  to  the  region  about  the  umbilicus;  the 
weakness  is  more  marked  on  the  left  side.  The 
patient  walks  with  difficulty  and  frequently  stum- 
bles on  account  of  the  toes  of  the  left  foot  catching 
obstructions. 

This  complaint  of  pain  is  interesting  and  in- 
structive. She  has  had  pain  at  intervals  for  about 
two  years  just  under  the  shoulder  blades,  more 
marked  on  the  right  side,  which,  of  course,  was 
considered  dependent  on  gall-bladder  disease,  and 
she  has  been  treated  for  gall-bladder  disease  dur- 
ing these  two  years  but  refused  operation.  This 
pain  was  always  worse  at  night,  worse  when  in 
bed,  and  while  there  was  some  feeling  of  disten- 
tion of  the  abdomen,  she  did  not  remember  any 


place  in  band  about  5 inches.  Chronological  Se- 
quence of  Symptoms.  1.  Pain  under  right  shoulder 
in  region  of  gall-bladder,  abdominal  distension.  2. 
Numbness  in  right  foot,  later  in  left  foot,  pro- 
gressive; weakness  in  left  foot  then  in  right,  pro- 
gressive. 
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nausea  and  had  no  trouble  with  eating.  She  had 
no  temperature  at  any  time. 

Neurological  examination  showed  difficulty  in 
walking  which  was  due  in  part  to  increased  muscle 
tone  on  both  sides  which  was  more  marked  on  left 
side;  sense  of  position  was  also  more  disturbed  on 
this  side.  Station  was  unsteady  dependent  on 
disturbed  position  sense  in  lower  extremities.  Fin- 
ger to  finger,  and  finger  to  nose  test  well  done, 
cranial  nerves  all  intact.  The  upper  extreniities 
were  entirely  negative.  Lower  extremities,  slight 
loss  of  power  on  left  side  with  increase  of  muscle 
tone;  position  sense  disturbed  on  both  sides,  but 
more  marked  on  left.  Deep  reflexes  more  active 
on  left,  and  increased  on  both  sides.  Plantar  re- 
flex normal  on  right;  extension  in  type  on  left; 
clonus  not  elicited  on  either  side.  Sensory  exami- 
nation. Tactile  sensation  very  much  diminished 
on  both  sides  but  more  so  on  right  side;  this  ex- 
tended to  the  abdomen  but  the  level  was  not  well 
defined,  as  near  as  could  be  the  change  was  at 
the  level  of  the  eighth  thoracic  segment.  Reflexes 
regai’ding  heat  and  cold,  variable,  showing  some 
disturbance  existing  but  not  very  definite.  Lumbar 
puncture  done  August  4.  Fluid  under  no  pressure; 
with  the  spinal  puncture  needle  in  the  canal 
pressure  on  the  jugulars  failed  to  increase  the 
pressure  in  the  needle,  showing  that  we  were  deal- 
ing with  a canal  which  was  blocked.  The  fluid  was 
clear;  there  was  a slight  increase  in  globular  and 
two  cells. 

The  diagnosis  of  tumor  of  the  spinal  cord  at  the 
level  of  the  eighth  dorsal  segment  was  made  and 
patient  given  this  opinion.  She  did  not  want  to  be 
operated  upon  and  returned  home.  She  returned 
November  8,  1927,  and  examination  showed  the 
condition  was  progressive;  the  sensory  loss  was 
more  definite  and  the  motor  loss  was  greater  on 
the  right  side,  so  much  so  that  the  patient  could 
get  around  with  difficulty.  Plantar  extension  had 
shown  up  on  right  side. 

The  patient  wanted  more  time  and  consulted  a 
chiropractor  who  used  radio  diagnosis  but  even  an 
up-to-date  individual  as  this  quack  was,  he  could 
not  get  the  right  station.  She  returned  for  opera- 
tion and  was  referred  to  Dr.  Eustace  Semmes  for 
laminectomy. 

The  patient  was  operated  on  about  December  1 
under  local  anesthesia.  At  level  of  the  eighth 
dorsal  an  encapsulated  abscess  was  found;  be- 
tween the  ligamentum  sub-flavous  and  the  dura. 
Both  the  ligament  and  the  dura  were  very  much 
thickened,  the  ligament  and  underlying  tissue  so 
much  so  that  the  spinal  cord  was  squeezed  and  the 
canal  blocked.  We  were  able  to  remove  the  outer 
wall  of  the  abscess,  and  also  remove  a mass  of 
thickened  membranes  between  the  ligament  and 
dura  and  release  pressure  on  the  spinal  cord  it- 
self. The  dura  was  not  opened.  The  fatty  tissue 
between  the  ligament  and  dura  had  disappeared; 
the  bone  was  apparently  normal.  The  operative 


wound,  though  infected  from  the  abscess,  cleared 
up,  and  healed  in  about  thirty  days.  Relief  from 
the  pain  in  the  region  of  the  gall  bladder  and  the 
abdominal  distention  was  noted  in  four  days  after 
operation.  The  other  signs  of  cord  pressure  started 
to  disappear  in  about  one  week.  A letter  from  the 
patient  four  months  after  operation  stated  that 
she  walked  as  well  as  she  ever  did,  and  was  free 
from  pain  and  the  numbness  in  her  legs. 

Case  4.  Catherine  P,  age  14.  Usual  diseases 
of  childhood.  Some  intestinal  upsets  but  not  of 
any  importance.  At  birth  it  was  noted  that  the 
child  had  a birth  mark  on  neck  at  about  level  of 
second  cervical  vertebra.  This  malformation  was 
removed  when  the  child  was  about  eleven  years  of 
age  and  nothing  more  thought  of  it. 

When  about  twelve  years  of  age  the  child  com- 
plained of  a stiff  neck  accompanied  by  some  pain; 
this  lasted  about  two  weeks  and  subsided  with  sim- 
ple measures.  About  December  15,  1927,  the  same 
stiffness  and  pain  in  lower  cervical  region  re- 
appeared. The  pain  and  stiffness  in  neck  gradu- 
ally grew  worse  accompanied  by  pain,  numbness 
and  tingling  in  both  arms,  worse  on  right  side  and 
from  about  February  1 there  was  a gradual  loss 
of  power  in  right  hand  and  arm.  Light  massage 
of  right  arm  caused  a feeling  such  as  electric  cur- 
rent passing  through  the  extremity  but  deep 
pressure  was  not  disagreeable.  There  was  some 
wasting  and  loss  of  power  in  left  arm  but  not  so 
much  as  on  right  side.  Diminished  sensations  over 
both  arms  more  marked  on  right  side. 

This  child  was  seen  by  a number  of  men  with 
as  many  diagnoses.  Osteopathic  manipulation  made 
her  condition  worse.  Her  parents  consulted  Dr. 
Willis  C.  Campbell  about  February  15.  X-ray  ex- 


Numbness  in  both  arms  worse  on  right.  3.  Weak- 
ness in  right  arm  and  band.  4.  Spastic  lower  ex- 
tremities. 


December,  1928 


SPINAL  CORD  TUMORS— Hayes  and  Semmes 


297 


amination  did  not  show  any  bony  changes  but  it 
was  considerad  advisable  to  try  traction  for  a time 
at  least.  At  the  end  of  two  weeks  with  extension 
apparatus  applied  and  no  relief  obtained  she  was 
referred  for  neurological  examination.  Consider- 
ing the  history,  negative  X-ray  findings,  along  with 
increased  deep  reflexes  on  both  sides,  position  Bab- 
inski  on  both  sides  and  the  Queckenstedt  positive. 


Case  5.  1.  Chronological  Sequence  of  Symptoms. 
1.  Pain  referred  to  left  hip.  2.  Pain  later  referred 
over  entire  leg.  3.  Sensory  changes  over  right  leg. 


in  pain  in  leg.  This  statement  sounded  something 
of  psychoneurotic  character. 

Physical  Examination.  Head,  upper  extremities 
and  chest  negative.  Area  of  diminished  sensation 
saddle  type  over  sacrum  most  marked;  over  other 
portion  of  right  leg  there  was  a slight  impairment 
but  this  was  very  slight.  Slight  wasting  of  left 
thigh  accompanied  by  considerable  loss  of  power 
on  this  side.  Left  foot  feels  slightly  colder  than 
right;  deep  reflexes  diminished.  Plantar  reflexes 
normal.  Retention  of  urine  with  overflow  for 
about  eight  months.  Patient  constipated  for 
about  eight  months.  X-ray  of  all  joints  negative. 
Spinal  puncture  positive  Queckenstedt  and  a fluid 
slightly  yellow.  This  patient  was  referred  to  Dr. 
Semmes  by  Dr.  Chaney.  Operation  done  February 
23  at  level  of  twelfth  dorsal,  and  extending  down- 
ward about  two  inches  from  this  the  tumor  was 
found  against  this  portion  of  the  cord,  and  lying 
in  the  terminal  filaments  of  the  cord.  It  was  re- 
moved without  difficulty  and  the  patient  is  doing 
very  well. 

Case  6.  Lula  M.  B.,  age  20.  Tonsils  removed 
about  eight  years  ago.  Appendix  removed  about 
two  years  ago. 

The  patient  has  been  having  pain  in  lower  back 
and  left  hip  for  about  ten  years,  and  much  worse 
for  past  three  years.  She  always  had  more  pain 
when  lying  down  than  when  in  an  upright  or  sit- 
ting posture  which  is  what  we  expect  in  cauda 
equina  tumors.  She  has  had  difficulty  in  con- 
trolling bladder  for  past  three  or  four  years.  In 
January,  1927,  she  hdd  some  pain  in  right  shoulder. 


the  diagnosis  of  cord  tumor  at  about  level  of 
seventh  cervical  segment  was  plain. 

The  patient  was  operated  on,  March  13,  1928.  A 
cystic  tumor  was  found  extending  from  the  level  of 
the  second  cervical,  communicating  with  the  old 
birth  mark  and  extending  to  the  foramen  magnum. 
The  tumor  was  removed  with  little  trouble.  The 
patient  did  well  for  about  thirty-six  hours  after 
operation  when  she  developed  a hyperpyrexia,  the 
temperature  rising  to  107.  This  temperature  con- 
tinued and  cardiac  and  respiratory  centers  also 
showed  disturbances.  The  patient  died  March 
15,  1928,  of  medullary  failure. 

Case  5.  Mr.  Me.  M.,  age  37.  General  health 
good  except  for  nasal  pharangeal  catarrh.  His 
present  trouble  started  about  two  years  ago  with 
pain  which  was  referred  to  left  hip  joint.  At  first 
this  pain  was  transitory  and  was  not  referred  down 
the  leg.  About  ten  months  ago  this  pain  became 
almost  constant,  was  referred  down  the  whole  leg, 
areas  about  the  knee  and  heel  having  been  worse. 
When  in  bed  he  did  not  have  dull  pain  in  back,  but 
position  did  not  apparently  have  any  effect  on  pain 
in  legs.  None  of  the  joints  were  ever  enlarged. 
The  patient  thought  that  there  was  a spot  on  top 
of  his  head,  pressure  on  which  would  cause  increase 


Case  6.  Chronological  Sequence  of  Symptoms. 

1.  Pain  in  back  and  left  hip,  ten  years’  duration. 

2.  Weakness  of  left  leg.  3.  Numbness  of  right 
leg.  4.  Interference  with  control  of  bladder.  5. 
Marked  scoliosis 
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some  headache  and  peculiar  feeling  in  her  head. 
At  this  time  she  entered  a hospital  and  her  sinuses 
were  thought  to  be  responsible  for  the  pain ; radical 
operations  were  done  on  her  sinuses.  Her  pain 
in  right  shoulder  and  the  headaches  were  appar- 
ently relieved,  but  the  pain  in  left  hip  persisted. 
She  has  developed  a marked  scoliosis  in  dorsal  re- 
gion in  past  three  years,  very  porbably  dependent 
on  the  pain  in  left  hip.  For  the  past  year  she  has 
been  losing  power  in  left  hip  and  has  had  some 
numbness  in  right  foot. 

Physical  Examination.  Head,  chest,  upper  ex- 
tremities negative.  There  is  a marked  scoliosis  to 
the  right  in  the  dorsal  region.  Abdominal  reflexes 
all  present  and  equal.  There  is  some  loss  of  power 
in  left  leg  but  no  atrophy.  The  right  leg  is  nor- 
mal as  to  power.  Ankle  jerks  and  knee  jerks  ab- 
sent. Plantar  response  normal.  Sensory  examina- 
tion showed  left  leg  normal.  On  the  right  side 
there  was  a very  slight  change,  her  replies  were 
not  constant,  showing  some  diminution  of  the 
acuity  to  touch  and  pain.  A very  indefinite  level  ex- 
isted about  the  crest  of  the  ilium,  but  this  was 
found  quite  vague.  Spinal  puncture  showed  a posi- 
tive Queckenstedt  and  Zanthrochromatic  fluid. 
Laminectomy  done  by  Dr.  Semmes  April  2,  1928.  A 
tumor  was  found  about  size  of  small  sausage  at 
about  level  of  twelfth  dorsal  and  extending  down- 
ward. The  tumor  was  removed  without  difficulty 
and  the  patient  is  doing  well. 

899  Madison  Ave. 


DISCUSSION 

DR.  C.  C.  TURNER,  Memphis:  I feel  that  the 
problem  before  us  is  a question  of  prognosis  of 
cord  tumors,  and  the  recognition  of  them.  Cush- 
ing classifies  brain  tumors  as  those  recognized  at 
operation,  those  recognized  before  operation  and 
those  that  have  not  been  operated  or  diagnosed, 
the  tumor  suspects.  I think  it  is  well  to  have 
spinal  cord  suspects.  We  have  patients  referred  to 
us  with  many  different  symptoms,  and  we  have 
the  clinical  symptoms  referred  to  by  Dr.  Hayes, 
and  the  findings,  showing  definite  spinal  block.  I 
think  we  should  be  more  on  the  lookout  for  these 
cases.  I believe  the  difference  in  the  figures  on 
spinal  cord  tumors  and  cerebral  tumors  is  largely 
a lack  of  recognition  of  the  cord  tumors.  We  re- 
cently saw  a patient  who  was  referred  on  sus- 
picion of  spinal  cord  syphilis,  because  of  bladder 
disturbance  and  a 4 plus  Wassermann  reaction  on 
the  blood.  He  had  retention  of  urine  and  para- 
plegia of  the  legs.  We  did  a lumbar  puncture  and 
found  a yellow  fluid  which  clotted  very  soon  after 
removal,  and  we  found  no  elevation  of  temperature 
at  the  occipital  needle  in  a combined  puncture. 
It  was  definitely  a case  of  syphilis,  but  also  defi- 
nitely spinal  cord  tumor.  The  man  refused  opera- 
tion and  died  but  no  postmortem  could  be  obtained. 

Patients  come  in  complaining  of  many  things. 
Some  claim  that  kneeling  will  give  relief  instantly. 


The  swaying  of  the  back  takes  the  tension  off  the 
cord  and  relieves  the  root  pain.  They  get  into  the 
knee-chest  position  in  some  instances  to  get  relief 
from  pain.  They  are  treated  for  rheumatism,  sciat- 
ica and  whatnot,  when  the  true  diagnosis  is  tumor. 
I think  we  should  be  on  the  lookout  for  these  cases, 
and  more  patients  should  be  offered  the  advantage 
of  laminectomy.  I think  there  are  not  enough  of 
these  operations  being  done.  There  is  nothing  par- 
ticularly difficult  about  it  and  if  the  procedure  is 
understood  no  harm  is  done.  We  can  often  diag- 
nose conditions  in  this  way  that  cannot  be  dis- 
covered through  any  other  means.  I think  explora- 
tory laminectomies  should  be  done  as  often  as 
exploratory  laparotomies. 

DR.  JOSEPH  P.  KELLER,  Nashville:  As  a 
medical  man,  I wish  to  emphasize  some  of  the 
things  Dr.  Turner  mentioned.  I saw  two  cases  last 
year,  one  of  them  in  the  wife  of  a man  who  was 
prominent  in  this  Society  for  many  years.  The 
chief  symptom  was  pain  at  the  level  of  the  sixth 
or  seventh  dorsal  vertebra.  The  Wassermann  re- 
action was  negative.  The  laboratory  findings,  and 
the  spinal  fluid  were  negative,  except  for  a slight 
elevation  in  the  cell  count.  An  orthopedic  man 
who  saw  the  patient  with  me  thought  it  was  prob- 
ably a case  of  spondylitis,  because  of  the  presence 
of  booklets  on  the  vertebrae  in  that  region.  I think 
the  roentgenologists  will  bear  us  out  that  in  routine 
examinations  they  find  these  booklets  quite  often 
when  they  are  not  the  cause  of  pathology.  This 
woman  had  the  pain  for  eight  or  ten  months;  it 
was  growing  worse  all  the  time,  and  required  large 
doses  of  opiates.  A cord  tumor  was  suspected. 
Later  she  developed  some  paresthesia  and  motor 
disturbance,  which  was  worse  in  the  right  leg.  In 
the  beginning  knee  jerks  were  more  pronounced  on 
that  side.  Operation  was  advised,  and  performed 
by  Dr.  Sachs,  who  reported  a sarcoma  of  the  cord. 
The  patient  lived  for  six  weeks  or  two  months 
with  some  relief  from  the  pressure. 

The  other  case  was  that  of  a man,  aged  74,  with 
practically  the  same  train  of  symptoms,  and  I sus- 
pected this  same  condition.  He  was  taken  to  the 
Protestant  Hospital,  where  careful  examination 
was  made,  including  complete  X-ray  study,  but 
nothing  was  found.  The  stomach  was  apparently 
normal.  His  pain  was  more  to  the  left  than  in  the 
other  case.  He  refused  a spinal  puncture,  but  the 
blood  Wassermann  reaction  was  negative.  I had 
suspected  a cord  tumor  from  the  beginning  and  an 
orthopedist  agreed  with  this  diagnosis.  The  patient 
died  in  about  three  months  from  the  time  I first 
saw  him,  I think  of  a malignant  tumor  of  the  cord. 
Before  death  he  developed  some  paresthesia  and 
motor  disturbance  in  the  left  leg. 

DR.  THOMAS  D.  McKINNEY,  Nashville:  The 
frequency  with  which  spinal  cord  tumors  are  diag- 
nosed is  directly  proportional  to  the  constancy  with 
which  these  lesions  are  suspected  and  search  in- 
stituted. From  the  standpoint  of  surgery  of  the 
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nervous  system  spinal  cord  tumors  comprise  one  of 
the  most  satisfactory  divisions  in  this  field.  This 
is  due  to  the  faot  that  they  are  usually  accessible 
and  the  percentage  of  malignancy  is  not  high  com- 
pared with  tumors  of  the  brain.  It  is  unfortunate 
that  so  many  of  these  patients  are  allowed  to 
progress  to  late  stages  when  degenerative  changes 
have  occurred  in  the  fiber  tracts  so  that  complete 
recovery  is  not  possible  after  surgical  removal  of 
the  growth.  Again  post-operative  complications, 
such  as  bladder  and  kidney  infections,  may  cause 
the  death  of  the  patient  after  an  operation  which 


should  have  been  successful  if  performed  at  an 
earlier  stage  of  the  disease. 

DR.  H.  J.  HAYES,  Memphis  (closing)  : I agree 
with  the  statement  that  spinal  cord  tumors  are  not 
so  infrequent  as  is  often  believed.  These  six  cases 
have  been  accumulated  since  last  November,  and 
I have  three  other  tumor  suspects,  who  very  likely 
have  cord  tumors,  under  observation  now.  I think 
the  time  to  deal  with  these  individuals  is  as  early 
as  possible,  before  they  develop  involvement  of  the 
bladder,  and,  even  though  the  tumor  may  be  re- 
moved, die  of  sepsis  following  urinary  infection. 
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A NOTE  ON  THE  TREATMENT  OF  LYE  STRICTURE  OF  THE 

ESOPHAGUS 


Richmond  McKinney,  M.D.,  Memphis 


Although  I have  now  had  an  ex- 
perience comprising  sixty  to  seventy 
cases  of  lye  strictures  of  the  esopha- 
gus which  have  come  into  my  hands  for 
treatment,  I may  say  that  I have  rarely 
found  one  of  these  cases  that  was  not  a 
problem  in  itself.  The  richer  my  experi- 
ence, the  more  firmly  am  I convinced  of  the 
importance  of  an  early  gastrostomy  in  these 
cases.  There  are  very  few  lye  stricture 
cases  where  sufficient  nourishment  is  being 
obtained  by  way  of  the  esophagus,  and 
many  of  them  when  first  seen  show  only  a 
trickle  of  barium  solution  through  the  stric- 
tured  area,  or  complete  closure  of  the  esoph- 
ageal lumen.  The  latter  condition,  of 
course,  demands  immediate  gastrostomy, 
else  death  from  water  hunger  speedily  en- 
sues. If  there  is  a small  opening,  this  may 
be  large  enough  to  get  fluids  through,  but 
under-nourishment  brings  rapid  emaciation 
and  loss  of  strength.  A gastrostomy  puts 
the  esophagus  at  rest,  affords  a means  of 
proper  nourishment  to  the  patient,  and 
gives  the  surgeon  an  opportunity  to  work 
leisurely  and  carefully  in  his  endeavors  to 
restore  the  lumen  of  the  esophagus.  Most 
of  these  cases  are  likely  to  die  from  under- 
nourishment before  the  stricture  can  be  suf- 
ficiently well  dilated  if  a means  of  nourish- 
ing them  is  not  provided  by  way  of  a gas- 
tric fistula.  If  there  is  even  the  smallest 
opening  through  the  esophagus  a thread 
can  be  swallowed  which  will  pass  through 
this  opening  into  the  stomach,  and  by  pull- 
ing it  through  the  gastric  fistula,  furnishes 
a guide  for  the  introduction  of  bougies,  and 
then,  so  to  speak,  we  are  “home  free”  in  our 
treatment,  as  it  becomes  merely  a matter  of 
gradually  increasing  the  size  of  the  bougies 
with  which  dilatation  is  practiced. 

The  possibility  of  death  is  not  always  ob- 
viated by  a gastrostomy.  Only  last  winter, 
in  my  service  at  the  Memphis  General  Hos- 
pital, a little  seven-year-old  negro  girl  who 


had  had  a gastrostomy,  and  whose  esopha- 
gus we  had  succeeded  in  dilating  to  that  I 
was  expecting  soon  to  have  it  sufficiently 
enlarged  to  discontinue  feeding  through  the 
fistula,  died  rather  unexpectedly  from  peri- 
tonitis, and  on  autopsy  we  were  led,  from 
our  findings,  to  belive  that  the  wall  of  the 
stomach  where  it  was  attached  to  the  der- 
mal opening  of  the  abdomen  had  become 
detached  in  one  place,  possibly  from 
manipulation  of  the  feeding  tube,  with  re- 
sulting flooding  of  the  peritoneal  cavity 
with  food  materials. 


The  X-ray  picture  that  I show  here  is 
rather  interesting.  It  is  that  of  a negro 
child  three  years  of  age,  who  was  brought 
to  my  service  at  the  Memphis  General  Hos- 
pital, March  26,  1928,  with  a history  of  hav- 
ing swallowed  lye  ten  days  before.  His 
esophagus  was  closed,  and  practically  all 
food,  save  a little  water,  was  being  regurgi- 
tated. On  fluoroscopy  a rather  extensive 
stricture,  beginning  'about  opposite  the 
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seventh  cervical  vertebra,  was  seen. 
Through  this  a small  amount  of  barium 
milk  would  pass,  but  the  child  was  losing 
ground  rapidly  from  under-nourishment,  so 
the  surgical  staff  was  asked  to  do  a gastros- 
tomy for  us.  Dr.  Joe  Francis,  on  the  28th 
of  the  same  month,  made  a gastric  fistula 
high  up  on  the  left  side,  and  anchored  a 
24  French  catheter  in  the  stomach,  through 
which  ample  nourishment  was  introduced. 
At  intervals  dilatation  was  practiced,  but 
with  great  difficulty,  and  a short  while  after 
this,  on  ffuoroscopy,  the  stricture  appar- 
ently was  closed.  Ultimately  I succeeded 
in  getting  a Jackson  ffexible  bougie,  size 
18  French,  through  the  stricture,  but  it 
closed  again.  On  July  7th,  last,  under  ether 
anesthesia,  my  assistant.  Dr.  C.  K.  Lewis, 
dilated  the  stricture,  and  introduced  a cath- 
eter through  the  esophagus  into  the  stom- 
ach, filled  the  catheter  with  barium 
solution,  and  anchored  it  with  a silk  thread. 
The  X-ray  picture  was  then  made,  and  in 
this  can  be  seen  the  barium-filled  catheter 


going  into  the  stomach,  and  also  the  feeding 
tube  through  the  gastric  fistula  into  the 
stomach.  (See  X-ray  picture.)  The  next 
day  the  catheter  was  coughed  up  from  the 
esophagus,  but  evidently  had  been  service- 
able, for  we  have  had  no  difficulty  in  getting 
through  the  stricture  since,  and  after  dilat- 
ing this  several  times  with  a French  24 
bougie  I asked  Dr.  Francis  to  close  the  gas- 
tric fistula,  which  was  done  July  23rd.  The 
child  is  now  doing  splendidly. 

As  already  remarked,  these  cases  indi- 
vidually and  collectively  present  difficulties, 
and  unfortunately  our  troubles  with  them 
do  not  end  with  mere  dilatation,  for  this 
must  be  continued  at  intervals  in  the  fu- 
ture. The  Jackson  fiexible  linen  bougies 
have  been  found  by  me  to  be  best  for  this 
purpose,  but  no  matter  what  is  used  in 
dilating  esophageal  strictures,  I most  ear- 
nestly urge  that  extreme  care  be  used,  as 
perforation  of  esophageal  wall  and  certain 
fatality  is  very,  very  easy. 
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CERTAIN  FUNCTIONAL  DISORDERS  OF  THE  COLON* 


Sam  P.  Bailey,  M.D.,  Nashville 


The  symptom  complex  under  discus- 
sion often  bears  one  of  the  following 
labels : intestinal  indigestion,  dys- 
pepsia, nervous  indigestion,  flatulancy, 
hyperacidity,  hypoacidity,  gastro-intestinal 
neurosis,  spastic  constipation,  spastic  coli- 
tis, irritable  colon,  disordered  colon,  neuras- 
thenia, and  possibly  many  others.  The  pa- 
tient usually  speaks  of  stomach  trouble,  and 
the  physician  is  often  misled  by  the  pa- 
tient’s history,  and  treats  him  accordingly. 
This  tendency  for  the  physician  to  attribute 
all  symptoms  of  so-called  ingestion  to  trou- 
ble with  the  stomach  is  to  some  extent  the 
result  of  the  work  of  Kussmal  who,  in  1867, 
wrote  on  the  value  of  the  stomach  tube  in 
dilatation  of  the  stomach.  “The  use  of  the 
tube  gave  a means  of  studying  the  gastric 
secretions,  and,  as  it  was  the  only  known 
means  of  studying  the  gastro-intestinal 
tract  objectively,  it  was  a logical  result  that 
abdominal  symptoms  should  have  been  ex- 
plained on  a basis  of  hyper  or  hypo  acid- 
ity.” Van  den  Velden’s  discovery  in  1879, 
that  hydrochloric  acid  was  decreased  in  car- 
cinoma of  the  stomach,  gave  a great  impe- 
tus to  this  means  of  study. 

Within  recent  years,  largely  through  the 
efforts  of  a few  clinicians,  the  colon  has  be- 
gun to  be  recognized  as  the  seat  of  various 
digestive  complaints.  It  is  exceptional  to 
find  a normally  functioning  colon  among  the 
cases  of  chronically  disordered  digestion. 
Enteric  spasticity  is  no  new  thing.  Einhorn 
described  it  about  thirty  years  ago.  X-ray 
examinations  with  the  opaque  meal  have 
shown  that  spasticity  and  hypermotility  of 
the  colon  are  even  more  frequent  than  was 
supposed.  There  is  a great  incidence  of  it 
in  the  young  and  middle-aged  and  otherwise 
normal  individuals. 

Before  considering  the  disordered  colon, 
it  may  be  worth  while  to  study  some  of  the 
characteristics  of  the  normal  colon.  The 

*Read  before  the  Middle  Tennessee  Medical 
Association,  Columbia,  Tenn.,  November  22,  1928. 


colon  varies  in  anatomy  and  function  in  the 
various  types  of  animals.  In  the  herbi- 
vorous animal  it  is  extremely  large  and  sac- 
culated and  is  able  to  digest  a large  amount 
of  cellulose  or  indigestible  vegetable  mat- 
ter; while  in  the  carnivorous  animal  it  is  a 
short  narrow  tube.  Faddists  should  cer- 
tainly consider  the  anatomy  of  the  colon  and 
its  capabilities  before  advising  a raw  fruit 
and  vegetable  diet  for  the  human.  Man 
seems  to  have  been  designed  for  an  omniv- 
orous— mixed  vegetable  and  meat — diet; 
this  is  shown  by  the  teeth  and  digestive 
tract.  The  colon  in  man  is  partly  saccu- 
lated, but  its  shortness  in  comparison  with 
the  rest  of  the  bowel  and  the  smallness  of 
the  cecum  show  that  it  was  designed  for 
handling  only  a small  amount  of  cellulose. 

The  small  intestine  empties  into  the  large 
through  the  ileocecal  valve.  The  divisions 
of  the  colon  are  well  known.  The  position 
matters  little.  So  frequently  is  the  colon 
found  in  the  pelvis  that  this  may  be  con- 
sidered one  of  its  normal  locations.  Much 
less  attention  is  now  paid  to  a slight  kinking 
than  formerly. 

The  nerve  supply  differs  from  that  of  the 
small  intestine.  The  vagus  nerve  does  not 
reach  the  colon.  The  main  supply  is  from 
the  anterior  roots  of  the  sacral  nerves 
through  the  connector  neurons  which  join 
together  on  each  side  to  form  the  nervus 
erigens,  better  termed  the  pelvic  nerve. 
This  connects  with  plexuses  in  the  walls  of 
the  bladder  and  rectum  which  are  generally 
called  the  hypogastric  nerves,  but  are  so  in- 
timately connected  with  the  pelvic  nerve 
that  they  should  be  called  the  pelvic  plexus. 
The  pelvic  nerve  corresponds  to  the  vagus 
nerve  in  the  small  intestine.  While  the  hy- 
pogastric corresponds  to  the  sympathetic. 

In  man  the  intestinal  content  is  pushed 
into  the  colon  in  a liquid  state.  Here  some 
slight  digestion  of  cellulose  takes  place 
through  bacterial  fermentation.  Some  of 
the  final  products  of  digestion  are  absorbed. 
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The  fluids  that  have  been  taken  by  mouth 
and  that  have  poured  in  from  the  digestive 
glands  are  returned  to  the  general  circula- 
tion. Finally  it  serves  as  a reservoir  in 
which  the  semi-solid  waste  can  be  held  until 
it  can  conveniently  be  voided.  The  first 
part  of  an  average  meal  reaches  the  colon 
in  about  four  hours  and  is  evacuated  in 
from  twenty-four  to  forty-eight  hours. 

When  there  is  an  increased  irritability 
of  the  neuro-muscular  mechanism  of  the 
colon  a perversion  of  the  colonic  function 
will  occur.  This  may  be  manifest  clinically 
either  by  a spasm  of  the  colon  with  consti- 
pation or  by  a hypermotility  with  diarrhea. 
The  muscular  tone  of  the  rectum  and  sig- 
moid is  normally  higher  than  of  the  colon 
immediately  above  and  in  this  way  keeps 
the  feces  from  backing  up  in  the  rectum 
except  after  a meal  or  a peristaltic  rush. 
Anything  that  causes  a spasm  of  the  lower 
segment  will  keep  the  feces  from  reaching 
the  sensitive  area  in  the  anal  canal  where 
the  defecation  reflex  starts.  The  normal 
bowel  reacts  to  normal  stimulus  giving  rise 
to  a normal  bowel  movement  without  pain 
or  discomfort.  If  this  stimulus  be  increased, 
as  with  rough  food,  enemata  or  cathartic, 
and  the  bowel  is  more  responsive  to  a stimu- 
lus as  in  a disordered  colon  then  a diarrhea 
with  pain  and  mushy  stools  may  follow. 

In  the  purely  functional  case  this  spas- 
ticity seems  to  be  due  to  an  inherent  ir- 
ritability of  the  neuro-muscular  mechanism. 
In  other  instances  it  may  be  due  to  colonic 
abuse  from  diet,  purgatives  and  enemata. 
It  may  also  be  due  to  foci  of  infection  about 
the  gastro-intestinal  tract  or  even  distant 
ones. 

The  symptoms  are  diverse.  Perhaps  the 
most  constant  ones  are  an  indefinite  discom- 
fort and  a sense  of  fullness  across  the  lower 
abdomen.  The  discomfort  is  usually  in  the 
form  of  a mild  griping  sensation  usually 
beginning  in  the  region  of  the  umbilicus 
and  radiation  over  the  abdomen,  especially 
the  lower  part.  Sometimes  the  pain  goes, 
through  to  the  lumbar  and  sacro-iliac  re- 
gions. The  pain  is  occasionally  severe  in 
character  and  at  this  time  is  made  worse 
by  pressure.  There  is  great  difficulty  in  lo- 
cating the  point  of  maximum  intensity.  A 


characteristic  thing  is  its  haphazardness  in 
appearance;  it  may  come  on  before  break- 
fast, immediately  after  eating  or  several 
hours  after  meals. 

Often  associated  with  the  pain  is  a rum- 
bling noise  in  the  abdomen  and  a sense  of 
fullness.  The  patient  complains  of  an  ex- 
cess of  gas  and  becomes  a great  belcher. 
This  has  no  relation  to  food  ingestion.  Some 
suffer  with  aerophagia.  Practically  all  have 
tried  to  get  relief  from  the  bicarbonate  of 
soda  before  reaching  the  doctor’s  office.  This 
may  give  some  help  from  the  discomfort 
and  fullness  but  only  after  belching  has 
taken  place. 

Many  have  found  out  that  certain  articles 
of  food  make  them  worse;  this  is  particu- 
larly true  of  apples,  pears,  cabbage  and 
other  leafy  vegetables.  I have  a patient  in 
mind  that  always  goes  on  a diet  of  milk, 
eggs,  and  toast  when  her  colon  becomes 
more  irritable  than  usual.  Some  of  these 
sufferers  have  been  advised  to  go  on  a rough 
diet  in  order  to  relieve  their  constipation 
and  are  made  worse. 

Many  have  the  cathartic  habit ; some  drug 
is  taken  every  night  or  morning,  and  the 
irritation  in  the  colon  is  increased.  The 
colon  is  emptied  by  this  means  and  very 
naturally  the  bowels  do  not  move  the  fol- 
lowing day,  the  individual  is  afraid  to  wait 
until  the  next  day  for  the  normal  function 
of  the  bowels  to  be  resumed  and  takes  an- 
other laxative  and  so  on.  Others  have  been 
impressed  with  the  great  danger  of  the 
cathartic  habit  and  have  taken  up  the  ene- 
mata habit.  Several  years  ago  magazines 
carried  advertisements  of  internal  baths  as 
a cure  for  many  of  the  human  ills ; this  was 
a system  of  colonic  irrigations.  In  the 
larger  cities  institutes  to  give  these  treat- 
ments were  in  great  vogue.  These  irriga- 
tions in  many  instances  irritated  the  colon 
and  brought  many  people  into  the  class  un- 
der discussion.  After  a time  these  victims 
complain  that  enematas  no  longer  do  them 
any  good.  They  are  unable  to  retain  the 
water,  it  being  rapidly  expelled.  It  is  very 
characteristic  of  this  condition  that  the  ab- 
dominal discomfort  of  which  they  complain 
is  reproduced  by  when  the  enemata  is  at- 
tempted. 
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The  constipation  is  often  interrupted  by 
an  attack  of  diarrhea  with  several  large 
mushy  stools  a day.  The  mushy  stool  mixed 
with  mucus  is  typical  of  this  condition.  The 
first  part  of  the  stool  may  be  formed  or 
even  in  hard  lumps  and  the  last  part  mushy 
or  even  liquid.  The  mucus  in  these  cases  is 
usually  found  coating  or  mixed  with  the 
stool  and  not  in  strings  as  in  mucus  colitis. 

The  patient  tells  the  physician  of  so  many 
other  things  that  the  doctor  is  inclined  to 
think  that  the  Lamentations  of  Jeremiah 
was  the  work  of  an  amateur  complainer. 
There  is  a bad  taste  in  the  mouth  early  in 
the  morning;  the  appetite  is  gone.  They 
are  afraid  to  eat  because  everything  dis- 
agrees with  them.  They  have  a dull  head- 
ache and  mental  lethargy.  They  have  lost 
strength  and  tire  easily.  To  recite  all  of 
their  minor  complaints  would  take  forever. 
One  wise  physician  has  said  that  when  the 
history  of  a gastro-intestinal  case  covers 
over  one  page  of  record  paper,  the  patient’s 
complaint  is  usually  of  a functional  nature. 

One  impressive  feature  is  that  the  degree 
of  physical  discomfort  is  all  out  of  propor- 
tion to  the  physical  findings  and  organic 
changes  in  these  cases.  Examination  shows 
the  patient  to  be  a slender  individual  with 
a sallow  complexion  and  a tendency  to  com- 
plain. The  surface  of  the  abdomen  may 
be  marred  by  several  lineal  scars — the  re- 
minder of  attacks  by  surgeons.  How  many 
times  have  we  all  seen  patients  complain- 
ing of  a gassy  indigestion  made  worse  by 
the  removal  of  an  appendix  or  gall  blad- 
der? The  abdomen  is  distended  and  tym' 
panic — particularly  the  lower  part.  There 
may  be  a slight  general  tenderness;  the 
colon  is  felt  as  a firm,  slender  tube.  Procto- 
scopic examination  may  reveal  the  presence 
of  mucus,  otherwise  it  is  negative.  Analy- 
sis of  the  gastric  juice  is  of  little  aid.  The 
feces  are  mushy  and  mixed  with  mucus ; at 
other  times  there  may  be  hard  lumps  cov- 
ered with  mucus.  During  the  periods  of 
acute  irritation  the  temperature  may  rise 
to  99  or  even  100  degrees,  and  the  White 
Blood  Count  to  about  10,000  or  12,000. 

The  diagnosis  can  always  be  made  from 
an  X-ray  examination.  Most  observers 
prefer  the  oral  administration.  In  the  cases 


with  hypermotility  the  head  of  the  opaque 
column  is  in  the  rectum  in  nine  hours  and 
a stool  containing  barium  may  have  been 
passed.  There  is  a marked  irregularity  in 
the  size,  shape  and  spacing  of  the  saccula- 
tions.  In  other  instances  there  is  almost  a 
complete  loss  of  sacculations  producing  a 
ragged  and  twisted  fecal  column.  The 
barium  enemata  usually  produces  colicky 
pain.  The  colon  may  fill  and  empty  rapidly, 
or  the  enemata  may  only  pass  in  a short 
distance  and  return. 

The  diagnosis  may  be  made  from  the  his- 
tory of  mild  colicky  pain ; the  point  of  maxi- 
mum intensity  can  not  be  located.  Gas  is 
belched  in  large  amounts,  and  there  is  a 
sensation  of  bloating  in  the  lower  abdomen. 
Bicarbonate  of  soda  gives  relief  from  the 
discomfort  but  only  after  belching.  There 
is  the  history  of  colonic  abuse;  rough  food, 
purgatives  and  enematas.  The  bowels  are 
constipated  with  intermittent  attacks  of  a 
mild  diarrhea.  The  characteristic  pain 
may  be  reproduced  by  an  enemata.  The 
stools  are  usually  mushy  in  consistency  and 
are  mixed  with  a little  mucus.  The  colon 
may  be  palpated  as  a firm,  slender  tube. 
X-ray  examination  reveals  the  rapid  prog- 
ress of  the  opaque  meal  and  the  smoothing 
out  of  the  sacculations  in  the  colon. 

One  should  be  extremely  careful  in  diag- 
nosing any  of  the  human  ills  as  being  of  a 
purely  functional  nature.  This  is  particu- 
larly true  of  the  digestive  tract.  In  older 
individuals  all  the  symptoms  outlined  may 
be  seen  in  cancer  somewhere  along  the  di- 
gestive tract.  Other  things  that  must  be 
considered  are  cholecystitis,  cholelithiasis, 
peptic  ulcer,  appendicitis,  intestinal  para- 
sites, chronic  ulcerative  colitis  and  other  ab- 
dominal disorders.  Examination  of  the  anal 
canal  may  show  that  what  we  thought  to 
be  purely  functional  is  due  to  hemorrhoids, 
fistula  or  cryptitis. 

The  ultimate  aim  of  the  treatment  is  to 
give  the  colon  an  opportunity  to  quiet 
down.  The  first  step  in  the  care  of  these 
cases  is  to  exclude  the  presence  of  organic 
disease  of  any  kind.  Should  this  be  the 
case,  it  should  be  corrected  as  far  as  pos- 
sible before  turning  attention  to  the  dis- 
ordered colon.  Foci  of  infection,  especially 
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those  associated  with  the  digestive  tract, 
should  be  looked  into.  In  the  underpar  in- 
dividual with  a purely  functional  disorder, 
rest  in  bed  away  from  family  and  friends 
may  be  necessary. 

Stop  all  laxatives,  enematas,  and  coarse 
foods.  One  of  the  most  important  steps 
is  to  correct  the  diet.  Many  of  these  pa- 
tients have,  as  have  so  many  of  our  chron- 
ically ill  ones,  become  diet  faddists.  They 
have  decided  on  account  of  their  troubles 
to  go  on  a vegetarian  diet  or  iacto- 
vegetarian  diet  with  raw  fruits  and  raw 
vegetables  in  abundance.  All  food  with  a 
large  amount  of  residue  aggravate  this  co- 
lonic disturbance. 

Start  with  a diet  of  milk,  butter  milk, 
eggs,  cereals — cooked  or  prepared,  avoid 
those  containing  bran,  oatmeal  should  be 
strained — bread  from  white  flour,  vegeta- 
bles should  all  be  forced  through  a ricer, 
strained  orange  or  grapefruit  juice,  chicken, 
fish  and  ground  beef.  Avoid  stimulants  as 
coffee,  pepper,  spices  or  alcholic  drinks.  In 
arranging  the  diet  be  sure  that  the  total 
caloric  value  is  sufficient  because  many  of 
these  sufferers  are  already  underweight. 

The  acute  pain  may  be  relieved  by  heat 
and  antispasmodics.  Tincture  of  bella- 


donna in  doses  of  ten  to  fifteen  drops  three 
times  a day  is  useful  in  relaxing  the  spasm. 
If  the  low  residue  diet  and  the  belladonna 
does  not  check  the  diarrhea,  a mixture  of 
bismuth  and  charcoal  is  helpful.  If  the  con- 
stipation is  not  helped  by  the  diet  and  anti- 
spasmodic  give  an  enernata  of  about  one 
pint  of  tap  water.  Some  times  it  is  neces- 
sary to  aid  this  with  mineral  oil.  Of  course 
the  patient  should  be  instructed  in  going  to 
stool  at  a regular  time.  When  bowel  move- 
ments have  become  established  try  doing 
without  the  artificial  aids  but  keep  up  the 
low  residue  diet. 

Relief  for  long  intervals  may  be  obtained 
by  this  method.  You  may  always  expect 
the  functional  cases  to  recur. 

1.  The  simple  functionally  disordered  colon 

is  a common  complaint. 

2.  It  is  often  diagnosed  as  gastric  in  nature. 

3.  The  diagnosis  is  made  from  history  or 

abdominal  discomfort,  gas,  inspection 
of  stools  and  the  X-ray. 

4.  Relief  may  be  obtained  from  low  residue 

diet  and  antispasmodics. 

5.  There  is  always  a tendency  to  recur- 

rences. 


Doctors  Building. 
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SEPTIC  sore  throat,  streptococcic  sore 
throat.  Recently  I have  seen  a goodly 
number  who  presented  as  their  chief 
complaint,  pain  in  swallowing,  headache, 
muscular  soreness,  and  in  some  instances 
nausea  and  vomiting.  In  the  severe  types, 
the  onset  is  sudden,  accompanied  by  a chill. 
The  temperature  may  be  slight,  or  rise  to 
102  to  105  F.  and  prostration  is  extreme. 
The  throat  is  variable  in  appearance.  Early 
there  is  redness  which  may  be  diffuse,  but 
in  the  cases  I have  recently  seen,  there  has 
been  a redness  of  the  lateral  walls  of  the 
pharynx,  with  the  exception  of  only  a few. 
In  some  instances  the  lateral  walls  of  the 
pharynx  stood  up  to  nearly  the  size  of  the 
posterior  tonsillar  pillars.  Most  of  the 
cases  presented  an  accompanying  adenitis, 
and  it  was  these  cases  that  carried  the 
highest  temperature.  The  tonsils  in  some 
cases  were  also  involved;  in  others  they 
appeared  not  to  be  affected.  One  case,  an 
elderly  gentleman,  who  died,  had  only  a 
very  slight  redness  of  the  lateral  walls  of 
the  pharynx,  but  the  culture  from  this 
throat  yielded  a pure  streptococcic  growth. 
This  case  had  a marked  adenitis  and  later 
cellulitis  of  the  tissues  of  the  neck,  and 
laryngeal  edema.  A tracheotomy  and  free 
incisions  in  the  area  of  cellulitis  failed  to 
restore  the  patient.  Antistreptococcic  poly- 
valent serum  intravenously  apparently  had 
no  effect. 

Practically  all  cases  have  had  a throat 
culture  except  those  which  were  unmistak- 
able from  their  appearance  and  symptoms. 
All  have  been  reported  as  pure  cultures  of 
streptococci.  The  type  of  streptoccus  is 
hemolytic. 

As  to  the  source  of  infection,  two  sources 
of  streptococci  are  recognized  according  to 

*Read  before  the  Bradley  County  Medical  So- 
ciety, March  15,  1928. 


Davis;  the  one  bovine,  the  udder  or  teats 
of  the  cow;  the  other  human,  some  lesion 
in  the  throats,  hands,  etc.,  of  the  milkers  or 
handlers.  The  above  may  be  applied  to  the 
epidemic  form.  Also  it  is  conveyed  by  car- 
riers or  those  who  are  actively  infected,  by 
contact. 

Complications:  The  virulent  streptococci 
are  prone  to  spread  from  the  throat  in  three 
ways:  (1)  along  the  mucous  membrane  to 
adjacent  channels,  sinuses  or  surfaces;  (2) 
through  lymphatics  to  regional  structures, 
especially  lymph  glands;  (3)  by  the  blood 
stream  to  distant  parts  of  the  body. 

(1)  Otitis  Media  has  been  a complication 
in  only  three  of  my  cases;  it  was  bilateral. 
In  each  instance,  myringotomy  was  done 
and  culture  made.  In  no  case  was  a strep- 
tococcic growth  obtained,  staphylococci  be- 
ing reported.  It  appears  that  ear  infections 
are  infrequent. 

(2)  Stomatitis,  ulcerative,  has  been  a 
complication  in  three. 

(3)  Pharyngeal  abscess  has  been  a com- 
plication of  one  case,  a child  of  one  year. 

(4)  Enlarged  lymph  glands  at  the  angle 
of  the  jaw  have  been  present  in  most  cases. 
None  have  suppurated. 

(5)  Peritonsillar  abscess,  one  case. 

(6)  Laryngeal  edema,  two  cases. 

(7)  Ethmoiditis,  six  cases. 

(8)  Other  complications,  arthritis,  ne- 
phritis, endocarditis,  skin  rashes,  etc.,  have 
not  been  present  in  any  of  these  cases. 

Treatment:  On  account  of  the  severe 
toxemia,  patients  should  have  rest  in  bed 
and  not  be  permitted  to  get  up  until  the 
throat  symptoms  have  cleared  and  the 
period  of  complications  has  passed.  Mod- 
erate catharsis,  forced  fluid  intake,  adequate 
nourishment.  The  temperature  may  be  con- 
trolled by  sponging  and  ice  to  the  neck.  I 
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prescribe  salicylates  and  bicarbonate  of 
soda  at  intervals  of  three  hours.  Swab 
throat  very  gently  with  2%  mercurochrome, 
or  gargle  with  hexylresorcinal,  either  full 
strength  or  diluted  with  one-half  water.  In 
addition  to  attention  to  the  throat,  also  have 
the  teeth  cleansed  with  the  same  solution. 
For  the  laryngeal  edema,  if  not  marked,  I 
spray  with  iced  adrenalin  and  have  the  pa- 
tient suck  ice.  If  difficulty  in  breathing 
supervenes,  tracheotomy.  For  abscess  for- 
mation, incision  and  drainage.  In  the  more 
severe  cases,  I have  used  the  stock  anti- 
streptococci polyvalent  serum  with  appar- 
ently good  results  in  all  except  one  case. 
For  sinus  involvement,  shrinkage  with  ephe- 
drine,  a colloidal  silver  spray,  hypertonic 
salt  solution,  irrigation  and  suction. 

Vincent’s  angina  or  trench  mouth:  Since 
the  recent  World  War,  we  have  been  seeing 
and  hearing  more  and  more  of  this  condi- 
tion, which  is  an  acute  infectious  disease, 
presumably  due  to  the  action  of  a spiro- 
chaete  and  a fusiform  bacillus.  It  is  char- 
acterized clinically  by  inflammation  and  the 
formation  of  ulcerated  lesions  located  pri- 
marily on  the  mucous  membrane  of  the 
gums,  cheeks,  tongue  or  tonsils.  When  these 
lesions  are  around  the  teeth,  there  is 
usually  considerable  bleeding  from  the 
gums.  When  on  the  tonsil,  the  ulceration 
is  frequently  covered  with  a grayish  exu- 
date or  membrane,  and  the  adjacent  lymph 
nodes  are  enlarged.  This  infection  may  as- 
sume serious  proportions  and  cause  much 
suffering.  Important  vessels  may  become 
eroded  and  hemorrhage  result.  Consider- 
able destruction  of  tissue  may  occur.  The 
constitutional  disturbance  varies  with  the 
severity  of  the  infection.  The  vitality  of 
the  teeth  may  become  impaired  subse- 
quently. 

If  in  doubt  about  the  diagnosis,  I take  a 
smear  and  either  examine  with  the  micro- 
scope or  send  a smear  to  the  laboratory. 

Complications:  (1)  May  involve  the  epi- 
glotis  and  cause  sloughing.  I saw  such  a 
case  at  the  New  York  Polyclinic  Medical 
School  and  Hospital.  (2)  Osteomyelitis  of 
the  alveolar  processes.  (3)  Bronchial 
spirochetosis  is  a grave  condition  which  may 


follow,  sometimes  terminating  fatally.  (4) 
Hemorrhage  resulting  from  sloughing  into 
blood  vessels. 

Treatment : Arsenic  in  some  form  seems 
to  have  a beneficial  result.  Numerous 
agents  have  been  tried  from  time  to  time.  I 
have  had  very  satisfactory  results  with  the 
old  salvarsan  made  into  a fairly  thick 
emulsion  with  an  oil  base  and  applied  lo- 
cally. The  old  salvarsan  seems  to  act  more 
happily  than  the  other  products  of  salvar- 
san. In  some  cases  it  becomes  necessary 
to  use  one  of  the  arsenicals  intravenously. 
My  most  brilliant  results,  however,  have 
been  from  the  use  of  perborate  of  soda  in 
powder  form  used  as  a dentifrice.  It  makes 
a good  lather,  cleans  the  teeth,  and  rapidly 
clears  up  the  lesions  in  the  gums.  The  per- 
borate of  soda  splits  up  in  the  mouth,  form- 
ing nascent  peroxide  of  hydrogen.  The  teeth 
should  be  brushed  several  times  a day,  us- 
ing the  brush  in  a vertical  direction  rather 
than  horizontally.  As  a gargle  and  mouth 
wash — two  teaspoonfuls  dissolved  in  a glass 
of  warm  water  makes  a saturated  solution 
and  should  be  used  freely. 

Where  the  tonsils  or  other  discrete  lesions 
are  in  evidence,  the  powder  should  be  ap- 
plied directly,  and  is  best  done  by  wrap- 
ping a piece  of  cotton  around  the  end  of  an 
applicator  and  dipping  first  in  water  and 
then  in  the  powder,  thus  making  a paste, 
which  readily  adheres  to  the  tissues  when 
applied  to  the  necrotic  areas.  This  treat- 
ment is  remarkable  in  cases  suffering  with 
severe  pain,  for,  after  its  application,  the 
pain  is  relieved  almost  immediately  and  in 
a short  time  the  patient  is  well,  or  greatly 
improved. 

Syphilis : Most  of  the  cases  with  syphilitic 
lesions  in  the  mouth  which  I see,  come  com- 
plaining with  pain  and  redness  of  the  eye 
or  eyes.  These  are,  of  course,  syphilitic 
iritides.  The  mouth  lesions  are  only  dis- 
covered during  the  examination. 

Lesions  seen  are  mucous  patches,  usually 
seen  on  the  tonsils,  ore-pharynx  or  cheek 
wall,  and  chancre  on  the  lip,  tongue  or  ton- 
sils. As  these  lesions  are  highly  infective, 
great  care  should  be  exercised  during  the 
examination  so  as  not  to  become  infected. 
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The  common  occurrence  of  chancre  on 
the  lips  and  tongue  obviously  depends  on 
the  great  frequency  of  exposure  of  these 
parts  and  the  presence  here  of  breaks  in 
the  epithelium  which  allows  infection  to  en- 
ter. Kissing  is  the  most  common  source 
of  extragenital  chancre.  The  chancre, 
whether  it  appears  on  the  lip,  tongue  or 
tonsil,  closely  resembles  the  genital  chan- 
cre. Usually  it  is  an  eroded  open  lesion 
with  an  indolent  surface  covered  with  a thin 
grayish-yellow  exudate,  which,  when  wiped 
off,  leaves  a red,  ecchymotic,  weeping  sur- 
face, does  not  bleed  easily,  but  has  a serous 
discharge  loaded  with  spirochaetes.  The 
lesion  is  practically  painless,  a most  impor- 
tant point  in  diagnosis. 

Chancre  of  the  tongue  usually  occurs  on 
the  dorsum,  and  is  not  painful.  It  must  be 
differentiated  from  simple  ulcers,  which  are 
more  painful ; from  tubercular  ulcer  which 
is  extremely  painful,  more  rare,  and  occurs 
usually  along  the  edges  or  ventral  surface  of 
the  tongue ; from  carcinoma  which  develops 
more  slowly,  bleeds  freely,  and  is  painful. 
Chancre  of  the  tonsil  is  rather  common,  and 
at  first  resembles  an  ordinary  angina, 
though  it  is  usually  unilateral,  and  after  a 
few  days  may  appear  to  be  punched  out  and 
ulcerated.  It  may  be  covered  with  a thick 
grayish  exudate  and  there  is  often  extensive 
surrounding  edema.  The  lymphatic  glands 
below  the  angle  of  the  jaw  are  usually 
markedly  enlarged  and  painless,  and  there 
is  more  swelling  in  the  adjacent  lymph 
glands  than  would  occur  from  non-syphil- 
itic  lesions  of  similar  size. 

The  mucous  patch  is  the  most  frequent 
form  of  secondary  skin  eruption,  the  papule, 
and  occurs  with  them. 

Mucous  patches  are  superficial  erosions 
on  shallow  ulcers,  seldom  attaining  any 
depth  except  on  the  tonsil.  They  are  found 
in  any  part  of  the  mouth,  pharynx  or 
fauces.  They  may  be  covered  with  a thin 
exudate  which  is  full  of  spirochaetes.  Mu- 
cous patches  usually  cause  the  patient  lit- 
tle discomfort  and  may  even  escape  his 
notice,  and  this  makes  them  all  the  more 
dangerous  as  they  are  highly  infectious. 
Mucous  patches  respond  promptly  to  gen- 
eral specific  medication,  or  disappear  spon- 


taneously during  the  progress  of  the  gen- 
eral disease,  and  as  a rule,  leave  no.  tell- 
tale scar. 

Diphtheria:  Both  Vincent’s  and  syphilis 
of  the  throat,  when  observed  clinically,  may 
be  confused  with  diphtheria,  as  all  three 
conditions  may  show  a very  similar  exudate 
closely  resembling  a membrane.  The  tem- 
perature ^nd  prostration  in  diphtheria  are 
usually  suggestive,  while  a smear  or  culture 
from  the  exudate  in  90  to  95  per  cent  of 
cases  will  show  the  characteristic  Klebs- 
Loeffler  bacillus. 

In  any  severe  acute  inflammatory  condi- 
tion of  the  throat,  a smear  or  culture,  or 
both,  should  always  be  made.  If  in  doubt 
and  diphtheria  is  suspected,  give  anti- 
toxin before  receiving  a report.  By  the 
use  of  the  microscope,  90  per  cent  of  cases 
of  diphtheria  can  be  diagnosed  from  the 
smear  alone. 

From  80  to  85  per  cent  of  all  cases  of 
diphtheria,  as  well  as  deaths  from  the  dis- 
ease, occur  in  children  under  six  years  of 
age. 

Until  the  past  three  or  four  years,  there 
have  been  annually  from  150,000  to  200,000 
cases  of  diphtheria  in  the  United  States, 
with  a mortality  of  twenty  to  twenty-five 
thousand.  Since  the  discovery  of  antitoxin, 
the  mortality  has  dropped  from  45  to  about 
10  per  cent. 

Since  the  discovery  by  Park  of  toxin- 
antitoxin,  the  incidence  of  diphtheria  has 
been  wonderfully  reduced.  I think  it  is 
one  of  the  greatest  medical  contributions  of 
the  past  decade.  For  some  reason,  its  ad- 
ministration has  not  been  accepted  or  ad- 
vocated by  the  profession  as  a whole, 
although  in  many  of  our  largest  cities,  by 
active  campaigns  on  the  part  of  the  health 
departments,  toxin-antitoxin  inoculation 
has  reduced  the  number  of  cases  of  diph- 
theria 70  to  75  per  cent  in  a single  year.  I 
sincerely  hope  that  the  time  is  not  far  dis- 
tant when  all  physicians  will  recommend 
the  administration  of  toxin-antitoxin,  as 
they  now  do  vaccination  against  smallpox, 
— and  when  that  time  comes,  I believe  that 
this  treacherous  disease,  which  stifles  the 
life  out  of  so  many  little  ones,  will  be  as 
readily  controlled. 
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The  Annual  Conference 
For  a number  of  years  there  has  been 
held  a conference  of  secretaries  of  constitu- 
ent medical  associations  at  the  headquar- 
ters of  the  American  Medical  Association. 
In  these  conferences  the  executive  officers 
of  the  state  organizations  and  the  American 
Medical  Association  are  brought  together. 
They  are  productive  of  great  good.  They 
bring  about  better  understandings  between 
component  societies  and  the  parent  organi- 
zation. The  many  problems  of  both  are 
freely  discussed.  The  men  in  attendance 
upon  these  conferences  are  in  more  intimate 
touch  with  the  hopes,  the  ideals,  the  prob- 
lems, the  prejudices,  the  virtues  and  the 
faults  of  medical  men  than  any  other  simi- 
lar number  that  could  be  brought  together. 

We  came  away  from  the  recent  confer- 
ence with  the  very  distinctive  impression 
that  medical  organizations  generally  are  in 
a better  state  than  ever  before.  It  seems 
possible  now  to  get  at  a composite  judg- 
ment of  the  medical  profession  on  most  any 
given  question  within  a reasonable  time. 

There  is  evidence  that  the  profession  as 
a whole  is  becoming  awakened  to  the  many 
problems  with  which  it  is  confronted  and 
more  and  more  sensible  of  the  many  obliga- 
tions which  rest  upon  it. 

All  in  all  the  conference  was  a delightful 
experience  and  in  our  opinion  will  be  fruit- 
ful of  good  results  to  state  organizations 
generally. 

Medical  Economics 
This  question  is  up  and  will  not  down 
until  some  solution  has  been  found. 

As  is  generally  known  there  has  been  or- 
ganized and  financed  a committee  for  the 
investigation  of  the  cost  of  medical  care. 


In  this  connection  it  should  be  stated  that 
the  American  Medical  Association  is  con- 
ducting an  inquiry  into  the  economic  status 
of  doctors.  It  goes  without  saying  that  the 
cost  of  medical  care  involves  many  costs 
other  than  the  doctors’  fee. 

Lay  people,  philanthropists  and  lay  pub- 
lications, as  well  as  state  medical  journals, 
are  giving  more  and  more  thought  and 
space  to  this  question.  In  the  December  is- 
sue of  the  North  American  Review  there  is 
an  article  by  Dr.  Cleon  Mason,  en- 
titled, “The  Doctoring  Business,”  in  which 
he  touched  upon  the  economic  difficulties  of 
doctors.  No  less  a personage  than  the 
president-elect  of  the  American  Medical  As- 
sociation in  his  address  to  the  Conference 
of  Secretaries  in  Chicago  devoted  his  re- 
marks entirely  to  this  subject  and  called 
attention  to  the  fact  that  a Mr.  Rosenwald 
on  the  day  before  had  made  a large  dona- 
tion to  a clinic  with  the  idea  of  enabling 
certain  groups  of  individuals  to  get  a bet- 
ter grade  of  medical  service  at  less  cost.  An 
editorial  in  a Chicago  daily  of  the  same 
date  was  devoted  to  the  high  cost  of  medi- 
cal care.  It  certainly  is  time  for  the  pro- 
fession to  give  serious  thought  to  this  ques- 
tion. 

From  our  viewpoint  there  is  a very  dis- 
torted state  of  affairs.  There  are  many  in- 
consistencies in  the  alleged  facts  bearing 
upon  it.  For  instance,  political  economists 
insist  that  the  United  States  as  a whole  is 
experiencing  the  greatest  prosperity  any 
country  ever  experienced  and  that  this 
prosperity  is  distributed  widely  among  the 
people — that  poor  houses  are  left  almost 
desolate. 

From  current  satistics  we  know  that 
more  automobiles  are  in  use  in  the  United 
States  than  in  all  the  rest  of  the  world  com- 
bined. The  number  of  radios  in  use  runs 
into  the  millions.  The  money  spent  on  cos- 
metics approaches  a billion  dollars  per 
year.  Other  luxuries  in  similar  proportion 
are  in  use. 

In  this  connection  the  following  observa- 
tion might  be  apropos — a physician  not  in- 
frequently encounters  a situation  something 
like  the  following : “An  unexpected  medical 
service  is  needed  in  a family.  The  need  is 
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promptly  met  by  a physician  without  rais- 
ing the  question  of  remuneration.  The  in- 
come of  the  family  is  sufficient  to  meet  its 
every  need.  When  the  hour  of  settlement 
arrives  the  physician  finds  that  the  de- 
ferred 'payments  on  the  radio,  the  victrola, 
the  handsome  furniture,  the  frigidaire  and 
the  automobile  together  with  actual  neces- 
sities will  take  up  the  income  of  the  family 
for  the  next  several  months.  In  other  words, 
the  income  of  the  family  is  already  obli- 
gated, not  for  necessities  but  for  luxuries. 
The  matter  of  need  for  medical  service  was 
never  thought  of  in  making  up  the  family 
budget  nor  was  any  disability  insurance 
purchased  which  might  take  care  of  the 
emergency.” 

Another  unfortunate  situation  is  that  the 
definition  of  the  term  indigent  is  being  re- 
vised with  great  frequency  and  in  some  in- 
stances a person  is  classed  as  indigent  for 
the  purpose  of  supplying  medical  needs 
when  business  concerns  would  sell  the  same 
person  luxuries  on  liberal  terms. 

The  public  it  seems  is  being  caused  to 
forget  that  medical  service  is  a necessity, 
or  that  the  state  or  society  in  general,  one  or 
both,  is  obligated  for  such  service. 

The  economic  status  of  doctors,  the  eco- 
nomic problems  involved  in  the  practice  of 
medicine  and  surgery  are  rarely  considered, 
nor  is  the  question  as  to  what  measures  will 
likely  guarantee  to  the  public  the  best  type 
of  physician  in  the  future  seriously  consid- 
ered. 

It  must  not  be  forgotten  that  organized 
medicine  some  years  ago  undertook  to  raise 
the  standard  of  medical  practitioners.  This 
was  done  in  two  ways.  First,  laws  were 
enacted  in  the  various  states  which  pro- 
vided for  licensing  boards  to  pass  upon  the 
qualifications  of  persons  desiring  to  prac- 
tice. Second,  the  standards  of  medical  edu- 
cation were  raised  to  a very  high  level.  The 
standards  of  hospital  care  have  also  been 
raised.  Diagnostic  procedures  have  been 
multiplied  many  times.  All  these  improve- 
ments have  brought  an  increase  in  the  cost 
of  medical  care.  In  the  main  they  have  had 
to  do  with  making  doctors  better  and  there- 
by making  the  service  to  the  public  better. 
We  doubt  whether  the  public  fully  appre- 
ciates these  benefits. 


No  one  denies  that  there  are  large  num- 
bers of  people  in  every  locality  who  are 
entitled  to  free  service  at  the  hands  of  the 
medical  profession.  This  service  is  ren- 
dered by  the  profession  gratis  and  ungrudg- 
ingly. The  difficulty  arises  in  the  classi- 
fication of  the  indigent.  The  question  is 
whether  persons  with  a certain  financial 
status  are  entitled  to  free  service  or  not. 
There  is  no  doubt  but  that  some  social  ser- 
vice workers  become  mainly  agitators. 
With  their  own  economic  needs  supplied  by 
endowment,  or  otherwise,  it  is  easy  for 
them  to  become  agitators  and  rather  in- 
fluential agitators.  The  prejudices  of  the 
public,  in  all  probability,  are  in  their  favor. 
They  have  the  time  in  which  to  make  up 
voluminous  reports  of  needs. 

Just  a few  days  ago  we  read  a report  in 
which  it  was  alleged  that  a single  person 
on  a salary  of  $3,000.00  was  classified  as 
indigent  and  entitled  to  free  or  part-pay 
medical  service.  This  suffices  to  indicate  the 
wide  range  of  difference  in  the  opinions 
of  people  who  ought  to  be  in  touch  with  the 
situation. 

Out  of  all  this  confusion  of  opinions,  de- 
sires and  information  something  is  com- 
ing. There  is  no  doubt  but  that  medical 
men  through  an  organized  effort  might 
reduce  to  some  extent  the  cost  of 
medical  service.  This  same  thing  is  true  of 
the  grocery  business  or  any  other  business 
one  might  mention.  There  is  at  the  present 
moment  urgent  need  for  the  profession  of 
medicine  to  give  serious  thought  to  this 
question  from  the  viewpoint  of  the  public 
as  well  as  the  profession,  and  it  is  equally 
true  that  any  proposed  solution  must  bear 
in  mind  not  only  the  immediate  needs  of  the 
situation  but  future  needs  as  well.  It  must 
be  borne  in  mind  that  the  same  incentives 
to  individual  effort  which  operate  to  make 
a better  business  man  also  operate  to  make 
a better  doctor  and  that  however  ideal  a 
plan  may  be  in  meeting  immediate  needs 
it  may  be  disastrous  in  its  future  con- 
sequences. 

A Hundred  Per  Cent  Society 

There  is  one  society  in  Tennessee  which 
we  understand  is  one  hundred  per  cent,  that 
is  to  say,  every  doctor  in  the  county  is 
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a member  of  the  county  medical  society 
either  active  or  honorary.  This  very  unique 
result  is  attributable  in  a large  measure  to 
the  activities  of  the  secretary  of  the  county 
medical  society.  The  county  is  Maury  and 
the  secretary  is  Dr.  W.  K.  Sheddan.  Other 
officers  may  have  put  forth  as  much  energy 
as  Dr.  Sheddan  with  less  result.  This  re- 
sult surely  is  possible  in  more  than  one 
county  in  Tennessee. 


The  membership  is  reminded  that  dues 
for  1929  are  payable  January  1st.  Please 
do  not  burden  your  county  secretary  with 
the  necessity  for  calling  your  attention  to 
this  fact  over  and  over  again.  You  are 
hampering  his  activities  and  placing  upon 
him  very  unnecessary  burdens  by  not  pay- 
ing dues  promptly. 


DEATHS 

Dr.  W.  A.  McClain,  aged  59,  of  Sweet- 
water, died  on  November  13th  after  an  ill- 
ness of  six  weeks. 

Dr.  McClain  graduated  from  the  Univer- 
sity of  Nashville  in  1899  and  was  licensed 
to  practice  in  1901. 


Resolutions  on  the  Death  of  Members 

Resolved,  That  in  the  death  of  Dr.  S.  T. 
Hardison,  of  Lewisburg,  Dr.  C.  A.  Aber- 
nathy, of  Pulaski,  and  Dr.  J.  G.  Williamson, 
of  Columbia,  the  Middle  Tennessee  Medical 
Association  has  lost  three  of  its  oldest,  most 
faithful  and  most  valuable  members;  two 
of  them  ex-presidents  and  the  other  the 
father  of  one  of  our  ex-presidents.  Dr. 
George  Williamson,  and  all  of  them  having 
been  long-time  members  of  this  Association, 
regular  in  their  attendance  upon  its  meet- 
ings when  possible,  and  all  of  them  often- 
times making  valuable  contributions  to  its 
discussions. 

Resolved,  That  we  express  our  deep  sor- 
row at  their  loss  by  standing  in  reverence 
for  just  a moment. 

That  a copy  of  these  resolutions  be  spread 
upon  the  minutes  of  the  Association. 

K.  S.  Howlett,  W.  K.  Sheddan, 
Robert  Pillow,  0.  J.  Porter. 
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REGULAR  MEETINGS  OF  COUNTY 
SOCIETIES 

Anderson  County — First  Monday  of  each 
month  at  2 p.m.  in  Clinton,  Tenn. 

Bedford  County— Third  Thursday  of 
each  month  at  2 p.m.,  Shelbyville,  in  Dr. 
Ray’s  office. 

Blount  County — Every  Thursday,  8 p.m.. 
First  National  Bank  Building,  Maryville. 

Bradley  County — First  and  third  Thurs- 
days of  each  month,  7 p.m.,  at  the  court- 
house, office  of  county  health  officer. 

Carroll-Weakley-Benton-Henry  Counties 
— Every  second  Tuesday  at  McKenzie. 

Carter  County — First  Thursday  of  each 
month,  7 :30  p.m.,  at  the  Lynnwood  Hotel, 
Elizabethton. 

Coffee  County — First  Thursday  of  each 
month. 

Cumberland-Overton-P  u t n a m-W  h i t e 
Counties— Third  Thursday  of  each  month. 

Davidson  County — Every  Tuesday,  8 
p.m..  Doctors’  Building,  Nashville. 

Dyer-Crockett-Lake  C o u n t i e s^ — First 
Thursday  of  each  month. 

Fayette-Hardeman — First  Thursday  in 
each  month. 

Franklin  County — Last  Friday  in  each 
month  at  Winchester. 

Greene  County— First  Monday  of  each 
month,  11  a.m..  First  National  Bank  Build- 
ing, Greeneville. 

Hamilton  County — Each  Thursday,  8 
p.m..  Manufacturers’  Association,  815 
Broad  Street,  Chattanooga. 

Hardeman  ' County — First  Tuesday  in 
January,  April,  July  and  October,  Bolivar. 

H a r d i n-Lawrence-Lewis-Perry-Wayne 
Counties — Last  Tuesday  of  each  month. 

Hancock-Claiborne-Union  Counties — Sec- 
ond Monday  in  each  month. 

Haywood  County — Last  Tuesday  of  each 
month.  Brownsville,  7 p.m. 

Jackson  County — First  Friday  of  each 
month  at  the  courthouse,  Gainesboro. 
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Knox  County — Every  Tuesday,  8 p.m.,  at 
Society  Hall  Medical  Building,  Knoxville. 

Lauderdale-T  i p t o n Counties — Second 
Thursday  of  each  month. 

Marshall  County — Every  fourth  Thurs- 
day; Lewisburg. 

McMinn  County — Every  second  Thurs- 
day, 2 p.m.,  in  Athens. 

Macon-Clay-Jackson  — First  Wednesday 
of  each  quarter. 

Madison  County — First  and  third  Tues- 
day, 8 p.m.,  NeAV  Southern  Hotel,  Jackson. 

Montgomery  County  — Every  third 
Thursday  night,  Clarksville. 

Roane  County — First  and  third  Tuesday, 
1 p.m.,  at  the  Red  Cross  Rooms,  Harriman. 

Robertson  County-Third  Tuesdays  of 
each  month. 

Sevier  County — First  Monday  of  each 
month,  7 :30  p.m..  Central  Hotel,  Sevierville. 

Shelby  County — First  and  third  Tuesdays 
Medical  Arts  Building,  Memphis. 

Warren  County — First  Wednesday  of 
each  month,  1 :30  p.m..  First  Trust  Co.,  Mc- 
Minnville. 

Washington  County— Second  Thursday 
of  each  month,  at  noon.  Hotel  John  Sevier, 
Johnson  City. 

Williamson  County — Second  Tuesday  of 
each  month. 

Wilson  County — First  Wednesday  of  each 
month,  10 :30  a.m.,  at  Lebanon. 


Davidson  County. — The  following  papers 
have  been  read  before  the  Nashville  Acad- 
emy of  Medicine  and  the  Davidson  County 
Medical  Society  during  the  month  of  No- 
vember : 

“Cholecystitis  without  Stones,”  Dr.  H.  H. 
Shoulders,  discussion  opened  by  Dr.  Robert 
Caldwell.  Case  reports  by  Dr.  C.  R.  Crutch- 
field. “The  Clinical  Significance  of  Albu- 
minuria,” by  Dr.  Jack  Witherspoon,  dis- 
cussion opened  by  Dr.  W.  H.  Witt.  Case  re- 
port, Dr.  L.  W.  Caldwell  and  Dr.  Beverly 
Douglas.  “A  New  Method  of  Distinguish- 
ing Certain  Symptoms  Referable  to  the 
Bladder,”  by  Dr.  P.  G.  Morrissey;  discus- 
sion opened  by  Dr.  Perry  Bromberg.  Case 


report.  Dr.  W.  R.  Cate.  “Pelvic  Inflamma- 
tory Diseases  in  the  Female,”  Dr.  Dewey 
Foster,  discussion  opened  by  Dr.  John 
Burch.  Case  report.  Dr.  C.  N.  Cowden. 

On  November  20th  a copy  of  the  so-called 
Harvey  films  which  were  used  at  the  recent 
Harvey  Tercentennial  Celebration  in  Eng- 
land were  shown. 


Middle  Tennessee  Medical  Society. — At 
the  Columbia  meeting  on  November  22'nd 
and  23rd  more  than  a hundred  physicians 
enjoyed  an  unusually  good  program. 

We  print  in  this  issue  resolutions  adopted 
on  the  deaths  of  Drs.  S.  T.  Hardison,  Lew- 
isburg; C.  A.  Abernathy,  Pulaski,  and  J. 
G.  Williamson,  Columbia. 

The  next  meeting  will  be  held  in  Mur- 
freesboro. Dr.  Dan  German  was  elected 
President,  Dr.  M.  J.  Garner,  Vice-President, 
and  Dr.  M.  B.  Davis,  Secretary. 


The  Five  County  Society. — The  October 
meeting  was  held  in  Waynesboro  the  last 
Thursday  in  the  month.  An  excellent  pro- 
gram was  given.  It  was  voted  to  elect  of- 
ficers at  the  November  meeting  at  Savan- 
nah and  to  omit  the  December  meeting 
which  would  come  during  the  holiday  sea- 
son. 


Benton,  Carroll,  Henry,  Weakley  Society. 
— Dr.  W.  W.  McBride  of  Gleason  was  elect- 
ed President;  Dr.  Geo.  McSwain,  of  Paris, 
first  Vice-President  and  a county  vice- 
president  for  each  county.  Dr.  R.  M.  Little 
was  re-elected  Secretary-Treasurer. 

Dr.  J.  Britt  Burns,  of  Memphis,  read  a 
paper  on  “The  Cancer  Problem.”  Dr.  E. 
M.  Everett,  the  retiring  President,  gave  an 
address  on  “Preventive  Medicine.” 


Overton  County. — The  Overton  County 
Medical  Society  held  its  regular  monthly 
meeting  on  November  15.  Two  excellent 
papers  were  read,  “Chronic  Interstitial 
Nephritis,”  by  Dr.  A.  B.  Qualls,  and  “Diph- 
theria,” by  Dr.  L.  F.  Zachry. 

These  papers  were  thoroughly  discussed 
by  all  of  the  doctors  present.  We  seem  to 


December,  1928 


MEDICAL  SOCIETIES 


313 


have  more  interest  in  our  society  than  has 
ever  been  taken  before,  this  meeing  went 
off  with  so  much  snap  it  could  easily  com- 
pare with  larger  societies. 

The  next  meeting  is  at  Byrdstown,  De- 
cember 14th,  7:00  P.M.  Drs.  Garrett  and 
Capps  on  the  program. — Livingston,  Tenn., 
Enterprise. 


Robertson  County. — Two  good  papers 
were  enjoyed  at  the  last  meeting  in  Spring- 
field.  Dr.  J.  S.  Fentress,  of  Goodlettsville, 
read  on  “Some  Recent  Studies  in  Poliomye- 
litis,” and  Dr.  Bruce  P’Poole,  of  Nashville 
on  “Radiopaque  Oils,  a Diagnostic  Aid  in 
Chronic  Paranasal  Sinus  Diseases.”  The 
following  officers  were  elected:  President, 
Dr.  J.  S.  Freeman,  Springfield;  Vice-Presi- 
dent, Dr.  B.  B.  Sory,  Cedar  Hill;  Secretary- 
Treasurer,  Dr.  W.  F.  Fyke,  Springfield. 

The  next  meeting  of  the  society  will  be 
held  in  Springfield  on  Tuesday,  December 
18,  at  which  time  the  retiring  President, 
Dr.  J.  R.  Connell,  will  deliver  his  presi- 
dential address. 


Madison  County — On  November  20th  a 
number  of  guests  from  Gibson  County  at- 
tended the  Jackson  meeting.  Two  good  pa- 
pers were  read,  one  by  Dr.  W.  W.  Grant, 
illustrated  with  slides,  entitled,  “Improved 
Technique  in  the  Operation  for  Anterior 
Colparrhophy  for  Cystocele  and  the  Wat- 
kins Interposition  Operation  for  Prolapsus 
of  the  Uterus.”  Dr.  J.  D.  Hopper’s  paper 
was  on  “The  Feeding  of  Typhoid  Fever  Pa- 
tients.” 

It  was  announced  that  plans  were  being 
made  to  have  a dinner  meeting  and  election 
of  officers  the  first  Tuesday  night  in  Decem- 
ber. 


Anderson  County. — The  meeting  of  No- 
vember 5th  was  held  in  Coal  Creek.  Sev- 
eral Knoxville  physicians  were  present  and 
joined  in  the  discussions  at  the  scientific 
session. 

A bountiful  lunch  was  served  at  the  High 
School.  The  afternoon  session  was  attended 
by  450  high  school  students,  teachers,  par- 
ents, members  of  the  County  Court,  and 


others  interested  in  the  importance  of  and 
the  great  good  that  would  be  accomplished 
by  establishing  a full-time  health  unit. 


Washington  County. — The  Johnson  City 
and  Washington  County  Medical  Society 
were  the  guests  of  the  doctors  at  the  Na- 
tional Soldiers  Home.  Col.  David  Townsend 
delivered  the  address  of  welcome.  Major 
Paul  E.  Devine,  a member  of  the  Board  of 
Managers,  was  an  honor  guest  and  gave  an 
interesting  talk. 

Dr.  W.  M.  Royal  read  a paper  on  “Aortic 
Insufficiency,”  and  presented  several  clin- 
ics. Dr.  Lee  K.  Gibson  opened  the  discus- 
sion. 

Dr.  H.  L.  Johnson  read  a paper  on  “Pul- 
monary Tuberculosis  vs.  Cardiorenal  Dis- 
ease,” with  X-ray  reports  shown  by  Dr.  R. 
L.  Peyton.  Discussion  was  opened  by  Dr. 
W.  F.  Fry. 

Dr.  F.  W.  Willein  read  a paper  on  “Brain 
Tumor”  with  case  reports.  Dr.  E.  T.  West 
discussed  the  paper  at  length. 

After  the  meeting  Col.  Townsend  escorted 
his  guests  to  the  dining  room  where  a de- 
licious dinner  was  served.  There  were 
about  forty  doctors  present  who  enjoyed  the 
meeting. 

Dr.  C.  H.  Kyker,  President  of  the  Medi- 
cal Society,  was  chairman  of  the  meeting. 


Medical  Profession  of  Western  Hemis- 
phere TO  Congress  In  Havana 

The  next  congress  of  the  Pan-American 
Medical  Association  will  be  held  in  Havana, 
Cuba,  from  December  29,  1928,  to  January 
3,  1929.  The  program  which  is  being  ar- 
ranged by  the  President,  Dr.  Fred  H.  Albee, 
of  New  York  City,  will  be  a strong  one,  and 
will  include  four  orations,  upon  the  sub- 
jects of  surgery,  medicine,  pediatrics,  and 
tropical  medicine. 

Dr.  William  J.  Mayo  will  give  the  Ora- 
tion on  Surgery,  and  Dr.  Lewellys  Barker, 
of  Johns  Hopkins  University,  the  Oration 
on  Medicine.  Papers  will  be  read  in  both 
Spanish  and  English. 

This  congress  will  be  representative  of 
the  medical  profession  of  the  entire  West- 
ern Hemisphere.  Chapters  of  the  Associa- 
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tion  have  been  and  are  being  organized  in 
various  centers  of  North  America  and  Cen- 
tral America,  as  well  as  in  the  Antilles,  all 
of  which  will  be  represented  at  the  Con- 
gress. 


Southern  Medical  Association 
At  the  Asheville  meeting  a great  pro- 
gram was  enjoyed  by  a large  attendance. 
The  next  meeting  will  be  at  Miami,  Florida. 
Dr.  Thomas  W.  Moore,  of  Huntington,  W. 
Va.,  was  elected  President.  Dr.  Paul  H. 
Ringer,  of  Asheville,  First  Vice-President; 
Dr.  T.  J.  Underwood,  of.  Mississippi,  Sec- 
ond Vice-President.  Dr.  W.  R.  Bathurst, 
of  Little  Rock,  Arkansas,  retiring  Presi- 
dent, becomes  Chairman  of  the  Board  of 
Trustees.  Mr.  C.  P.  Loranz,  Secretary- 
Treasurer,  and  Dr.  M.  Y.  Dabney,  editor. 


NEWS  NOTES  AND  COMMENT 

The  doctors  of  Maryville  have  planned  a 
series  of  talks  to  the  high  school  pupils.  Be- 
ginning on  October  30th,  and  extending  to 
March  26th,  the  course  will  cover  the  fol- 
lowing subjects : 

“Tobacco,”  Dr.  E.  H.  Lowe;  “The  Normal 
Child,”  Dr.  W.  B.  Lovingood;  “Care  of  the 
Teeth,”  Dr.  S.  E.  Crawford;  “The  care  of 
the  Eyes  and  Ear,”  Dr.  A.  M.  Gamble; 
“Ventilation,”  Dr.  F.  A.  Zoller;  “Back  Yard 
Sanitation,”  Dr.  K.  A.  Bryant;  “Personal 
Hygiene,”  Dr.  C.  C.  Vinsant;  “Sick  Room 
Sanitation,”  Dr.  J.  E.  Carson;  “Exercise,” 
Dr.  C.  F.  Crowder;  “Sleep,”  Dr.  R.  L.  Hy- 
der;  “Posture  and  Breathing,”  Dr.  G.  D. 
Require;  “First  Aid  to  the  Injured,”  Dr. 
J.  A.  McCulloch;  “Tuberculosis,”  Dr.  E.  L. 
Ellis;  “Dieting  and  Eating,”  Dr.  B.  E.  De- 
Lozier;  “The  Care  of  the  Nose  and  Throat,” 
Dr.  G.  W.  Burchfield;  “Clothing,”  Dr.  A.  J. 
Isham;  “Collection  and  Disposal  of  Garb- 
age,” Dr.  J.  D.  Singleton;  “Infections  and 
Contagious  Diseases,”  Dr.  K.  A.  Bryant. 


Dr.  J.  H.  DeLozier,  of  Newport,  suffered 
a fractured  skull  on  November  24th,  when 
the  coupe  in  which  he  was  riding  was  struck 
by  a freight  train. 


The  Chattanooga  and  Hamilton  County 
Medical  Society  has  issued  a bulletin  on 
diabetes.  This  was  put  out  by  the  Educa- 
tional Committee  of  the  Society  and  other 
counties  might  do  well  to  follow  the  lead 
of  Chattanooga  in  giving  the  public  correct 
information  on  medical  subjects. 


Dr.  Charles  W.  Price  has  announced  the 
opening  of  his  office  in  the  Bennie-Dillon 
Bldg.,  Nashville.  Practice  limited  to  Der- 
matology. 


Anderson  County  Medical  Society  has 
unanimously  approved  of  changing  its  pres- 
ent part-time  health  unit  to  a full-time 
basis.  Indications  are  that  the  quarterly 
court  will  make  the  change. 


Dr.  E.  L.  Bishop,  commissioner  of  health, 
was  honored  by  being  elected  chairman  of 
the  public  health  section  of  the  Southern 
Medical  Association  at  the  recent  meeting 
at  Asheville. 


The  contract  has  been  let  for  the  con- 
struction of  the  Medical  Arts  Building  in 
Knoxville.  We  understand  a number  of  the 
doctors  there  are  erecting  this  building  at 
the  cost  of  half  a million  dollars. 


Atlanta,  Ga.,  Nov.  20. — The  ban  on  pub- 
licity will  be  at  least  partially  lifted  for 
Atlanta  physicians. 

As  the  result  of  two  sessions  of  the  Ful- 
ton County  Medical  Society,  a decision  was 
reached  that  the  existing  by-laws  of  the 
organization,  “at  least  80  years  old  in 
spirit,”  must  go  by  the  board. 

The  by-laws  prohibit  members  of  the  so- 
ciety from  seeking  or  accepting  publicity. 

It  was  pointed  out  by  those  favoring  pub- 
licity for  the  medicos  that  Atlanta  is  one  of 
the  few  cities  where  getting  one’s  name  in 
the  papers  is  banned  by  a code  of  ethics. — 
Cleveland,  Terni,,  Banner. 
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In  answer  to  the  editorial,  it  is  true  that 


GLEANINGS 


TRASH-BASKET  CIRCULATION 

Every  Journal,  the  New  York  State  Jour- 
nal of  Medicine  included,  receives  an  aston- 
ishingly large  amount  of  press  notices 
which  are  sent  by  propagandists.  Now  and 
then  an  article  is  worth  printing,  but  most 
of  the  clippings  go  into  the  wastebasket. 
If  every  item  were  printed  the  Journal 
would  burst  with  that  kind  of  matter.  It 
is  a simple  example  in  arithmetic  to  calcu- 
late how  much  of  the  propaganda  material 
can  be  used.  Five  per  cent  would  be  a high 
figure.  The  New  York  Times  of  May  30 
commenting  editorially  on  the  condition 
says : 

“Of  the  ‘more  than  $227,000’  which  pub- 
lic utility  propagandists  told  the  Federal 
Trade  Commission  was  spent  in  New  York 
state  since  1922,  it  is  probable  that  nearly 
all  was  wasted.  Part  of  the  sum  was  ex- 
pended for  public  school  text-books,  when 
principals  were  credulous  enough  to  accept 
them.  Some  of  the  money  was  expended  on 
a periodical  bulletin  ‘which  attained  a cir- 
culation of  196,000  among  newspapers,’  etc. 

“If  the  Federal  Trade  Commission  will 
circularize  any  fifty  editors  in  the  country, 
it  will  discover  that  the  first  duty  of  their 
day  is  to  chuck  away  clip-sheets  of  this  kind. 
Yet  business  interests  with  a special  tale 
to  tell  will  continue  to  nourish  publicity  de- 
partments engaged  in  just  such  wasteful 
absurdities,  and  their  executives  will  con- 
tinue to  be  told  of  ‘more  than  196,000  cir- 
culation.’ That  kind  of  circulation  is  com- 
parable to  the  marksmanship  involved  in 
discharging  a battery  of  machine  guns  at 
the  ocean. 

“Much  that  is  interesting  and  important 
has  been  revealed  in  the  commission’s  in- 
quiry, and  there  are  always  instances  to  be 
found  where  direct  contact  has  been  made 
by  special  interests  with  purveyors  of  pub- 
lic information  in  a way  not  salutary  to  the 
general  welfare.  But  clip-sheets  and  text- 
books are  important  only  in  that  they  give 
employment  to  the  sharpshooters  of  the 
trash-basket  brigade.” 


press  notices  and  clip-sheets  are  used  widely 
by  newspapers.  When  this  Journal  sub- 
scribed to  a press  clipping  bureau  a dozen 
identical  clippings  would  be  received  when- 
ever the  State  Charities’  Aid  Association 
issued  a press  notice.  Granting  that  only 
five  per  cent  of  the  notices  are  printed,  the 
total  is  an  impressive  amount  of  publicity 
and  advertising. 

Propaganda  notices  are  useful  as  space 
fillers,  as  well  as  for  building  fires. 


PHYSICIANS  IN  PUBLIC 

The  June  issue  of  the  Rhode  Island  Medi- 
cal Journal  has  the  following  brief  editorial 
on  Physicians  in  Public: 

“From  time  to  time  matters  that  are  of 
interest  to  the  public  and  the  physicians  are 
discussed  and  studied  by  groups  of  the  laity, 
who  more  or  less  represent  and  mold  public 
opinion.  Frequently  these  matters  are  of 
great  importance  to  public  health  and  can 
better  be  sponsored  by  an  impartial  public- 
spirited  organization  than  by  a body  of 
medical  men. 

“However,  the  lack  of  technical  informa- 
tion in  a group  of  non-medical  men  may 
render  ineffectual  efforts  in  a good  cause 
and  may  even  do  definite  harm.  Further, 
medical  men  in  such  bodies  may  even 
initiate  interest  in  well-deserving  medical 
causes  that  would  otherwise  be  disregarded. 

“Well  organized  bodies  such  as  Chamber 
of  Commerce,  Kiwanis  and  Rotarians  afford 
good  opportunity  for  the  physician  to  per- 
form public-spirited  service  without  inject- 
ing himself  into  the  public  eye  or  running 
the  risk  of  criticism.” 


A COMPROMISE  FEE 
The  May  issue  of  the  Journal  of  the 
Indiana  State  Medical  Association  contains 
the  following  story  in  which  names  and 
dates  are  omitted: 

“A  woman  badly  burned  in  a factory  was 
treated  for  more  than  a year  by  a surgeon 
who  during  that  time  performed  one  or  two 
skin  grafting  operations  and  gave  other 
exacting  attention.  The  woman  compro- 
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mised  with  the  factory  on  a payment  of 
twelve  thousand  dollars,  and  her  attorney, 
who  did  not  go  into  court  but  effected  the 
settlement  for  her,  presented  her  with  a 
bill  for  two  thousand  dollars.  The  surgeon 
in  the  case,  hearing  of  the  attorney’s 
charges,  also  put  in  a bill  for  two  thousand 
dollars.  The  attorney  promptly  advised  the 
physician  that  the  bill  would  not  be  paid  as 
it  was  excessive  and  that  his  client  was  a 
poor  woman  who  needed  all  that  she  could 
get  from  her  settlement  with  the  company 
for  whom  she  previously  worked.  ‘All 
right,’  said  the  surgeon,  ‘you  cut  your  fee 
in  two  and  I will  do  likewise.’  To  this  the 
attorney  objected,  but  as  the  surgeon  was 
obdurate  the  attorney  finally  consented, 
which  reminds  us  of  the  old  saying  that  ‘It 
makes  a difference  as  to  whose  ox  is  being 
gored.’  ” — New  York  State  Journal  of  Medi- 
cine. 


EVILS  OF  TOO  MUCH  MILK 
The  majority  of  mothers  think  that  milk 
is  the  best  of  all  foods  for  children  and  the 
majority  of  physicians  advise  this  without 
limitation.  To  support  his  contention  that 
this  is  a mistake  Eugene  Rosamond  cites  a 
number  of  cases  in  which  the  giving  of  too 
much  milk  was  the  cause  of  the  complaint 
for  which  medical  advice  was  sought.  The 
outstanding  symptoms  in  these  cases  were 
constipation,  fretfulness,  wakefulness  at 
night,  slight  anemia,  pot  belly,  and  foul 
breath,  though  not  all  the  symptoms  were 
present  in  every  case.  In  addition  to  other 
articles  of  diet  suited  to  their  ages,  these 
children  were  taking  large  amounts  of  milk 
— from  a quart  to  five  pints  daily.  When 
the  excess  amount  of  milk  was  removed 
from  the  diet  the  children  rapidly  returned 
to  normal.  When  a baby  who  is  drinking 
too  much  milk  fails  to  thrive,  it  is  not  be- 
cause of  idiosyncrasy  to  milk,  or  because 
of  inability  to  digest  milk,  but  because  he 
is  too  full  of  a food  insufficient  in  caloric 
value,  and  hence  has  no  appetite  for  other 
foods.  He  needs  concentrated  food  and  also 
food  which  leaves  more  solid  waste  so  as 
to  relieve  the  constipation. — Southern  Medi- 
cal Journal,  May,  1928,  xxi,  5. 


PROFITS  FROM  CONVENTIONS 

Why  do  cities  vie  with  one  another  to 
secure  the  annual  meetings  of  the  Medical 
Society  of  the  State  of  New  York?  The 
answer  may  possibly  be  found  in  the  follow- 
ing editorial  from  the  New  York  Sun  of 
May  29: 

“The  Merchants’  Association  knows  more 
about  delegates  to  conventions  in  this  city 
than  some  of  the  wives  of  the  delegates  may 
know.  It  knows  how  much  money  they 
spent  here  and  how  they  spent  it.  Collec- 
tively the  delegates  to  132  conventions  spent 
163,000,000  here.  The  delegate’s  dollar  was 
spent  in  this  fashion : 40  cents  in  the  retail 
stores,  25  cents  for  his  hotel  bill,  15  cents 
in  restaurants,  15  cents  for  amusements  and 
5 cents  for  taxicab  fare. 

“That  the  average  delegate  spent  so  much 
in  stores  may  astonish  some  people,  but  not 
anybody  familiar  with  conventions.  A 
delegate  has  to  go  somewhere  and  do  some- 
thing during  the  business  sessions  of  a 
convention.” 


KEEPING  THE  DOCTOR  HANDY 

A more  even  distribution  of  physicians 
practicing  in  Missouri  is  to  be  attempted 
by  the  board  of  health  of  that  state.  As 
doctors  who  have  been  licensed  to  practice 
are  free  agents  and  may  set  themselves  up 
where  they  will,  the  matter  presents  prob- 
lems that  are  not  easily  solved.  So  the  state 
authorities  are  going  about  the  solution  in 
the  only  practical  way,  on  a supply  and  de- 
mand basis.  The  latest  check  of  doctor  and 
patient  population  shows  that  there  is  one 
doctor  for  every  608  persons  in  the  state. 
But  the  distribution  of  physicians  to  meet 
the  needs  of  the  population  is  more  intri- 
cate than  just  alloting  so  many  potential  pa- 
tients to  each  practicing  doctor  and  letting 
it  go  at  that,  even  if  the  men  of  medicine 
were  subject  to  arbitrary  assignment.  For 
some  communities  have  need  for  medical 
advice  more  acutely  than  others,  not  only 
because  of  population  congestion,  but  for 
reasons  of  district  health  problems. 

So  the  supply  and  demand  factor  is  to  be 
emphasized,  the  state  board  of  health  being 
now  employed  in  plans  for  a very  careful 
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survey  of  the  state  to  learn  the  status  of 
every  community  with  reference  to  the  need 
of  physicians.  This  will  serve  two  pur- 
poses. Many  communities  are  in  need  of 
medical  attention  and  at  the  same  time 
many  physicians  are  in  need  of  practice.  A 
careful  survey  should  result  in  both  needs 
being  filled. 

It  is  unfortunate  but  thoroughly  human 
that  good  doctors,  just  like  good  lawyers, 
have  a tendency  to  seek  the  more  populous 
communities  of  the  state  and  for  that  rea- 
son many  of  the  sparsely  settled  communi- 
ties are  without  adequate  medical  advice. 
Younger  physicians  and  often  older  ones 
seeking  new  locations  for  some  reason 
naturally  follow  the  trend.  So  the  larger 
cities  and  towns  and  more  populous  com- 
munities are  oversupplied  and  the  backward 
communities  are  neglected.  This  influence 
and  the  disposition  for  specialization  in 
medicine  and  the  greater  mobility  that  came 
with  the  automobile  and  good  roads  has 
taken  the  old-time  general  practitioner 
away  from  many  rural  communities;  al- 
though the  need  is  as  great  as  ever  or 
greater. — Youngstown  (Ohio)  Vindicator 


PHYSICIAN’S  SPRING  SONG 
By  a Long-Suffering  Wife 

Spring  is  here — oh,  spring  is  here — ^with  sickness 
in  its  train. 

The  doctor  grabs  his  little  bag  and  works  with 
might  and  main; 

No  time  to  eat,  no  time  to  sleep,  he  works  with 
weary  brain. 

His  patients  say,  “Just  charge  this,  Doc,  until  I 
come  again.” 

For  liquids  and  for  powders,  for  capsules  and  for 
pills, 

A little  flour  and  some  water  for  imaginary  ills! 

Crowded  are  the  waiting  rooms,  but  empty  are 
the  tills. 

Heaven  send  us  patients  WHO  PAY  THEIR 
BILLS! 

His  patients  love  the  doctor  well,  they  bless  him 
when  they’re  sick. 

But  when  he  sends  a modest  bill,  he  only  gets  a 
kick. 

His  bills  come  in,  his  cash  goes  out,  but  still  his 
patients  say, 

“I  haven’t  got  no  money.  Doc,  next  week  I will 
pay.” 


Growing  pains  and  stomach  aches  and  every  ill 
that  kills. 

Colic  pains  and  chronic  aches  the  doctor’s  work 
day  fills. 

Crowded  are  the  waiting  rooms,  hut  empty  are 
the  tills. 

Heaven  send  us  patients  WHO  PAY  THEIR 
BILLS! 

The  doctor  sadly  counts  his  bills,  which  must  be 
met  some  way; 

He  counts  his  cash,  which  won’t  go  round,  the  while 
his  patients  say: 

“I  thank  you.  Doc,  for  work  you’ve  done;  I wish 
that  I could  pay; 

I’ve  bills  to  meet,  a car  to  buy,  but  I’ll  get  to  you 
some  day.” 

They  pay  for  cars,  they  pay  for  clothes,  they 
pay  other  debts  they  owe. 

But  they  pay  the  doctor  when  their  money  has 
no  other  place  to  go. 

So  crowded  are  his  waiting  rooms,  but  empty  are 
his  tills; 

May  Heaven  send  him  patients  WHO  PAY 
THEIR  BILLS! 


COUNTRY  DOCTORS 

The  Grange  survey  shows  that  in  commu- 
nities of  1,000  or  less,  one-third  of  the  phy- 
sicians moved  away  between  1914  and  1925. 
Doubtless  it  would  find,  had  its  investiga- 
tion been  extended  in  another  direction,  that 
physicians  have  followed  the  general  trend. 
There  has  been  a decided  movement  away 
from  farms  in  recent  years.  Perhaps  it 
should  not  be  surprising  that  the  profes- 
sional men  have  the  same  feeling  and  that 
they  forsake  the  little  towns  for  the  cities 
by  approximately  the  same  ratio.  The  old- 
fashioned  country  doctor  has  about  disap- 
peared, not  because  physicians  have  not  the 
same  spirit  of  service,  but  for  other  rea- 
sons. The  medical  student  is  trained  in  a 
city,  obtained  his  degree  in  an  urban  envi- 
ronment and  often  serves  as  an  interne  in 
a hospital  for  a year  or  two  before  starting 
out  for  himself.  If  he  goes  to  a little  town 
he  realizes  that  he  must  be  a general  prac- 
titioner, that  he  must  be  subject  to  call  at 
all  hours  of  the  day  or  night  and  that  his 
recreations  will  be  few.  The  city  beckons 
to  him  as  a place  for  specialization,  as  a lo- 
cation where  better  fees  are  obtainable  and 
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where  he  can  have  a better  time  during  his 
idle  hours.  The  old-time  country  doctor 
passed  when  the  horse  and  buggy  ceased  to 
be  the  chief  method  of  locomotion.  Finding 
a substitute  is  not  going  to  be  easy  for  the 
Grange  or  the  American  Medical  Associa- 
tion.— Indianapolis  News. 


PERIODIC  HEALTH  EXAMINATIONS 
AND  EARLY  DIAGNOSIS  OF 
TUBERCULOSIS* 

To  procrastinate  with  tuberculosis  is  to 
gamble  with  death. 

Hope  of  conquering  this  disease  for  all 
time  to  come,  lies  in  our  ability  to  take  ac- 
tion promptly. 

The  earlier  the  discovery  is  made,  the 
more  certain  the  hope  of  cure. 

Details  for  the  conduct  of  this  campaign 
are  given  in  an  attractive  “Early  Diagno- 
sis Campaign”  manual  prepared  by  the  Na- 
tional Tuberculosis  Association. 

The  “Early  Diagnosis  Campaign”  is  to 
be  a search  for  that  large  group  of  people 
who  have  tuberculosis  and  do  not  know  it 
yet.  Warnings  have  been  shouted  from  the 
housetops  but  physicians  still  report  that 
most  cases  of  tuberculosis  which  come  to 
them  for  their  first  examination  are  found 
to  be  in  an  advanced  stage  of  the  disease. 

The  aim  of  this  campaign  of  the  National 
Tuberculosis  Association  is  twofold,  first 
to  focus  the  attention  of  the  public  at  large 
upon  the  danger  signs  of  early  tuberculosis 
and  to  urge  them  to  go  to  their  doctor  for 
examination,  and  second  to  stimulate  re- 
newed interest  on  the  part  of  the  medical 
profession  in  recognition  of  early  signs  of 
tuberculosis. 

The  American  Public  Health  Association, 
at  its  annual  meeting  held  in  Cincinnati, 
October,  1927,  endorsed  by  resolution  the 
plan  of  campaign  and  offered  to  lend  as- 
sistance to  the  movement.  The  American 
Medical  Association  has  agreed  to  stimu- 
late the  interest  of  the  medical  profession 
through  its  Journal  and  to  interest  the  lay 

*This  article  prepared  by  the  Bureau  of  Publicity 
of  the  Indiana  State  Medical  Association.  This  is 
the  last  of  a series  of  four  bulletins  prepared  by  the 
Bureau  upon  the  subject  of  periodic  health  exami- 
nations. 


public  by  publishing  articles  and  editorials 
on  the  subject  in  Hygeia. 

Throughout  Indiana,  state,  county  and 
city  tuberculosis  and  health  associations 
will  organize  meetings  next  month  where 
talks  will  be  given,  motion  pictures  shown 
and  pamphlets  distributed,  all  emphasizing 
the  importance  of  early  diagnosis.  The  Na- 
tional Tuberculosis  Association  is  preparing 
several  million  pieces  of  printed  matter  for 
distribution  throughout  its  affiliated  asso- 
ciations. A motion  picture  for  lay  audi- 
ences to  be  called  “Let  Your  Doctor  De- 
cide” and  another  for  medical  groups  en- 
titled, “The  Doctor  Decides,”  will  be  used  in 
the  campaign.  It  is  expected  that  10,000 
billboards  will  carry  the  message  of  the 
campaign. 

All  medical,  health,  social,  and  disease 
prevention  organizations,  both  non-official 
and  official,  are  being  urged  to  participate 
in  this  movement  as  those  behind  the  cam- 
paign feel  that  a united,  nationwide  effort 
will  help  greatly  to  focus  attention  upon 
the  necessity  of  early  diagnosis  of  tuber- 
culosis. 


PERIODIC  EXAMINATIONS 

Following  a recent  community  talk  on  the 
value  of  health  examinations,  a man  arose 
and  asked  if  a certain  amount  of  equipment 
is  not  necessary  before  a doctor  can  make  a 
health  examination  properly.  We  replied 
that  it  certainly  is,  though  it  need  not  be 
elaborate. 

We  have  seen  some  offices  in  which  a 
health  examination  cannot  be  made- — offices 
without  any  examining  table  or  any  other 
kind  of  table  or  desk,  offices  cluttered  up 
with  broken  bicycles,  croquet  sets,  cobwebs, 
excelsior,  packing  boxes,  tobacco  juice, 
waste  paper  almost  knee  deep,  windows  so 
dirty  that  a good  light  is  impossible,  and  all 
kinds  of  dirt  and  filth.  Fortunately  such 
offices  are  exceptional,  and  are  gradually 
becoming  extinct.  However,  it  seems  timely 
to  consider  what  may  approximate  the  mini- 
mum necessary  equipment  for  the  average 
health  examination.  We  venture  to  suggest 
the  following  as  indispensable: 

1.  A good  medical  training. 

2.  Thoroughness  and  honesty. 
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3.  Proper  functioning  of  the  examiner’s 
special  senses. 

4.  A clean,  well  lighted  office,  properly 
warmed  in  winter,  with  the  privacy  neces- 
sary for  a real  examination. 

5.  A desk  or  table  with  writing  materials 
and  record  blanks. 

6.  Case  record  files. 

7.  Chairs.  A revolving  stool  is  helpful, 
but  not  absolutely  necessary. 

8.  Scales  with  height  measurer.  Stand- 
ard weight  tables. 

9.  Watch  with  second  hand. 

10.  Clinical  thermometer  properly  steril- 
ized. 

11.  Sphygmomanometer. 

12.  Snellen  test  type  and  astigmatic 
chart.  (If  these  are  not  available,  all  doubt- 
ful cases  should  be  sent  to  an  oculist  for 
refraction.) 

13.  Examining  table  with  stirrups. 

14.  Electric  flashlight. 

15.  Tongue  blades. 

16.  Sheets,  and  poncho  or  kimono  for  ex- 
amining women. 

17.  Stethoscope. 

18.  Finger  cots. 

19.  Rubber  gloves.  (The  cots  are  an 
economy  of  time  and  money  for  rectal  ex- 
aminations.) 

20.  Lubricating  jelly. 

21.  Vaginal  speculum. 

22.  Laboratory  table. 

23.  Bunsen  burner  or  alcohol  lamp. 

24.  Urine  containers. 

25.  Test  tubes,  test  tube  rack,  holder,  and 
cleaning  brush. 


26.  Funnel  and  filter  paper. 

27.  Litmus  paper. 

28.  Acetic  Acid  (Nitric  acid  stains  and 
burns  too  badly.) 

29.  Benedict’s  solution  (better  than  Feh- 
ling’s  or  Haines’). 

30.  Aqueous  solution  of  ferric  chlorid 
(diacetic  acid  test). 

31.  Centrifuge. 

32.  Glass  slides. 

33.  Microscope  (unless  a microscopist  is 
easily  and  quickly  available) . 

34.  Soap,  water,  basin,  towels,  etc. — run- 
ning hot  and  cold  water  if  possible. 

35.  Sterilizer. 

In  addition  to  the  above  list  of  essentials, 
the  following  will  be  found  valuable  to  a 
very  high  degree — so  much  so  that  a man 
who  has  them  would  hardly  be  willing  to 
examine  many  persons  without  them : 

1.  Reflex  hammer. 

2.  Ophthalmoscope. 

3.  Otoscope. 

4.  Pillar  retractor. 

5.  Proctoscope. 

6.  Blood  lance. 

7.  Hemoglobinometer. 

8.  Mechanical  stage  for  microscope. 

9.  Wright’s  stain. 

10.  Distilled  water. 

11.  Loeflier’s  methylene  blue. 

12.  Cedar  oil. 

13.  Xylol. 

14.  Wassermann  tubes. 

15.  Cotton. 

16.  Alcohol — bathing  alcohol. 
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ANESTHESIA 

By  Hugh  Barr,  M.D. 
Medical  Arts  Bldg.,  Nashville 


Spinal  Anesthesia.  J.  K.  Avent,  M.D.,  Granada, 

Mi  ss.  New  Orleans  Medical  and  Surgical  Jour- 
nal, Oct.,  1928. 

Major  surgery  under  spinal  anesthesia  long  ago 
ceased  to  be  an  experimental  procedure.  The  au- 
thor claims  that  if  you  take  the  trouble  to  master 
the  technique,  you  have  a safe,  quick,  and  a re- 
laxing anesthetic.  Transient  root  interruption  is 
the  physiology.  Blocking  the  posterior  roots 
causes  analgesia  and  loss  of  tactile,  muscular,  and 
temperature  sense. 

Anterior  root  block,  together  with  associated 
white  rami  communicantes,  cause  transient  motor 
paralysis  and  transient  vasamotor  paralysis.  As 
the  white  rami  are  associated  only  with  the  an- 
terior roots  from  the  second  dorsal  to  the  third 
lumbar,  anesthesia  involving  the  lower  lumbar  and 
sacral  roots  there  will  be  little  or  no  effect  on  the 
blood  pressure.  If  the  fibers  involving  the  great 
splanchnic  vessels  and  those  of  the  upper  part 
of  the  body  are  effected  there  will  be  a great  fall 
in  blood  pressure. 

A fall  of  20  to  30  mm.  is  moderate,  30  to  50 
not  unusual;  a fall  to  0 occasionally  occurs.  A 
fall  in  blood  pressure  may  be  combatted  by  ad- 
renalin or  anticipated  by  ephedrin  twenty  minutes 
beforehand.  Thoracotomy,  gall  bladder  work, 
Caesarian  section,  amputation  of  the  hip,  and  set- 
ting the  bones  of  the  lower  extremity  are  some 
of  the  operations  that  may  be  performed  with 
spinal  anesthesia. 

Spinal  anesthesia  has  the  following  disadvan- 
tages: 1.  It  may  require  resuscitation  measures 
which  should  be  at  hand.  2.  Certain  patients  are 
bad  risks,  notable  those  in  shock  or  collapse,  low 
blood  pressure  systolic  below  100,  and  those  with 
pleural  effusion  or  new  growths.  3.  Obese  and 
elderly  patients  have  greater  fall  in  blood  pres- 
sure. 4.  Not  being  a method  of  universal  use  it 
invites  criticism.  5.  No  absolutely  safe  drug  for 
spinal  anesthesia  has  been  found.  6.  Neurotics 
may  blame  some  of  their  post  operative  symptoms 
on  spinal  anesthesia. 

The  advantages  are  as  follows:  1.  Perfect  and 
complete  anesthesia  in  nearly  all  cases.  2.  The 
bowels  become  flat  and  lose  their  tendency  to 
crowd  the  operative  field,  which  is  a most  precious 
symptom.  3.  Produces  a negative  abdominal  pres- 
sure so  you  can  explore  easily  the  entire  abdomi- 
nal cavity.  In  peritonitis  quite  often  the  relaxa- 


tion from  the  anesthesia  will  cause  the  patient  to 
have  an  evacuation  of  the  intestinal  tract  while 
on  the  table.  4.  Less  bleeding  due  to  fall  in  blood 
pressure.  Hemostasis  must  be  perfect.  5.  Nor- 
mal diet  restored  earlier.  6.  Rarely  vomiting  and 
no  gastric  disturbances,  no  lung  and  kidney  com- 
plications. 7.  The  sutures  are  left  undisturbed 
and  produce  a neater  scar.  8.  Spinal  anesthesia 
simplifies  surgery  by  establishing  the  most  favor- 
able condition  for  clean  operation  and  reducing 
to  a minimum  the  operative  and  post  operative 
risk.  9.  It  cheapens  and  reduces  operating  room 
work  at  the  time  of  operation  at  least  20  per  cent. 
10.  The  ideal  anesthesia  for  tubercular  patients 
who  do  not  have  low  blood  pressure.  11.  Rarely 
is  it  contraindicated  in  kidney  and  heart  disease. 
It  is  especially  of  value  in  high  blood  pressure 
patients.  12.  It  is  more  reliable  than  this  paper 
would  lead  you  to  believe.  13.  It  is  not  new  and 
will  stand  any  law  suit.  14.  Hastens  the  operation. 


CLINICAL  PATHOLOGY 

By  R.  H.  Monger,  M.D. 

Medical  Building.  Knoxville 


Differential  Diagnosis  of  Surgical  from  Nonsurgi- 

cal  Jaundice  by  Laboratory  Methods.  L.  W. 

Johnson  and  P.  F.  Dickens,  U.  S.  Naval  Medical 

School  and  Hospital.  Am.  Jour,  of  the  Med. 

Sciences,  Nov.,  1928. 

The  authors  report  a series  of  five  cases  of 
jaundice  following  the  previous  work  of  Colp,  Mc- 
Vicar  and  Fitts.  The  cases  were  typed  as  (1) 
Obstructive,  (2)  toxic  and  infective  and  (3)  hem- 
olytic. In  addition  to  the  ordinary  functional 
dyes  used  they  added  bromsulphalein  in  an  at- 
tempt to  confirm  extrahepatic  function.  The  con- 
clusions from  their  exhaustive  study  is  that  per- 
sistent jaundice  is  accompanied  by  definite  injury 
to  the  liver,  kidneys  and  other  structures.  Early 
determination  of  the  cases  which  require  surgery 
will  lead  to  earlier  operation,  resulting  in  lower 
death  rate  and  less  morbidity  from  permanent 
tissue  damage.  The  laboratory  is  of  valuable  aid 
to  the  surgeon  to  decide  for  or  against  operation 
at  an  early  stage.  The  laboratory  indications  for 
surgical  intervention  are  (a)  persistent  and  in- 
creasing jaundice,  with  a direct  immediate  van 
den  Berg  reaction;  (b)  dye  retention;  (c)  ab- 
sence of  bile  or  dye  from  duodenal  contents.  High 
bromsulphalein  retention  is  indicative  of  obstruc- 
tion of  the  common  duct  or  of  loss  of  function  of 
a large  part  of  liver  substance.  Toxic  and  infec- 
tive jaundice  give  relatively  high  dye  retention 
but  the  figures  are  15  to  20  per  cent  lower  than 
those  obtained  in  obstruction  to  the  common  duct. 
Malignant  disease  of  the  liver  gives  relatively  low 
dye  retention  and  dye  may  be  obtained  by  siph- 
onage  from  the  duodenum. 
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Clinical  Significance  of  Eosinophilia  on  General 
Medical  Service.  1.  H.  Page,  K.  B.  Turner,  and 
J.  H.  Wilson,  New  York.  Journal  Lab.  and 
Clin.  Med.,  Sept.,  1928. 

The  authors  report  from  a series  of  5,500  gen- 
eral medical  cases  an  eosinophilia  of  5 per  cent 
or  more  occuring  in  300  cases.  All  of  these  cases 
complete  blood  counts  and  stool  examinations 
were  made.  This  series  may  not  be  altogether 
representative  inasmuch  as  a few  dermatologic  and 
scarlet  fever  cases  were  present.  All  cases  with 
obvious  blood  diseases  were  not  included.  Of 
the  300  cases  in  this  series  there  were  10  per  cent 
with  parasitic  infestation;  13  per  cent  with  rheu- 
matic fever;  13  per  cent  in  chronic  pulmonary 
disease  (chronic  bronchitis,  emphysema,  asthma) 
and  10  per  cent  in  the  chronic  nephritis  general 
arteriosclerotic  group.  In  40  per  cent  the  eosi- 
nophilia occured  in  isolated  cases  of  various  con- 
ditions and  had  no  diagnostic  significance. 


GASTRO-ENTEROLOGY  AND 
PROCTOLOGY 

By  Edward  Guy  Campbell,  M.D. 

1109  First  Natl.  Bank  Bldg..  Memphis 


Changing  Conceptions  of  Chronic  Ulcerative  Co- 
litis. J.  Arnold  Bargen.  Journal  A.  M.  A., 
Oct.  20,  1928. 

The  evidence  at  hand  indicates  that  chronic 
ulcerative  colitis  is  an  infectious  disease,  due  to 
a diplostreptococcus  of  characteristic  morphologic 
and  biologic  properties. 

The  plea  for  early  recognition  of  the  disease, 
for  the  use  of  the  proctoscope  in  all  cases  of 
rectal  bleeding,  and  for  careful  roentgenographic 
investigation  by  the  barium  enema,  in  suspected 
cases  of  ulceration  of  the  colon,  should  be  em- 
phasized. In  this  way  the  disease  can  be  dis- 
tinguished from  other  types  of  ulceration  of  the 
colon,  and  treatment  can  be  instituted  early,  thus 
possibly  avoiding  some  of  the  serious  complica- 
tions. 

The  treatment  should  be  medical  primarily.  All 
foci  of  infection  should  be  removed.  Vaccine  or 
serum  should  be  administered.  Bismuth,  kaolin 
and  opium  may  be  used  to  reduce  the  bowel  move- 
ments. Arsenic  -by  mouth  is  beneficial  in  some 
cases.  Surgery  should  be  limited  to  complica- 
tions, or  should  be  a life-saving  measure  for  the 
patient  who  fails  to  improve  under  medical  treat- 
ment. 


Jejunocolic  Fistula.  William  Egbert  Robertson. 

Journal  A.  M.  A.,  October  27,  1928. 

The  method  of  dealing  with  duodenal  ulcers, 
as  opposed  to  gastric  ulcers,  varies  with  different 
operators.  In  gastric  ulcer,  the  ulcer  should  be 
excised  when  possible.  In  duodenal  ulcer,  the 
operation  of  choice  varies  with  different  opera- 
tors, from  simple  excision  when  possible  (if  not 


possible,  then  a sim.ple  gastro-enterostomy) , to 
partial  excision  of  the  pylorus,  as  advocated  by 
Judd,  and  subtotal  gastroectomy,  as  advocated  by 
Finsterer  and  Berg. 

Recurrence  of  peptic  ulcer  may  follow  any  oper- 
ation for  peptic  ulcer.  The  most  frequent  site 
is  at,  or  near,  the  gastro-enterostomy.  This  type 
of  ulcer  is  always  persistent,  penetrative  and  with 
a tendency  to  become  perforative;  hence  its  rela- 
tion to  the  formation  of  a fistulous  tract. 

The  author  has  personal  knowledge  of  three 
cases  of  fistula,  but  because  of  the  striking  sim- 
ilarity, only  reports  one  case. 

Every  gastro-enterostomy  should  be  regarded 
as  a case  of  potential  marginal  ulcer,  and  gastro- 
jejunocolic  fistula.  Months  or  years  may  inter- 
vene between  the  primary  operation  and  the  de- 
velopment of  more  or  less  painful  and  serious 
symtoms.  In  the  case  cited,  almost  sixteen  years 
intervened,  the  longest  on  record,  of  all  the  cases 
found  in  the  literature. 


NEUROLOGY  AND  PSYCHIATRY 

By  H.  J.  Hayes.  M.D. 

89  9 Madison  Avc..  Memphis 


Physiologic  Mechanism  for  the  Maintenance  of 
Intracranial  Pressure.  Secretion  and  Absorp- 
tion of  the  Cerebrospinal  Fluid;  the  Relation 
of  Variations  in  the  Circulation.  Hubert  S. 
Howe,  M.D.,  New  York. 

Howe  summarizes  as  follows: 

The  cerebrospinal  fluid  is  secreted  mainly  by 
the  choroid  plexus,  but  also  receives  some  addi- 
tions from  the  perivascular  channels  communicat- 
ing with  the  subarachoid  space  on  the  surface  of 
the  brain. 

The  cerebrospinal  fluid  is  reabsorbed  into  the 
blood  by  diffusion  through  the  vessel  walls.  This 
is  effected  by  the  difference  in  the  osmotic  pres- 
sure of  the  two  fluids. 

In  inflammation  of  the  meninges,  there  is  a dis- 
organization of  the  capillary  cells  which  are  or- 
dinarily impermeable  to  certain  sustances  in  the 
blood,  with  the  result  that  they  pass  into  the 
cerebrospinal  fluid. 

The  normal  pressure  is  maintained  by  the  secre- 
tion of  sufficient  cerebrospinal  fluid  to  distend 
the  spinal  dura  moderately. 

The  intracranial  pressure  is  roughly  equal  to  the 
venous  pressure,  and,  within  limits,  variation  in 
the  pressure  is  either  the  cerebrospinal  fluid  or 
the  venous  blood  are  accompanied  by  similar  di- 
rectional pressure  changes  in  the  other  fluid. 

The  normal  cerebral  arterial  pressure  is  about 
six  times  the  venous  pressure.  Increase  in  the 
intracranial  pressure  by  augmentation  of  the 
amount  of  fluid  in  the  subarachnoid  space  causes 
a compensating  rise  in  the  venous  pressure.  This, 
in  turn,  causes  a rise  in  the  capillaries  and  ar- 
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terioles,  and  eventually  in  the  general  arterial 
pressure. 

As  a result  of  this  compensatory  mechanism, 
the  cerebral  circulation  can  be  maintained  when 
the  intracranial  pressure  is  increased. 


Insanity  as  a Defense  for  Crime.  By  Joseph  W. 

Moore,  M.D.,  Acting  Superintendent,  Mattea- 

wan  State  Hospital. 

Dr.  Moore  feels  that  the  old  legal  method  of 
dealing  with  crime  only  a rigid  sameness  of  pro- 
cedure in  examinations,  passing  of  evidence  and 
final  punishment  for  the  crime  is  making  the 
punishment  lit  the  crime  instead  of  fitting  the 
individual,  and  so  far  has  not  deterred  crime. 

Progressive  cities  and  states  have  adopted  a 
system  of  studying  the  prisoner  before  trial.  In 
some  states  individual  study  of  prisoners  after 
his  sentence  has  also  received  favorable  attention, 
and  parole  systems  are  based  on  these  studies. 

Sheldon  Gleuck  proposes  a commission  to  study 
offenders  and  prescribe  what  disposition  shall  be 
made  of  the  offender  after  a careful  study  of 
each  case.  The  Governor  of  New  York  State  has 
sanctioned  such  a commission,  and  is  taking  steps 
to  have  the  laws  changed  so  that  this  commission 
can  function.  The  commission  would  be  composed 
of  psychiatrists  and  criminologists  of  the  highest 
type  and  power  of  sentence  would  be  taken  from 
the  judges  and  vested  in  this  body.  Logical  re- 
sult of  such  treatment  of  convicted  wrongdoers 
would  be  the  curtailment  of  the  recidivist.  Such 
individuals  would  probably  receive  the  indetermi- 
nate sentence. 

The  commission  would  not  by  any  means  tend 
toward  pampering  the  criminal  but  in  many  cases 
would  result  in  longer  periods  of  confinement  than 
are  now  imposed. 

Dr.  Moore  feels  that  the  trial  of  insanity  by 
jury  is  absurd,  and  feels  that  it  is  extraordinary 
that  the  average  layman  feels  himself  competent 
to  determine  whether  a person  is  sane  or  insane. 
It  is  on  this  basis  that  such  as  the  Thaw  case 
proved  such  a fiasco.  Several  eastern  states  have 
legal  provisions  for  examinations  before  trial, 
even  when  the  plea  of  not  guilty  on  the  grounds 
of  insanity  is  not  entered.  The  cases  placed  by 
judicial  order  in  the  hands  of  physicians  who 
have  had  special  training  in  mental  disease.  Upon 
the  report  of  the  commission  if  the  prisoner  is 
reported  insane,  the  court  commits  the  defendant 
to  a hospital  for  the  insane  where  he  is  retained 
until  restored  to  his  right  mind  and  is  then  re- 
turned to  the  court  of  original  jurisdiction  of 
trial. 

The  jury  should  never  be  charged  with  the  de- 
termination of  the  mental  state  of  an  individual; 
he  should  be  examined  by  a commission  of  ex- 
perts appointed  by  the  court  in  each  case  or  by  a 


standing  commission  in  the  state  department  deal- 
ing with  mental  diseases  as  in  the  state  of  Massa- 
chusetts. The  jury  would  only  be  called  in  to 
decide  simply  the  question  of  fact;  whether  the 
act  was  committed  by  the  accused  individual. 
Commissions  of  this  kind  would  he  entirely  dis- 
interested, and  would  do  away  with  the  conflict- 
ing opinions  now  given  as  expert  testimony. 


OBSTETRICS 

By  James  R.  Reinberger,  M.D. 
416  Medical  Arts  Bldg.,  Memphis 


Indications  for  Therapeutic  Sterilization  in  Ob- 
stetrics. By  J.  Whitridge  Williams,  M.D.,  Bal- 
timore, Md.  American  Medical  Journal,  Oc- 
tober 27,  1928. 

The  author  reported  118  sterilizations  performed 
in  33,000  women  admitted  to  the  Johns  Hopkins 
Hospital  up  to  July  1,  1928;  in  other  words,  one 
sterilization  to  every  282  admissions,  or  an  in- 
cident of  slightly  more  than  one-third  per  cent. 
This  number  includes  only  those  cases  where  steril- 
ization was  the  essential  feature,  and  take  no  ac- 
count of  cases  in  which  it  was  unavoidably  asso- 
ciated with  the  removal  of  the  uterus,  or  its  ap- 
pendages at  infected  Caesarian  sections,  myomas, 
uterine  apoplexy,  ruptured  uterus,  etc.,  as  well 
as  when  bilateral  disease  of  the  ovaries  made 
their  removal  imperative.  He  discusses  the  meth- 
ods of  sterilization  up  to  the  present  date,  includ- 
ing operation  on  the  ovaries,  tubes  or  uterus,  or 
by  the  employment  of  X-ray.  He  dismisses  X-ray 
sterilization  as  being  only  temporary,  or  if  not 
temporary,  complete  castration  from  its  damage 
to  the  ovary;  and  says  if  only  temporary  there  is 
a likelihood  of  malformation  developing  as  a re- 
sult of  slight  damage  done  to  all  ovum.  He  con- 
cludes that  nearly  all  methods  on  the  tube  are 
unsatisfactory  and  reports  large  percentages  of 
failures,  and  briefly  dismisses  (a)  simple  ligation; 
(b)  double  ligation  and  section  between  the  liga- 
tures; (c).  section  of  the  tube,  and  burial  of  its 
proximal  end  between  the  folds  of  the  broad  liga- 
ments, or  in  the  depths  of  the  uterine  musculara- 
ture;  (d)  excision  of  the  entire  tube;  (e)  exci- 
sion of  the  uterine  cornu,  and  (f)  various  pro- 
cedures for  so  displacing  its  lateral  end  that  the 
ova  cannot  gain  access  to  it.  He  believes  that  the 
Irving  method,  i.e.,  excision  of  the  uterine  cornu 
and  closure  of  the  raw  surfaces,  and  burying  the 
closed  end  of  the  tube  deep  into  the  uterine  mus- 
cularature,  is  at  present  the  most  satisfactory  pro- 
cedure. Of  course  he  says  that  hysterectomy  is 
the  best,  but  if  without  indication  for  removal, 
particularly  in  early  young  womanhood,  that  it 
should  not  be  done,  because  of  the  psychologic 
effect  of  menstruation  on  the  person.  However, 
if  there  are  no  indications  to  warrant  removal  of 
the  uterus  and  the  patient  does  not  express  the 
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desire  to  continue  menstruating,  he  carries  out 
this  procedure,  as  it  is  the  surest: 

This  group  applies  to  the  negro  women. 

On  analysis  of  the  material  it  is  found  that  118 
women  had  been  sterilized,  divided  as  in  the  ac- 
companying table: 

1.  At  term Radical  section 34 

Conservative  section  with  tubal  steriliza- 
tion   32 

2.  Prior  to  viability-supervaginal  hysterec- 

tomy   27 

Hysterotomy  with  tubal  sterilization 18 

3.  Non-pregnant — supervaginal  hysterectomy.  4. 

Tubal  sterilization  3 


Total 118 

Forty-eight  of  the  sixty-six  sterilizations  at 
term  were  done  on  account  of  disproportion  be- 
tween the  head  and  pelvis.  In  twenty-six  of  these 
patients  it  was  affected  by  supervaginal  hyster- 
ectomy, and  twenty-two  by  tubal  operation  fol- 
lowing conservative  section.  He  emphasized  the 
fact  that  ninety  per  cent  of  the  radical  operations 
were  done  on  colored  women,  thus  emphasizing 
the  slighter  importance  to  this  race,  the  preserva- 
tion of  the  menses. 

He  sterilized  twenty-eight  women  suffering 
from  chronic  nephritis.  Nine  being  delivered  by 
Caesarian  section  at  term,  of  whom  four  were 
sterilized  by  supervaginal  hysterectomy,  and  five 
by  cornual  excision  of  the  tube.  Furthermore, 
the  remaining  nineteen  were  sterilized  before  the 
period  of  viability  divided  into  twelve  by  super- 
vagnial  hysterectomy,  and  seven  by  abdominal 
hysterotomy  with  excision  of  the  tubes.  He  be- 
lieves that  chronic  nephritis  warrants  indication, 
in  that  every  pregnancy  shortens  a woman’s  life, 
to  say  nothing  if  the  accidents  that  may  happen 
to  her  during  the  course  of  the  disease,  as  well 
as  the  economic  loss  to  her  family,  in  the  effort 
to  bring  another  child  into  the  world. 

There  were  twelve  patients  sterilized  for  heart 
disease,  five  were  sterilized  at  the  time  of  Caesa- 
rian section,  six  before  the  period  of  viability, 
and  one  after  the  completion  of  the  puerperium. 
Two-thirds  of  these  sterilizations  were  by  hys- 
terectomy, the  remainder  by  excision  of  the  tubes. 
He  considers  serious  disease  of  the  heart  incom- 
patible with  further  pregnancies,  most  of  the 
patients  suffering  from  mitral  stenosis,  either 
alone  or  associated  with  other  cardiac  lesions. 
Many  were  multiparas  who  had  done  increasingly 
badly  with  each  successive  pregnancy. 

There  were  nine  cases  sterilized  for  tubercu- 
losis, eight  by  hysterectomy,  one  by  tubal  excision. 
All  of  these  were  multiparas  women  in  whom  at- 
tempts at  contraception  had  failed,  and  inter- 
vention was  done,  not  so  much  in  the  hope  of 
curing  the  disease,  as  to  prevent  its  exacerbation 
in  subsequent  pregnancy,  and  thereby  to  preserve 


the  woman  to  care  for  her  family  as  long  as 
possible. 

There  were  three  cases  under  the  heading  of 
various  causes,  in  the  first  two  instances,  one 
kidney  had  been  removed,  and  one  patient  was 
suffering  from  severe  chronic  nephritis,  and  the 
other  from  a profuse  hematuria.  In  both  in- 
stances sterilization  was  affected  by  removal  of 
the  pregnant  uterus. 

The  third  patient  had  had  pelvic  inflammatory 
disease  with  operation  for  same  and  the  uterus 
was  suspended,  and  it  was  evident  that  rupture 
might  occur.  She  was  by  horn  excision. 

In  his  remaining  group  of  cases,  he  is  not  so 
sure  about  his  indications,  but  feels  that  after 
long  years  of  study  that  he  is  justified  in  causing 
sterilization  for  mental  and  so-called  social  in- 
dications, and  gives  a case  report  for  each  type. 
There  were  fifteen  mental  indications,  four  for 
pronounced  feeble-mindedness;  four  cases  of  de- 
mentia-praecox;  three  cases  of  epilepsy;  two  cases 
of  frank  cyosis;  one  case  corea  and  repeated  puer- 
peral insanity;  and  one  case  of  post-ans^ephaltic 
depression.  Two  were  sterilized  by  tubal  excision 
following  Caesarian  section,  seven  during  the 
course  of  pregnancy  before  viability,  and  five  after 
the  last  delivery. 

There  were  four  cases  done  for  the  so-called 
social  indications,  two  of  which  were  handled  by 
Caesarian  section  at  term,  one  by  abdominal  hys- 
terotomy and  tubal  sterilization,  and  the  fourth 
by  tubal  sterilization  after  the  last  delivery. 

He  stresses  the  fact  that  we  must  be  protected 
legally,  having  the  consent  of  the  family,  father, 
mother  or  guardian,  and  furthermore,  that  great 
judgment  and  decision  should  be  given  to  all  of 
the  cases  of  mental  and  social  indications. 

He  says  there  is  a minimum  amount  of  danger 
in  sterilization,  and  that  in  their  series  there  was 
one  death.  He  states  that  with  our  recent  tech- 
nique that  our  sterilizations  are  nowadays  nearly 
always  successful. 

He  discusses  contra-ception  and  says  that  very 
little  can  be  hoped  for  as  a safe  procedure,  and 
that  while  the  medical  profession  must  be  careful 
in  handling  this  sort  of  information  that  we  must, 
as  medical  men,  give  contra-ceptive  advice  when 
indicated,  and  that  it  must  depend  upon  our  con- 
science. 

The  reviewer  has  given  a great  deal  of  thought 
to  this  procedure,  and  is  thoroughly  in  accord 
with  the  indications  as  laid  down  by  Dr.  Williams, 
it  is  his  belief  that  if  the  obstetrician  is  going  to 
practice  his  art  scientifically,  that  he  must  not 
only  deliver  live  babies,  and  return  the  mothers 
to  their  normal  state,  but  equally  essential  is  that 
he  must  foresee  the  dangers  of  pregnancy  super- 
imposed on  certain  diseases,  and  to  prevent  the 
accidents  to  the  mother  that  are  inevitable  if 
pregnancy  and  future  pregnancies  are.  permitted 
to  continue. 
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OPHTHALMOLOGY 

By  Eldrcd  B.  Cayce.  M.D. 
Medical  Arts  Building,  Nashville 


Olaucosan  in  Glaucoma.  By  Dohrmann  K.  Pischel, 

M.D.  American  Journal  of  Ophthalmology, 

September,  1928. 

The  reactions  of  a small  series  of  glaucoma 
patients  to  levoglaucosan  (Linksglaucosan)  are 
carefully  studied.  In  the  cases  of  glaucoma  sim- 
plex, levoglaucosan  always  reduced  the  tension. 
In  some  cases  after  its  use  miotics  again  become 
effective.  On  account  of  a possible  secondary 
rise  of  tension  after  the  drug,  the  patient  should 
always  be  under  observation. 

The  author  mentions  the  use  of  suprarenin,  in- 
troduced by  Hamburger  in  1922,  which  had  some 
systemic  disadvantages.  To  obviate  these  disad- 
vantages he  has  developed  glaucosan.  The  glau- 
cosan  is  derived  from  the  suprarenial  capsule,  and 
is  used  in  a two  per  cent  strength. 

A third  substance  is  called  aminglaucosan.  While 
the  two  substances,  glaucosan  and  levoglaucosan, 
dilate  the  pupil,  aminglaucosan  is  a powerful  mi- 
otic; in  fact,  it  will  contract  in  a few  minutes 
pupils  dilated  with  atropin  and  scopolamin.  It  is 
an  amin  derivative  of  ergot.  As  it  is  somewhat 
painful,  it  is  only  used  in  acute  glaucoma  cases. 

There  are  three  different  types  of  glaucosan,  one 
for  injection  and  two  for  instillation.  He  says 
the  best  to  use  is  the  levoglaucosan,  because  it 
is  simpler  to  use.  Their  method  of  use  is  to 
Butynize  or  Holocanize  the  eye,  then  installation 
is  repeated  every  fifteen  minutes  until  five  instal- 
lations are  used.  The  eye  becomes  white  and  the 
skin  around  the  eye  becomes  blanched. 

Occasionally,  the  vision  is  temporarily  interfered 
with,  but  the  vision  returns  in  two  or  three  hours. 
Some  patients  complain  of  pain  after  the  use  of 
glaucosan. 

Hamburger,  who  developed  glaucosan,  claims 
to  relieve  practically  all  of  the  non-inflammatory 
glaucoma.  Tension  comes  down  in  a course  of 
minutes  or  hours,  and  sometimes  in  a most  dra- 
matic fashion;  and  in  some  cases  it  remains  down 
ten  days  or  two  weeks.  Often,  cases  in  which 
pilocarpine  seems  to  have  no  effect,  tension  can 
be  brought  down  and  remains  down  after  the  use 
of  glaucosan. 

He  gives  some  case  reports  with  a graphic  chart 
showing  the  tension  in  glaucoma  where  glaucosan 
was  used. 

His  conclusions  were  as  follows:  (1)  In  our 
cases  of  glaucoma  simplex,  levoglaucosan  always 
brought  the  tension  down. 

(2)  In  some  cases,  after  its  use,  miotics  again 
became  effective. 

(3)  There  seems  to  be  some  possibility  of  its 
causing  a rise  of  tension,  so  the  patient  should 
always  be  under  observation. 


ORTHOPEDIC  SURGERY 

By  Robert  Patterson,  M.D. 

Acaff  Building,  Knoxville 


Preparalytic  Poliomyelitis.  W.  Lloyd  Adcock, 

M.D.,  and  Elliott  H.  Luther,  M.D.  Journal 

A.  M.  A.,  August  11,  1928. 

This  is  a report  of  observations  on  the  treat- 
ment of  one  hundred  and  six  cases  in  which  con- 
valescent serum  was  used  in  the  preparalytic 
stage. 

Obviously  the  earlier  a remedy  is  administered 
the  better  the  result.  The  most  valuable  part  of 
this  excellent  article  is  the  clear-cut  outline  of 
preparalytic  symptoms.  We  are  accustomed  to 
think  of  their  being  anything  but  characteristic. 
They  are  briefly  those  of  meningeal  irritation; 
child  is  prostrated,  temperature  102,  expression 
anxious;  there  is  palor  about  nose  and  mouth 
frequently  and  the  pulse  is  rapid,  out  of  propor- 
tion to  the  temperature.  There  is  often  a coarse 
tremor.  There  is  distinct  rigidity  of  the  neck. 
He  bends  head  on  neck  but  not  the  neck  on  the 
shoulders,  spine  is  stiff.  The  usual  easily  flexed 
spine  of  childhood  is  replaced  by  one  that  moves 
as  a whole  and  bends  at  the  hips  only.  A cerebral 
tache  is  often  present. 

The  final  step  in  diagnosis  is  the  characteristic 
spinal  fluid  findings.  Pressure  is  moderately  in- 
creased, has  a ground  glass  appearance  miro- 
scopically  and  there  is  a marked  increase  in  the 
cell  count,  usually  between  50  and  250.  Cells  are 
largely  polynuclear  early  but  later  are  lym- 
phocytes. 

The  article  is  long  and  gives  many  tables.  These 
seem  to  indicate  clearly  that  when  diagnosis  is 
made  before  paralysis  supervenes  and  convales- 
cent serum  is  administered,  that  the  death  rate 
is  greatly  lowered  and  the  extent  of  the  paralysis 
is  markedly  reduced.  In  the  discussion  Dr.  J.  J. 
Rowan  gives  some  striking  results  also  with  the 
use  of  Rosenow’s  serum. 


OTOLOGY,  LARYNGOLOGY, 
RHINOLOGY 

By  W.  G.  Kennon,  M.D. 

Doctors  Building.  Nashville 

Intrinsic  Cancer  of  the  Larynx  Operated  on  by 
Laryngofissure.  Immediate  and  Ultimate  Re- 
sults. By  Sir  St.  Claire  Thompson,  M.D.,  Lon- 
don, England.  Archives  of  Otolaryngology, 
October,  1928. 

This  paper  includes  a report  of  every  patient 
with  intrinsic  cancer  whom  he  treated  by  Laryngo- 
fissure. The  after  history  has  been  available  in 
every  instance.  The  record  covers  a period  of  28 
years.  Laryngofissure  is  an  inadequate  expres- 
sion to  describe  the  operation  practiced.  The 
term  indicates  only  the  route  of  approach.  The 
operation  he  practices  means  excising  a mass 
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which  contains  in  its  center  the  whole  cord,  and 
includes  the  anterior  commissure  in  front,  part 
of  the  arytenoid  behind,  the  ventricular  band 
above,  and  the  subglottic  area  below.  This  ex- 
cision goes  deeply  enough  to  include  the  perichon- 
drum  lining,  the  thyroid  cartilege  and,  occasional- 
ly, that  on  the  inner  side  of  the  cricord  ring.  As 
the  greater  part  of  one  thyroid  ala  is  also  excised 
(to  obtain  freer  access  and  secure  better  healing) , 
it  will  be  seen  that  a so-called  “fissure”  really 
means  a partial  laryngectomy. 

Operations  for  malignant  disease  should  be  de- 
signed to  meet  variable  conditions,  the  main  ob- 
ject being  to  obtain  a full  face  view  of  the  whole 
extent  of  the  disease  so  as  to  remove  it,  with  a 
satisfactory  margin  of  healthy  tissue  in  all  direc- 
tions, while  securing  the  safety  of  the  patient  and 
avoiding  unnecessary  mutilation. 

He  has  operated  through  a laryngofissure  on 
seventy  persons  wdth  intrinsic  cancer  of  the  larynx. 
Of  this  number,  only  seven  were  in  women.  The 
first  case  was  operated  upon  in  1900.  Of  thirty- 
four  patients  alive  today,  thirty-two  have  survived 
periods  varying  from  three  to  nineteen  years  from 
the  date  of  operation. 

Attention  is  called  to  the  advanced  age  of  many 
survivors,  to  their  health  and  vigor,  and  to  the 
social  well  being  secured  by  having  conserved  a 
useful  voice.  Of  the  seventy  patients,  eighteen 
have  died  from  other  causes  without  recurrence, 
of  these  thirteen  had  lived  a minimum  period  of 
three  years  without  recurrence,  while  three  of 
them  died  of  carcinoma  elsewhere,  without  local 
return  of  the  disease.  In  two  of  them  the  viru- 
lence of  the  cancer  must  have  been  intense,  for 
glands  of  the  neck  were  invaded  -within  four  and 
six  months,  and  the  patients  were  dead  within 
seven  and  eleven  months,  although  the  larynx 
in  each  case  was  free  from  recurrence.  There 
were  eleven  deaths  from  local  recurrence,  all  in 
men. 

Eight  of  these  recurrences  took  place  within 
the  first  year.  This  supports  Semon’s  dictum  that 
a recurrence  generally  takes  place  within  the  first 
twelve  months.  Thompson  himself  feels  little 
anxiety  if  the  third  month  passes  without  any 
suspicious  symptoms.  These  early  relapses 
should  not  be  regarded  as  recurrences  of  the  dis- 
ease, they  are  probably  due  to  incomplete  removal. 
The  other  three  regrowths  developed  three  years 
after  the  laryngofissure. 

Of  the  seventy-four  laryngofissures  performed 
on  seventy  patients,  two  have  died  within  forty- 
eight  hours.  One  of  these,  he  thinks,  died  of 
heroin  poisoning  and  the  other  died  of  septic 
pneumonia.  A third  patient  died  on  the  fourth 
day  from  rupture  of  the  esophagus,  due  to  post 


anaesthetic  vomiting.  The  last  death  was  a rare 
accident  not  directly  connected  with  the  operation. 
The  other  two  deaths  he  feels  would  have  been 
avoided  had  a soporific  not  been  given.  He  now 
refuses  to  give  opiates  of  any  kind  before  or 
after  operation. 

If  one  accepts  these  three  cases  as  operative 
deaths,  this  would  give  a death  rate  of  four  per 
cent.  If  permitted  to  omit  the  case  of  ruptured 
esophagus  he  has  not  had  an  operative  death  in  the 
last  thirty  cases.  This  sequence  of  cases  without 
disaster  encourages  him  to  give  it  as  his  opinion 
that  if  laryngofissure  is  carried  out  with  the  care 
and  precautions  he  insists  upon,  in  regard  to 
hemorrhage  and  the  descent  of  blood  into  the 
bronchi,  then  it  should  be  an  operation  free  from 
any  danger  except  those  incidental  to  all  opera- 
tions. 

With  few  exceptions,  all  patients  are  in  middle 
or  advanced  life.  To  ensure  a comfortable  and  a 
vocal  existence  for,  from  ten  to  twenty  years  to 
twelve  men  who  have  passed  their  47th  to  67th 
years;  to  operate  on  men  of  79  and  80  years  of 
age,  and  to  show  them  healthy  and  vigorous  five 
years  afterward,  and  to  restore  doctors,  lawyers, 
clergymen  and  schoolmasters  to  their  calling,  are 
surely  sufficient  evidence  to  claim  this  method  as 
securing  permanent  cures. 

The  tables  he  submits  show  that  of  sixty-three 
patients,  forty-four  were  alive  and  free  from  re- 
currence at  the  end  of  three  years.  This  lasting 
cure  of  76  per  cent  has  been  obtained  without 
restricting  oneself  to  particularly  promising  cases. 
This  record  satisfies  him  that  if  intrinsic  cancer 
of  the  larynx  is  diagnosed  early,  it  is  best  operated 
on  by  laryngofissure,  an  operation  which  should 
be  free  from  danger  to  life  and  is  followed  by 
an  adequate  voice  and  a lasting  cure. 

The  only  necessities  for  this  consummation  are 
early  diagnosis  and  meticulous  care  in  operative 
precaution  and  procedure.  By  educating  the  pub- 
lic to  pay  prompt  regard  to  persistent  hoarseness, 
and  by  teaching  the  medical  profession  to  appre- 
ciate the  niceties  and  necessities  of  early  diag- 
nosis, the  number  of  laryngofissures  and  the  pro- 
portion of  lasting  cures  will  steadily  increase, 
while  the  need  for  laryngectomy  will  as  progres- 
sively diminish. 

In  other  regions  of  the  body  there  may  be  bet- 
ter remedies  than  surgery  can  supply.  In  intrinsic 
cancer  of  the  larynx  other  simpler  and  surer 
remedies  no  doubt  will  one  day  be  discovered; 
but  at  present  there  is  no  better  way  than  surgery 
and  the  laryngofissure  route. 

By  this  one  can  secure  results  which  have  not 
been  surpassed  in  the  treatment  of  cancer  in  any 
other  internal  region  of  the  body. 
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PEDIATRICS 

Bf  John  M.  Lee,  M.D. 
Doctors  Bailding,  Nashville 


Sinusitis  in  Children.  Simon  L.  Ruskin.  Amer. 

Jour.  Dis.  Children,  November,  1928. 

The  author  believes  sinusitis  is  present  many 
times  in  children  and  is  not  diagnosed.  Hark  re- 
ports evidence  of  sinus  disease  in  62  and  of  394 
autopsies  on  children,  52  of  which  were  between 
nine  months  and  fifteen  years  of  age.  It  is  sug- 
gested that  there  must  be  many  cases  of  sinusitis 
that  do  not  succumb.  Onodi  found  that  scarlet 
fever  was  the  most  frequent  cause  of  this  disease. 

Clinically  sinusitis  is  divided  into  three  groups 
that  give  different  symptoms:  (1)  those  due  to 
absorption  of  toxic  products;  (2)  those  resulting 
in  direct  infection  of  the  blood  stream;  (3)  those 
producing  infection  of  the  cranial  lymphatics. 

In  those  cases  that  symptoms  are  due  to  ab- 
sorption of  toxic  products  there  is  a history  of 
repeated  colds,  bronchitis  or  recurrent  pneumonia. 
There  may  be  a persistent  cough,  gastric  disturb- 
ances, periods  of  paleness,  pufRness  of  eyelids, 
and  disturbed  sleep.  These  are  the  cases  that 
may  be  associated  with  parenchymatous  nephritis. 
There  may  be  a slight  temperature  that  persists. 

In  the  second  group  that  is  apparently  associated 
with  a blood  stream  infection,  the  patient  becomes 
acutely  ill  with  temperature  104  or  105.  The 
nose,  throat  and  pharynx  seem  involved.  The 
mucous  membranes  of  the  nose  and  throat  are  a 
beefy  red  and  appear  swollen.  The  nose  is  ob- 
structed with  a tough  mucus  which  plugs  the 
posterior  nares  and  clings  to  the  wall  of  the 
pharynx.  These  patients  at  times  appear  septic, 
with  a fluctuating  temperature  that  may  last  for 
weeks.  Otitis  media  and  nephritis  frequently  ac- 
company this  condition. 

In  the  third  group  there  is  invasion  of  the 
lymphatics  by  the  infection  from  the  nasal  wall 
and  sinuses.  These  patients  afford  a history  of  a 
cold  for  a few  days  that  became  aggravated  and 
high  fever  developed.  There  are  a thick,  pale 
greenish  mucoid  nasal  discharge,  loss  of  appetite 
and  swelling  of  the  retrophrayngeal  lymph  glands 
with  difficulty  in  swallowing.  The  glands  may 
suppurate,  remain  enlarged,  or  subside  under  ap- 
propriate treatment. 

In  those  children  where  tonsillectomy  has  not 
corrected  mouth  breathing  and  has  resulted  in 
more  nasal  discharge  than  existed  before  the 
operation,  with  a persistent  cough  and  gastric 
disturbances,  and  a complete  failure  of  improve- 
ment ordinarily  observed  from  the  operation,  the 
author  has  found  sinus  disease  to  exist.  Appro- 
priate treatment  of  the  affected  sinus  has  resulted 
in  relief  of  all  the  symptoms  and  general  improve- 
ment of  the  patient. 


X-ray  is  the  most  valuable  aid  in  diagnosis. 
The  use  of  drops  in  the  nose  does  not  benefit 
sinusitis.  In  antrum  disease,  puncture  and  irri- 
gation give  best  results.  Under  ethyl  chloride  or 
light  ether  anesthesia  a 1 to  5 solution  of  hexyl 
resorcinol  S T 37  is  used.  In  ethmoid  or  sphenoid 
sinusitis  nasal  irrigation  with  the  above  solution 
is  valuable.  This  may  be  preceded  by  a nasal 
pack  with  mild  silver  protein.  In  older  children 
the  light  bath  treatment  described  by  Brunnings 
may  follow  the  irrigation.  In  acute  sinusitis  in- 
halation of  steam  medicated  with  a menthol  prep- 
aration or  chloretone  inhalant,  1 drachm  to  1. 
pint  of  water  are  advised.  Oily  preparations 
dropped  in  the  nose  are  not  helpful  and  may  only 
make  the  patient  more  uncomfortable.  Twelve 
cases  are  reported. 


ROENTGENOLOGY 

By  C.  M.  Hamilton,  M.D. 
Doctors'  Building,  Nashville 


Observations  on  the  Movements  of  the  Duodenal 
Contents,  with  Special  Reference  to  Antiperis- 
talsis and  Pyloric  Regurgitation.  By  R.  W.  A. 
Salmond,  M.D.  Physician  in  Charge  Radiologi- 
cal Department,  University  College  Hospital, 
University  College,  London. 

The  duodenum,  consisting  of  three  parts,  the 
cap,  descending  and  ascending,  is  subject  to  varia- 
tion of  the  angles  formed  by  the  parts  in  different 
individuals.  The  cap  resembles  the  stomach  in 
behavior  and  structure. 

In  conjunction  with  Dr.  C.  Bolton,  a paper  was 
published  in  the  Lancet  last  year,  in  which  anti- 
peristalsis  was  described  as  a normal  movement 
of  the  duodenum.  Other  observations  are  now 
recorded  on  duodenal  movement  by  X-ray  means. 
Movements  of  small  intestine  has  been  known  for 
many  years,  but  very  little  attention  has  been 
given  to  the  action  of  duodenum. 

In  1915,  Barclay  was  of  the  opinion  that  the 
cap  had  an  auxiliary  sphincter,  allowing  an  even 
flow  of  contents  into  the  second  portion.  He 
thought  that  if  the  meal  could  be  seen  in  duode- 
num after  leaving  the  cap  “duodenal  irritation” 
was  present.  In  the  same  year  Case  made  some 
observations  on  the  motor  behavior  of  the  normal 
duodenum. 

The  observations  were  made  in  opaque  meal 
examination.  Four  to  six  ounces  of  barium  sus- 
pended in  a pint  of  malted  milk  was  given  to 
individuals  who  had  fasted  for  36  hours.  The 
movements  of  the  duodenum  are  very  complex  and 
varies  in  different  people.  The  best  observations 
were  made  on  thin  subjects. 

The  following  observations  were  made  on  the 
movements  of  the  normal  duodenum. 

1.  Peristalsis  and  antiperistalsis  of  the  cap, 
usually  called  contraction  of  the  cap. 
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2.  Peristalsis  and  antiperistalsis  of  the  second 
and  third  parts. 

3.  Segmentation  or  mixing  movements  of  the 
second  and  third  parts. 

4.  Forward  movements  en  bloc  due  to  the  down- 
ward inspiratory  movement  of  the  diaphragm,  es- 
pecially affecting  the  second  part. 

These  have  also  been  seen  in  diseased  condi- 
tions of  the  stomach,  duodenum,  appendix  and 
gall  bladder. 

1.  The  cap  acts  as  a reservoir,  having  a passive 
and  active  function. 

(a)  The  passive  phase  is  seen  when  the  meal 
passes  through  the  duodenum  without  visible  con- 
traction  of  the  cap.  If  the  cap  is  higher  than 
pylorus,  a portion  of  the  meal  may  flow  back  into 
the  stomach  without  contraction  of  cap. 

(b)  The  active  phase — The  cap  contracts  at  ir- 
regular intervals,  and  forces  the  food  to  distal 
parts  of  small  intestine  or  back  into  the  stomach. 
It  may  be  filled  by  gastric  peristalsis  or  by  duo- 
denal antiperistalsis.  The  contraction  is  muscular, 
starting  at  pylorus  and  going  forward,  or  visa 
versa  (antiperistalsis).  The  contraction  may 
expel  food  or  it  may  not,  depending  on  patency 
of  pylorus,  starting  point  and  relative  pressures 
of  duodenal  and  gastric  contents. 

2.  Peristalsis  and  antiperistalsis  in  the  second 
and  third  parts — When  food  is  propelled  into  the 
second  part  it  may  hesitate  for  a few  seconds  or 
it  may  be  forced  rapidly  on  through  into  jejunum. 
There  is  apparently  no  sphincter  at  duodeno-jeju- 
nal  junction.  Although  it  seems  to  have  some 
sphincteric  action  in  cases  of  “leather  bottle” 
stomach,  where  the  pyloric  sphincter  does  not  func- 
tion. A peristaltic  wave  is  sometimes  met  by  a 
reverse  wave  which  drives  the  mass  of  food  back- 
ward into  cap  or  stomach.  This  action  is  called 
“antiperistalsis.”  This  is  distinct  from  segmen- 
tation which  merely  breaks  up  the  food.  Reverse 
peristalsis  in  second  and  third  parts  serves  to  mix 
food  and  gastric  juices.  It  is  less  frequent  than 
peristalsis. 

Regurgitation  may  be  produced  by  antiperistal- 
sis of  the  second  and  third  parts  of  duodenum.  It 
may  be  caused  by  contraction  of  cap.  It  can 
occur  when  cap  is  in  passive  state  if  pylorus  is 
relaxed.  The  duodenal  pressure  varies  from  10 
to  20  cm.  of  water.  That  of  the  stomach  is  below 
10  cm.  of  water.  During  peristaltic  contraction 
the  pressure  of  pyloric  end  of  stomach  is  20  to 
30  cm.  of  water.  Regurgitation  is  considered  as 
a physiologic  process.  Antiperistalsis  has  been 
observed  in  93  cases  out  of  100  examinations. 
It  has  been  seen  in  300  cases.  Regurgitation  into 
stomach  has  been  seen  in  only  20  cases.  This  is 
very  difficult  to  see. 

The  movement  of  duodenal  contents  may  ex- 
plain causes  of  gastric  symptoms  in  functional 
disorders. 


3.  Segmentation  or  mixing  movements  in  second 
and  third  parts.  This  is  a worm-like  movement 
which  breaks  the  food  up  and  mixes  the  gastric 
juices.  The  food  is  not  moved. 

4.  Movement  “en  bloc.”  Descent  of  diaphragm 
on  full  inspiration  causes  a downward  movement 
of  contents  of  second  part  into  the  third. 

The  significance  of  duodenal  antiperistalsis  is 
questionable,  (a)  It  may  be  normal;  (b)  due  to 
bismuth  meal,  or  (c)  may  indicate  irritation  or 
other  pathology. 

The  author  thinks  it  is  a normal  condition. 

(a)  It  occurs  in  normal  subjects. 

(b)  Small  meals  will  cause  it. 

(c)  It  is  seen  in  all  stages  of  the  emptying 
period  of  stomach  and  causes  no  delay. 

Thanks  for  the  help  of  Dr.  Charles  Bolton  is 
expressed. 


SURGERY  — GENERAL  AND 
ABDOMINAL 

By  John  L.  Dies,  M.D. 

1213  Exchange  Bailding,  Memphis 


The  Therapeutic  Use  of  Bacteriophage  in  Sup- 
purative Conditions.  By  Thurman  B.  Rice  and 
Verne  K.  Harvey.  The  Journal  of  Laboratory 
and  Clinical  Medicine.,  Vol  XIV,  No.  1,  pp.  1-12. 

The  manner  of  preparing  the  bacteriophage 
filtrate  is  important  and  we  are  of  the  opinion 
that  most  of  the  failures  described  by  various 
writers  and  experimenters  have  been  due  to  the 
inactivity  of  the  strain  of  bacteriophage  used  for 
the  particular  strain  of  bacteria  in  the  lesions 
under  treatment.  In  each  of  the  cases  described 
by  the  authors,  there  was  active,  though  not  nec- 
essarily complete,  lysis  of  the  autogenous  culture 
in  vitro.  An  exception  to  this  rule  is  made  in 
a few  of  the  cases  with  very  acute  infection,  as 
boils  which  did  not  give  time  for  an  autogenous 
technique. 

The  strains  of  bacteriophage  of  the  authors 
were  obtained  from  various  sources,  but  mostly 
they  had  originally  been  insolated  from  mixed 
sewage  and  then  trained  to  activity  by  being  grown 
with  the  particular  organism  against  which  lytic 
action  was  desired. 

The  prompt  relief  from  pain  following  this 
treatment  requires  special  attention.  It  is  so 
striking  and  often  so  complete  that  one  who  has 
not  observed  it  may  be  pardoned  for  being  skep- 
tical. Patients  enter  the  laboratory  guarding  the 
seat  of  a boil  or  carbuncle  in  the  most  careful 
manner  in  order  to  avoid  jars  and  bumps.  After 
the  application  of  a wet  bacteriophage  dressing  for 
as  short  as  ten  or  fifteen  minutes,  or  more  com- 
monly after  an  hour  or  two  have  frequently  been 
able  to  squeeze  the  lesion  rather  roughly  without 
causing  complaint. 
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A series  of  fifty  cases  are  then  reported  by  the 
authors  ranging  from  simple  boils  to  subphernic 
abscesses,  all  treated  successfully  by  this  method. 
Its  promise  is  great  and  great  good  will  follow 
its  use,  if  used  in  a rational  way. 

Bacteriophage  filtrates  are  especially  effective 
against  Staphylococcus  aureus  and  albus,  bacillus 
coli,  and  bacillus  pyocyamus.  They  have  been 
found  most  effective  when  used  as  a wet  dressing 
or  when  instilled  into  a cavity.  Stock  cultures 
of  the  bacteriophage  may  be  used  when  there  is 
not  time  or  facility  for  the  preparation  of  the 
autogenous  product  preparation.  This  is  particu- 
larly true  of  the  staphylococcus  preparations. 


A Review  of  Five  Hundred  Splenectomies  with 

Special  Reference  to  Mortality  and  End  Re- 
sults. William  J.  Mayo.  Annals  of  Surgery, 

88:  409-415,  September,  1928. 

The  spleen  is  a part  of  the  reticulo-endothelial 
system.  It  is  a haemo-lymph  gland  and  is  prob- 
ably most  closely  associated  in  function  with 
Kupffer  cells  of  the  liver.  The  arteries  of  the 
spleen  as  they  separate  into  smaller  vessels  lose 
their  middle  and  outer  coats  in  the  parenchyma 
of  the  spleen,  so  that  the  endothelium  of  the  cap- 
illaries is  continuous  with  the  endothelium  of  the 
sinuses.  The  blood  of  the  capillaries  therefore 
passes  directly  into  the  sinuses  themselves.  The 
splenic  vein  joins  with  the  portal  vein  and  car- 
ries about  20  per  cent  of  the  volume  of  the  portal 
circulation. 

The  functionally  active  cell  of  the  spleen,  which 
corresponds  to  the  Kupffer  cell  of  the  liver,  is  a 
large  mononuclear  endothelial  leukocyte  which  has 
an  exceedingly  efficient  phagocytic  action  and 
plays  an  important  part  in  removing  bacteria  from 
the  blood,  as  in  typhoid  and  tuberculosis,  and  pro- 
tozoa, as  in  syphilis  and  malaria.  The  strainer 
function  of  the  spleen  is  well  exemplified  in  those 
splenomegalias  in  which  the  spleen  is  unable  to 
deliver  bacteria,  protozoa,  and  toxic  material  with 
sufficient  speed  to  the  liver  for  destruction  and 
detoxication.  The  retention  of  this  deleterious 
material  in  the  spleen  may  lead  not  only  to  splenic 
enlargement  but  to  systemic  reinfections,  as  is 
known  to  be  the  case  in  syphilis  and  certain  forms 
of  sepsis. 

The  fact  that  oxygen  is  utilized  in  the  spleen  in 
large  quantities  necessarily  means  that  some  other 
substance  is  oxidized.  The  question  of  whether  or 
not  the  oxidation  is  for  the  purpose  of  destruction 
of  undesirable  substances  (detoxication  theory) 
or  for  the  purpose  of  elaborating  some  complex 
substance  (for  example,  the  highly  complex  hem- 
oglobin protein  molecule),  offers  an  interesting 
field  for  investigation.  It  might  also  be  suggested 
that  these  oxidized  substances  are  prepared  in 
the  spleen  for  the  purpose  of  further  treatment 
by  the  liver. 


The  removal  of  the  normal  spleen  in  cases  of 
traumatism  in  man,  and  its  removal  in  experimen- 
tal animals,  does  not  seem  to  cause  permanent 
abnormal  disturbance.  It  may  be  assumed  that 
in  times  of  stress  stored  blood  is  impelled  through 
the  portal  circulation  into  the  general  circulation 
by  splenic  contractions,  which  possibly  account 
for  the  pain  in  the  left  side  so  often  experienced 
by  long  distance  runners. 

The  spleen  has  some  connection  with  the  sym- 
pathetic nervous  system  through  scanty  fibres  of 
the  capsule,  but  it  would  appear  to  act  largely 
through  the  influence  of  certain  hormones  which 
as  yet  have  not  been  identified. 

Normally  the  spleen  probably  does  not  produce 
white  blood  cells  in  the  adult;  this  function,  or 
dysfunction  of  the  spleen  is  apparent  in  splen- 
omyelogenous  leukaemia. 

In  the  removal  by  the  spleen  of  worn  out  red 
blood  cells  and  blood  platelets  from  the  blood 
stream  lies  the  explanation  of  increased  function 
of  the  spleen  in  those  specific  enlargements  which 
accompany  hemolytic  jaundice  and  hemorrhagic 
purpura,  and  one  may  surmise  that  although  the 
splenomegaly  in  hemolytic  jaundice  and  hem- 
orrhagic purpura  may  to  some  extent  be  a work 
hypei’trophy,  any  enlargement  of  the  spleen  means 
distinct  danger  to  the  red  blood  cells,  without  re- 
gard to  the  nature  of  the  enlargement,  and  prob- 
ably will  be  accompanied  by  anemia. 

Between  April  1,  1904,  and  March  1,  1928, 
splenectomy  was  performed  in  the  clinic  in  500 
cases,  with  a mortality  of  10  per  cent.  In  speak- 
ing of  the  death  rate,  I refer  to  the  deaths  in  the 
hospital.  Many  of  the  patients  recovered  from 
the  operation,  but  for  various  reasons  were  not 
dismissed  from  the  hospital  and  died  there  from 
causes  other  than  the  splenectomy.  Eighty  per 
cent  of  the  patients  who  recovered  from  the 
operation  and  are  now  living  are  in  good  condition, 
and  the  ultimate  results  are  even  more  satisfactory 
than  a cursory  examination  of  the  statistics  might 
lead  one  to  believe 

In  forty-five  cases  of  splenectomy  for  spleno- 
myelogenous  leukaemia  there  were  three  deaths 
in  the  hospital.  Splenomyelogenous  leukaemia 
has  been  looked  on  as  an  incurable  disease,  and 
superficially  it  would  appear  that  there  was  little 
excuse  for  removing  the  spleen.  However,  if  we 
consider  first  that  what  we  call  splenomyelogenous 
leukaemia  may  be  a terminal  stage  of  various 
types  of  blood  dyscrasias  which  are  recognized 
only  when  they  have  reached  a fatal  stage,  per- 
haps to  a certain  extent  we  are  naming  a prognosis 
rather  than  the  actual  disease.  Splenectomy  is 
suggested  in  these  cases  by  the  fact  that  any 
treatment  which  reduces  the  size  of  the  spleen 
improves  the  condition  of  the  blood  and  thereby 
the  condition  of  the  patient. 

Patients  in  this  group  have  lived  and  have  been 
able  to  work  for  a number  of  years  after  sple- 
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nectomy.  At  no  time  has  the  blood  become  nor- 
mal, but  great,  and,  in  some  instances,  prolonged 
palliation  has  resulted.  The  results  are  better 
than  they  appear,  because  in  cases  of  possible 
splenomyelogenous  leukaemia,  when  the  condition 
of  the  blood  approaches  normal  after  splenectomy, 
it  is  assumed  that  the  disease  was  not  true  sple- 
nomyelogenous leukaemia,  and  the  case  is  classi- 
fied with  the  splenic  anaemias  or  is  left  unclassi- 
fied. 

Splenectomy  was  performed  in  eight  cases  of 
lymphocytic  splenomegaly  with  no  deaths.  Half 
of  them  apparently  have  been  of  a benign  type 
and  the  patients  are  living  from  one  to  six  years 
after  operation. 

Splenectomy  for  splenic  aneamia  was  performed 
in  140  cases.  There  were  fifteen  deaths  in  the 
hospital.  More  than,  half  the  patients  are  living, 
and  all  but  six  are  in  satisfactory  condition.  The 
hospital  death  rate  in  this  group  is  high,  but  when 
it  is  considered  that  a goodly  proportion  of  pa- 
tients operated  on  were  in  the  terminal  stage  with 
advanced  cirrhosis  of  the  liver,  ascites,  and  ede- 
ma, and  that  many  of  these  recovered  and  re- 
mained well  for  a term  of  years,  the  results  are 
satisfactory,  and  demonstrate  the  remarkable 
power  of  tbe  liver  to  regenerate.  This  encourag- 
ing showing,  however,  led  to  operation  many  cases 
in  which  conditions  were  such  that  the  risks,  al- 
though justified,  were  great.  Ten  per  cent  of  the 
patients  who  died  during  the  ten-year  period  after 
splenectomy  for  splenic  anaemia  died  from  gastric 
hemorrhage.  It  is  assumed  that  bleeding  was 
due  to  varices  in  the  lower  part  of  the  esophagus 
and  around  the  cardia  of  the  stomach. 

Splenectomy  was  performed  in  eighty-eight 
cases  of  haemolytic  jaundice,  with  four  deaths 
in  the  hospital.  Eighty-one  of  the  patients  have 
been  traced.  Seventy-tbree  are  known  to  be  liv- 
ing, of  whom  seventy-two  are  in  good  condition. 
Splenectomy  in  haemolytic  jaundice  stands  out 
as  a life-saving  operation. 

Splenectomy  was  performed  in  twenty-seven 
cases  of  hemorrhagic  purpura,  with  one  death  in 
the  hospital.  Twenty-six  patients  are  living  and 
in  good  condition.  Here  again  is  a triumph  for 
splenectomy.  It  is  most  important  to  make  a 
correct  diagnosis  before  coming  to  a decision  con- 
cerning surgical  treatment.  Acute  aplastic  ane- 
mia especially  simulates  hemorrhagic  purpura, 
and  differentiation  of  the  two  may  at  times  be 
very  difficult. 

The  modern  treatment  of  pernicious  anemia 
by  a diet  containing  liver  and  high  in  vitamines 
has  at  least  temporarily  replaced  splenectomy. 
Splenectomy  was  performed  in  sixty-two  cases 
of  pernicious  anemia,  with  four  deaths  in  the 
hospital.  Three  of  these  deaths  occurred  in  the 
first  nineteen  cases,  in  which  the  operation  seemed 
justified  only  in  the  late  stages  of  the  disease. 
Splenectomy  should  be  performed,  if  at  all,  only 
when  the  patient  is  on  the  upgrade  following 


transfusions  and  other  methods  of  rehabilitation. 
The  temporary  improvement  which  followed  re- 
moval of  the  spleen  was  marked  in  practically 
every  case,  and  the  prolongation  of  life  in  25  per 
cent  of  the  cases  was  about  two  and  a half  times 
the  life  expectancy  if  splenectomy  had  not  been 
performed.  None  of  the  patients  were  considered 
cured,  for  if  apparent  cure  resulted,  the  case  was 
placed  in  a different  classification  since  probably 
it  was  not  true  pernicious  anemia.  I think  every 
case  should  be  carefully  considered  on  its  merits 
in  order  to  detect  the  occasional  doubtful  case  in 
which  splenectomy  may  be  advisable.  There  is 
a group  of  cases  in  which  there  is  achlorhydria  and 
what  seems  at  the  time  to  be  secondary  anemia 
in  which  the  other  features  of  pernicious  anemia 
have  not  developed;  in  these  splenectomy  might 
logically  be  considered  if  the  spleen  is  enlarged. 

Splenectomy  was  performed  in  three  cases  of 
polycythaemia  vera,  with  one  death.  The  results 
in  the  two  cases  were  extraordinarily  good.  While 
the  patients  are  not  well,  they  have  been  able  to 
work  for  several  years. 

In  nine  cases  in  which  the  tuberculosis  appeared 
to  be  confined  to  the  spleen,  seven  patients  have 
remained  well  over  a long  period  of  years  since 
splenectomy.  One  patient  died  of  generalized 
miliary  tuberculosis  which  came  on  immediately 
after  operation,  possibly  due  to  direct  venous 
contamination  in  the  course  of  the  operation. 

There  were  ten  cases  of  splenectomy  for  syph- 
ilitic splenomegaly,  with  one  death  in  the  hospital. 
These  patients  all  had  advanced  anemia,  large 
spleens,  secondary  gummata  in  the  liver,  and 
were  unable  to  maintain  a negative  phrase  under 
antisyphilitic  treatment  carried  on  for  months. 
The  removal  of  the  spleens,  which  in  some  in- 
stances were  found  to  contain  spirochaetes  and 
small  gummata,  was  followed  by  rapid  recovery. 
The  improvement  in  these  resistants  cases  follow- 
ing splenectomy  and  subsequent  treatment 
amounted  to  cure. 

The  septic  splenomegalies  are  unsatisfactory 
cases  for  operation.  In  the  thirty  acute,  subacute, 
and  chronic  cases  in  which  splenectomy  was  per- 
formed, there  were  seven  deaths.  In  the  more 
acute  cases  in  which  bacteria  were  cultivated  from 
tbe  blood,  the  results  were  poor,  and  it  probably 
would  have  been  established.  In  the  cases  in 
which  septic  endocarditis  was  present  at  the  time 
of  the  splenectomy,  there  were  no  cures.  In  the 
chronic  cases  the  results  were  much  better;  where 
natural  immunity  had  been  established  the  results 
were  good,  and  the  risk  small. 

The  results  of  splenectomy  in  the  Banti  stage 
of  splenic  anemia  for  the  relief  of  cirrhosis  of 
the  liver  were  so  extraordinarily  good  as  to  lead 
to  the  removal  of  the  spleen  in  thirty-seven  cases 
of  cirrhosis  of  the  liver  in  which  the  spleen  was 
only  moderately  enlarged.  The  operation  was 
performed  late  in  the  history  of  the  disease  which 
was  evidently  of  gastro-intestinal  origin.  There 
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were  seven  deaths  in  the  hospital  in  this  series. 
Although  there  were  brilliant  exceptions,  the  re- 
sults in  these  cases  on  the  whole  were  only  fair, 
not  better  than  in  a comparable  group  of  cases 
in  which  some  type  of  Talma-Morison  operation 
had  been  performed  with  less  risk. 

Splenectomy  was  performed  seven  times  for 
Gaucher’s  disease.  The  five  patients  who  lived 
were  greatly  improved  and,  although  they  were  not 
cured,  were  able  to  work  and  earn  a living. 


Prevention  of  Shock  in  Emergency  Surgery.  Hen- 
son, E.  Bennette.  The  West  Virginia  Medical 

Journal,  24,  214-216.  May,  1928. 

The  enormous  increase  in  automobile  accidents 
has  brought  about  a new  era  in  the  medical  pro- 
fessional life.  The  hospitals  are  having  those 
injured  literally  dumped  in  their  doorways  by 
friends,  who  have  rushed  them  madly  over  many 
miles  of  rough  roads,  passing  perhaps  a dozen 
doctors  en  route,  yet  not  stopping  to  have  any 
first  aid  rendered,  reaching  the  hospital  with  the 
patient  in  a deplorable  state.  The  reckless  driving 
of  ambulances  is  one  of  the  chief  factors  in  pro- 
ducing shock. 

A fractured  sternum  is  a serious  injury  and  the 
patient  should  not  be  transported  without  some 
fixation  of  the  chest.  Often  the  only  way  to  re- 
lieve the  condition  is  by  hyperextending  the  spine 
above  the  head.  When  the  sternum  is  tom  from 
many  ribs,  it  may  become  necessary  to  pass  a 
strong  suture  through  the  periosteum  of  the  ster- 
num and  use  traction  to  keep  the  sternum  from 
compressing  the  heart  and  lungs. 

Fractured  skulls  are  seldom  operated  upon  im- 
mediately upon  entering  the  hospital,  so  why  the 
rush  in  getting  them  there?  The  surgeon  de- 
mands, and  rightly  so,  sufficient  time  to  combat 
shock  and  determine  the  extent  of  the  injury.  If 
there  is  an  open  wound,  it  is  carefully  cleansed 
and  warm  compresses  applied  until  such  time  as 
is  deemed  safe  to  operate.  If  the  fracture  is  not 
compound,  it  may  not  become  necessary  to  operate 
at  all.  In  any  injury  to  the  head  we  look  for 
hemorrhage  and  it  is  important  that  the  patient 
be  kept  as  quiet  as  possible  in  order  to  lessen  the 
chance  for  additional  hemorrhage.  To  place 
him  in  an  automobile  and  rush  him  to  a hospital 
may  produce  additional  hemorrhage  and  cause 
profound  shock. 

In  fracture  of  the  pelvis,  shock  is  increased  by 
the  present  method  of  transporting  these  patients. 
When  it  is  thought  that  the  pelvis  is  fractured,  a 
band  should  be  placed  tightly  around  the  pelvis 
at  the  trochanters.  Take  a six-inch  strip  of  heavy 
sheeting  and  tie  it  fairly  tight  around  the  pelvis 
and  then  tighten  his  by  a Spanish  windlass. 

Traction  was  used  to  prevent  shock  in  fracture 
of  the  thigh  and  hip  during  the  World  War,  and 
the  public  at  large  should  be  taught  this  valuable 
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lesson.  The  Thomas  splint  is  easily  made  by  any 
blacksmiths  and  should  be  in  every  doctor’s  office 
to  be  used  in  immediately  on  every  fracture  of  the 
thigh.  No  injured  person  with  a fractured  femur 
should  be  moved  without  firm  tractions  being  con- 
stantly applied  to  the  injured  thigh. 

When  a tourniquet  is  applied  to  an  extremity  to 
control  hemorrhage,  that  entire  extremity  is 
placed  in  jeopardy.  When  it  becomes  necessary 
to  apply  a tourniquet  to  control  bleeding,  make 
sure  that  someone  is  sent  with  your  patient  with 
enough  intelligence  to  release  it  every  30  minutes 
and  reapply  it  above  or  below  its  original  site. 
If  you  fail  to  have  this  done  you  may  find  gan- 
grene of  the  limb  at  the  end  of  the  journey.  I 
have  knowledge  of  two  such  accidents  and  many 
such  near  ones. 

The  immediate  treatment  of  the  traumatized 
abdomen  demands  of  the  physician  all  of  his 
knowledge  and  skill  and  experience  combined  to 
properly  estimate  the  damage  wrought  within. 
When  we  encounter  such  injury,  we  should  place 
the  patient  flat  on  his  back,  give  the  necessary 
orders  for  immediate  relief  and  then  exert  our 
professional  right  to  demand  the  detailed  account 
of  the  injury  so  that  we  may  examine  the  abdo- 
men with  a better  understanding.  Do  not  send 
that  patient  to  a hospital  until  diagnosis  has  been 
made  and  first  aid  rendered  accordingly.  Here 
again  the  surgeon  demands  time  to  study  the  case 
after  it  arrives  at  the  hospital,  so  why  rush  so 
at  the  other  end  of  the  line?  Shock  will  have  to 
be  combatted  somewhere,  sometime,  and  the  best 
place  is  at  the  scene  of  the  accident.  It  is  true 
that  hemorrhage  into  the  abdomen  is  a serious 
condition  and  should  be  controlled  promptly,  but 
the  modern  injured  abdomen  is  seldom  one  of 
hemorrhage  but  of  a ruptured  viscus.  One  or 
two  hours  delay  is  not  criminal  neglect  but,  on 
the  contrary,  often  a life-saving  procedure. 

The  public  will  have  to  be  taught  proper  first 
aid  and,  above  all,  they  must  learn  that  the  doc- 
tor at  the  scene  of  accident  is  worth  ten  hospitals 
during  that  agonizing  hour  after  the  accident. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S., 
and  F.  K.  Garvey,  M.D. 
Medical  Building,  Knoxville 


Urologic  Conditions  Encountered  in  Children. 

B.  A.  Thomas  and  J.  C.  Birdsall,  M.D.  Journal 

A.  M.  A.,  November  10,  1928.  Vol.  91,  No.  19. 

The  author  states  that  practically  all  urologic 
lesions  that  occur  in  adults  up  to  the  fifth  decade, 
occur  in  children,  though  the  symptoms  and  signs 
may  be  misleading  and  inaccurately  described. 
For  this  reason  he  considers  it  just  as  essential 
that  the  child  presenting  symptoms  referable  to 
the  urinary  tract  be  subjected  to  the  same  tho- 
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rough  and  complete  urologic  study  and  examina- 
tion as  the  adult.  This  is  facilitated  by  small  but 
wonderfully  perfected  instruments,  which  the  pro- 
fession now  has,  and  also  the  fact  that  children 
react  as  well  to  examinations  of  this  kind  as  do 
adults. 

In  cystoscopies  the  same  technical  methods  are 
carried  out,  in  the  main,  in  the  examination  of 
children  as  in  adults.  Many  require  a general 
anesthetic,  as  nitrous  oxide,  or  light  ether  anes- 
thetic, and  this  for  only  a few  minutes  until  the 
bladder  is  examined  and  ureters  catheterized. 
The  anesthetic  is  thus  discontinued  for  function 
test,  collection  of  kidney  specimens,  and  pyelo- 
graphy if  needed.  A preliminary  hypodermic  of 
morphia  and  atropine  is  given  to  remove  inhibi- 
tion of  renal  function  caused  by  anesthetic. 

Persistent  pyuria  after  a period  of  two  to  three 
weeks  intensive  medication  with  urinary  anti- 
septics, indicates  a cystoscopic  examination,  com- 
plete if  necessary  regardless  of  age  of  child.  One 
such  case  was  a girl  age  four  and  one-half  months, 
another  reported  cystoscopic  as  early  as  twenty- 
seven  days  of  age.  Any  suspected  abnormalities 
of  urinary  tract  should  be  cystoscoped  early. 

A series  of  62  cases  is  given  with  percentage 
of  occurence  of  lesions  of  different  types,  and 
result  of  treatment. 

Pyelitis  occurred  in  13  of  the  62  cases.  Nine 
recurred  after  drainage  and  lavage.  Four  were 
improved. 

Hydronephrosis  in  seven.  Three  were  ne- 
phrectomized  and  recurred.  Four  were  improved 
by  lavage  (renal),  one  having  a ptosis  necessitating 
wearing  a corset. 

Pyonephrosis  was  diagnosed  in  six.  Three  were 
nephrectomized  and  recovered.  Two  improved  by 
palliative  treatment.  One  which  was  a spina 
bifida  died. 

Tuberculosis  occurred  in  seven  cases.  Three 
were  nephrectomized  and  cured.  These  were  uni- 
lateral. Two  more,  which  were  unilateral,  were 
advised  Nephrectomy.  Two  of  these  died,  and 
one  is  still  living  at  the  age  of  15  years,  but  has 
symptoms  of  infection.  Two  were  bilateral  and 
died,  three  and  fifteen  months  later  under  pallia- 
tive treatment. 

Congenital  abnormalities  were  not  infrequent. 


Diverticulae  of  bladder  were  found  in  four  pa- 
tients, three  of  which  showed  spina  bifida. 

Cases  of  nocturial  enuresis  where  no  external 
cause  is  evident,  should  be  cystoscoped.  Twelve 
such  cases  were  cystoscoped  and  two  were  found 
to  show  some  urinary  lesion  as  hydronephrosis, 
hydro-ureter,  bladder  diverticulum,  etc. 


Nongonorrheal  Nontuberculous  Epididymitis. 

Meredith  F.  Campbell,  M.D.  Journal  A.  M.  S., 

September,  1928,  No.  3,  Vol.  clxxvi. 

This  condition  is  frequent,  occurring  in  about 
nine  per  cent  of  all  epididymitis  cases.  Is  prone 
to  suppuration  and  secondary  necrosis,  thereby 
making  early  recognition  and  diagnosis  of  prime 
importance.  The  morbidity  is  high,  also  destruc- 
tion of  testicles  commonly  due  to  suppurative 
extension.  Three-fourths  of  these  recover  without 
operation,  while  one  in  four  requires  operation. 
One-third  of  these  will  lose  a testicle. 

The  etiology  is  variable  though  pyogenic  or- 
ganisms, such  as  staphlococcus,  streptococcus,  and 
colon  bacillus  are  most  frequently  encountered. 
Trauma  is  the  direct  cause  in  one  out  of  every 
fifteen  cases.  This  includes  instrumentation, 
prostatic  massage,  and  catheterization.  Infection 
of  posterior  urethra  or  prostate  is  necessary  in 
such  instances. 

The  greatest  incidence  is  in  the  third  decade. 
The  right  side  is  most  frequently  involved. 

The  onset  is  usually  abrupt,  but  the  initial 
symptoms  are  not  as  acute  as  in  gonorrheal  epi- 
didymitis. Has  the  same  symptoms  of  pain  and 
swelling  with  cord  and  groin  discomfort,  but  is 
not  accompanied  by  urethritis  as  in  gonorrhea 
and  is  more  liable  to  be  unappreciated  by  phy- 
sicians in  regard  to  severity.  The  epididymis 
alone  and  not  the  testicle  is  always  involved,  be- 
ginning in  globus  minor.  The  vas  may  be  en- 
larged and  indurated,  occasionally  nodular  or  ab- 
scessed. The  prostate  and  vesicles  are  nearly 
always  indurated. 

Elevation  and  immobilization  will  take  care 
of  the  treatment  in  the  majority  of  cases.  About 
one  out  of  four  have  to  be  operated  by  the  method 
of  exposure  and  multiple  punctures  of  the  epi- 
didymis. Occasionally  epididymotomy  has  to  be 
done. 
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CONCERNING  THE  DIAGNOSIS  AND  TREATMENT 
OF  BRAIN  TUMORS* 


Thos.  D.  McKinney,  M.D.,  F.A.C.S.,  Nashville 


During  the  past  two  decades  probably 
no  specialty  in  medicine  has  made 
greater  progress  than  surgery  of  the 
nervous  system.  Within  this  period  much 
of  the  depression  and  despair  which  for- 
merly surrounded  the  consideration  of  tu- 
mors of  the  brain  has  disappeared. 

Many  factors  have  contributed  to  this 
more  favorable  outlook  for  the  patient  with 
brain  tumor.  In  the  first  place  our  gen- 
eral knowledge  concerning  intracranial 
growths  and  their  location  has  increased 
very  materially.  Also  in  most  every  sec- 
tion where  brain  surgery  is  done  the  gen- 
eral practitioners,  as  well  as  the  specialists, 
have  come  to  realize  that  brain  tumors  are 
not  rare  lesions  but  on  the  contrary  are 
probably  the  most  frequent  condition  pro- 
ducing the  syndrome  of  increased  intra- 
cranial pressure. 

Clinically  every  space-restricting  intra- 
cranial mass  must  be  regarded  as  a tumor, 
whether  neoplastic  in  nature  or  not.  Based 
on  statistics  from  large  institutions  the  in- 
cidence of  tumors  of  the  brain  may  be  fair- 
ly approximated  as  occurring  in  one  per 
cent  of  all  necropsies.  The  general  recog- 
nition of  this  high  incidence  of  these  lesions 
has  contributed  distinctly  to  earlier  diag- 
nosis, and  consequently  much  to  the  suc- 

*Read before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  11,  1928. 


cess  of  the  surgical  management.  Again 
recent  studies  have  made  possible  the  classi- 
fication or  grouping  of  intracranial  growths 
on  the  basis  of  their  pathology,  situation, 
clinical  course  and  symptomatology.  A 
diagnosis,  therefore,  must  now  include  not 
only  the  fact  of  a brain  tumor  but  its  situa- 
tion and  probable  pathological  nature  as 
well.  This  information  allows  the  surgeon 
to  make  a more  direct  attack,  often  with 
foreknowledge  of  the  type  of  tumor  he  will 
encounter  and  of  methods  he  will  employ 
in  dealing  with  the  particular  growth. 

It  will  be  impossible  at  this  time  to  do 
more  than  mention  very  briefly  some  of  the 
important  points  in  diagnosis  and  treat- 
ment. In  some  instances  the  diagnosis  of 
an  intracranial  tumor  is  quite  a simple  mat- 
ter and  on  the  other  hand  no  condition  may 
be  more  baffling.  Unfortunately  it  may  be 
impossible  to  make  a definite  diagnosis  early 
in  the  course  of  the  tumor  when  treatment 
is  most  effective.  However,  every  patient 
presenting  suggestive  evidence  of  an  intra- 
cranial growth  should  be  classed  as  a “brain 
tumor  suspect”  and  kept  under  constant  ob- 
servation until  a diagnosis  can  be  made. 

In  addition  to  an  ordinary  history  and 
physical  examination,  the  patient  with  a 
suspected  brain  tumor  demands  a study  em- 
bracing the  following : ( 1 ) a very  care- 

fully taken  neurological  history,  (2)  a meti- 
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culous  neurological  examination,  which,  of 
course,  includes  the  eye,  the  ear,  and  the 
vestibular  apparatus,  (3)  stereoscopic  ra- 
diograms of  the  skull  and  in  some  cases 
ventriculograms  should  be  made,  (4)  a 
careful  study  of  the  cerebrospinal  fluid  in- 
cluding its  pressure  as  well  as  its  cytologic 
and  serologic  flndings,  (5)  search  for  evi- 
dence of  endocrine  disturbances.  Develop- 
mental and  metabolic  abnormalities  sug- 
gest a tumor  of  the  pituitary  or  pineal  gland, 
or  one  located  in  their  vicinities. 

From  the  above  it  is  obvious  that  in  some 
instances  much  special  study  is  required  be- 
fore a diagnosis  can  be  made.  It  may  be 
necessary  to  repeat  the  neurological  exam- 
ination from  day  to  day  or  at  intervals  of 
weeks  and  months. 

The  neurological  evidence  on  which  a 
diagnosis  is  based  may  be  divided  into  two 
groups,  viz : the  general  symptoms  and  the 
local  or  focal  signs.  The  general  symptoms 
are  the  expression  of  an  increased  intra- 
cranial pressure,  the  result  either  of  the 
presence  of  the  tumor  mass  per  se  or  of  its 
interference  with  the  blood  and  cerebro- 
spinal circulations.  A tumor  of  an  infil- 
trating character  or  one  so  situated  as  to 
project  into  a ventricle  without  blocking 
the  outflow  of  cerebrospinal  fluid  may  pro- 
duce no  general  symptoms  until  it  has  at- 
tained a large  size.  On  the  other  hand  a 
small  tumor  so  situated  as  to  interfere  with 
the  cerebrospinal  fluid  circulation  may  early 
produce  marked  evidence  of  intracranial 
hypertension. 

The  general  symtoms  produced  by  brain 
tumors  given  in  the  order  of  their  import- 
ance are,  choked  disk,  headache,  vomiting, 
dizziness,  convulsive  seizures  and  mental 
disturbances.  It  is  important  to  bear  in 
mind  that  any  one  or  most  of  these  general 
symptoms  may  be  absent.  Their  is  no  single 
symptom  or  sign  pathognomonic  of  brain 
tumor.  Choked  disk  is  probably  the  most 
characteristic  sign.  Oppenheim  claims  that 
it  occurs  in  65  to  80  per  cent  of  cases  and 
is  indicative  of  brain  tumor  in  90  per  cent 
of  cases  when  present.  The  combination 
of  some  of  these  general  symptoms  charac- 
terized by  a slowly  progressive  course,  con- 
stitutes a fairly  well-defined  brain  tumor 


syndrome,  particularly  when  associated 
with  one  or  more  focal  signs. 

Jacksonian  epileptic  attacks  occurring  in 
children  or  generalized  epileptiform  convul- 
sions coming  on  in  adult  life  should  im- 
mediately suggest  brain  tumor.  In  fact, 
the  diagnosis  of  idiopathic  epilepsy  should 
never  be  made  until  the  question  of  brain 
tumor  has  been  eliminated. 

Too  much  emphasis  cannot  be  placed  on 
the  value  of  information  obtained  by  a tho- 
rough study  of  the  visual,  auditory  and  ves- 
tibular apparatus.  Disturbances  along 
these  pathways  may  indicate  with  great  ac- 
curacy the  location  of  the  lesion  as  is  so 
well  illustrated  in  the  bitemporal  blindness 
associated  with  lesions  of  the  optic  chiasm. 

Rontgeonogram  of  the  skull  at  times  are 
of  great  value  in  localization.  Stereoscopic 
pictures  should  always  be  made.  In  pitui- 
tary tumors  the  characteristic  enlargement 
and  erosin  of  the  sella  turcica  is  shown. 
The  situation  of  other  tumors  may  be  re- 
vealed by  local  bony  changes,  such  as  thin- 
ning and  erosin,  or  by  evidence  of  calcium 
deposits  in  the  growth  itself.  The  mottled 
or  “beaten  silver”  appearance  due  to  con- 
volutional atrophy  is  characteristic  of  in- 
tracranial pressure  when  it  occurs  in  adults. 
Other  evidence  of  general  pressure  are 
deepening  of  the  vascular  channels,  separa- 
tion of  suture  lines  and  erosin  of  the  pos- 
terior clinoid  processes. 

About  60  per  cent  of  adults  show  cal- 
cium deposits  in  the  pineal  gland.  Naff- 
zeiger’s  “pineal  shift”  is  a lateral  deviation 
of  the  pineal  shadow  as  shown  in  an  ac- 
curately made  anteroposterior  radiogram. 

In  a selected  group  of  cases  ventriculo- 
graphy as  introduced  by  Dandy  affords  val- 
uable help.  However,  this  procedure  is  not 
without  danger,  and  some  fatalities  have 
been  reported.  Its  execution  and  interpre- 
tation of  results  require  considerable  skill 
and  experience.  It  should  be  reserved  for 
that  group  of  cases  in  which  it  is  impossible 
to  localize  the  growth  by  neurological  ex- 
amination. The  simple  procedure  of  intro- 
ducing a cannula  into  the  ventricle  with 
estimation  of  its  capacity,  may  sometimes 
furnish  as  much  information  as  ventricu- 


January,  1929  DIAGNOSIS  AND  TREATMENT  OF  BRAIN  TUMORS— McKinney 


335 


lography.  Spinal  or  cisternal  puncture 
should  always  be  performed  with  great 
caution  in  the  presence  of  high  intra- 
cranial pressure.  Sudden  death  may  result 
from  compression  of  the  medulla  by  hernia- 
tion of  the  cerebellum  through  the  foramen 
magnum.  However,  it  is  important  in 
most  cases  to  obtain  accurate  pressure  read- 
ings and  complete  studies  of  the  cerebro- 
spinal fluid.  Such  information  is  of  greatest 
value  in  eliminating  inflammatory  condi- 
tions, such  as  syphilis,  encephalitis,  abscess, 
etc.,  which  in  many  instances  closely  simu- 
late brain  tumor. 

In  a paper  of  this  length  no  attempt  will 
be  made  to  discuss  the  numerous  focal  signs 
which  may  be  produced  by  an  intracranial 
tumor  interfering  with  specific  brain  func- 
tions. Such  signs  afford  no  proof  that  a 
tumor  exists.  They  may  be  produced  by 
any  brain  disturbance  regardless  of  the  na- 
ture of  the  lesion.  However,  when  asso- 
ciated with  the  general  symptoms  of  tumor 
these  signs  are  of  utmost  importance  in  ac- 
curate localization  of  the  growth.  Only  the 
early  focal  signs  have  localizing  value.  Late 
in  the  course  of  the  tumor,  various  focal 
signs  are  produced  by  the  general  increase 
of  intracranial  pressure.  Therefore,  an  ac- 
curate, carefully  elicited  history,  giving  the 
chronological  sequence  of  the  earlier  signs, 
is  of  great  importance. 

Considered  from  the  standpoint  of  their 
pathological  grouping,  the  gliomas  stand  at 
the  head  of  the  list,  constituting  approxi- 
mately 42  per  cent  of  all  brain  tumors. 
Heretofore,  on  account  of  their  infiltrating 
character  and  marked  tendency  to  malig- 
nancy the  gliomas  have  been  considered  very 
discouraging  from  the  standpoint  of  surgi- 
cal cure.  However,  the  work  on  this  group 
by  Bailey  and  Cushing  in  1926  indicates 
that  approximately  25  per  cent  of  gliomas 
are  of  a benign  nature  and  therefore  amen- 
able to  surgical  removal  from  which  a long 
period  of  relief  may  be  reasonably  ex- 
pected. 

The  pathological  diagnosis  is  made  large- 
ly by  elimination  of  other  types  of  tumors. 
On  the  whole  gliomas  are  relatively  rapid 
growing  and  may  be  located  anywhere  in 
the  brain.  They  are  usually  deep  seated 


and  the  first  symptoms  may  be  those  due 
to  general  pressure.  Except  for  suprasella 
cysts,  gliomas  are  more  apt  to  show  calcium 
deposits  by  rontgeonogram  than  any  other 
group  of  intracranial  tumors.  Rarely  they 
may  produce  local  thinning  or  erosion  of 
the  skull  bones. 

The  treatment  is  complete  surgical  re- 
moval where  possible.  They  should  be  ap- 
proached by  turning  a large  osteoplastic 
flap  directly  over  the  site  of  the  tumor. 
Posterior  fossa  tumors  are  approached 
through  a bilateral  cerebellar  exposure. 
Cystic  gliomas  beneath  the  surface  may  be 
located  by  inserting  a cannula  into  the  cav- 
ity of  the  cystic  portion.  Aspiration  of  a 
characteristic  yellow  fluid  which  coagulates 
on  standing  reveals  the  nature  of  the  lesion. 
Any  portion  of  solid  growth  in  the  cyst 
wall  must  be  removed  and  the  remaining 
lining  of  the  cavity  treated  with  Zenker’s 
solution. 

In  cases  where  the  glioma  is  deep  seated, 
infiltrating,  or  not  localizable,  a decompres- 
sion may  be  indicated  for  the  relief  of  the 
distressing  symptoms  of  general  pressure, 
and  for  the  preservation  of  vision.  Deep 
X-ray  and  radium  therapy  offers  some  bene- 
fit to  these  patients.  It  may  be  employed 
with  benefit  when  surgical  removal  is  im- 
possible. 

Pituitary  tumors  comprise  the  next  larg- 
est group  of  intracranial  growths.  These 
tumors  are  of  two  pathological  types,  the 
adenomas  of  the  pituitary  body  and  the 
suprasella  cysts  taking  their  origin  from 
remains  of  embryonic  structure  in  the  vi- 
cinity of  the  sella  turcica.  Usually  little 
difficulty  is  encountered  in  the  diagnosis  of 
these  lesions.  Radiograms  show  ballooned 
enlargement  with  erosin  of  the  sella  turcica 
which  is  characteristic  of  the  adenoma,  and 
the  flat  “saucer”  deformity  of  the  sella  with 
calcium  deposits  above,  which  is  equally 
characteristic  of  the  suprasella  cysts.  In 
both  types  constitutional  evidence  of  pitui- 
tary dysfunction  is  usually  present.  Pri- 
mary optic  atrophy,  associated  with  visual 
field  defects,  indicates  damage  to  the  optic 
tracts  and  chiasm  resulting  from  direct 
pressure  by  these  growths. 

Surgery  in  this  group  is  directed  toward 
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preventing  blindness.  Enough  of  the  growth 
must  be  removed  to  relieve  pressure  on  the 
optic  tracts.  The  adenomas  may  be  ap- 
proached transphenoidally,  decompressing 
and  removing  a portion  of  the  tumor 
through  the  floor  of  the  sella  trucica.  How- 
ever, most  neurological  surgeons  turn  a 
large  frontal  or  lateral  flap,  approaching 
the  tumor  from  above.  One  of  the  latter 
methods  is  always  used  for  evacuation  and 
treatment  of  the  suprasella  cysts.  Follow- 
ing the  relief  of  pressure,  vision  is  distinct- 
ly improved,  often  it  becomes  almost  normal. 
This  improvement,  however,  may  not  be 
permanent  because  of  the  tendency  of  ade- 
nomas to  recur  and  of  the  cysts  to  reflll  in 
a comparatively  short  time. 

The  meningiomas  comprising  about  12 
per  cent  of  intracranial  growths  have  their 
origin  in  the  meninges.  Because  of  their 
well  deflned  capsule  and  usual  accessibility 
this  is  the  most  favorable  group  to  deal 
with  surgically.  ■ 

The  bone  overlying  these  growths  may 
show  thinning  from  pressure,  or  thickening 
due  to  hyperostosis.  This  latter  change 
often  can  be  observed  on  the  external  sur- 
face of  the  skull.  On  account  of  great  vas- 
cularity their  surgical  removal  may  be  quite 
difficult,  frequently  requiring  a two-stage 
procedure  and  blood  transfusions.  When 
the  tumor  is  completely  removed  there  is 
little  likelihood  of  recurrence. 

Acoustic  tumors  arising  from  the  eighth 
nerve  near  the  internal  auditory  meatus 
comprise  about  10  per  cent  of  brain  tumors 
and  are  probably  the  most  readily  recog- 
nized intracranial  growths.  The  symptoms 
and  course  are  quite  characteristic.  Uni- 
lateral ringing  in  the  ear  followed  by  deaf- 
ness on  the  same  side,  later  by  involvement 
of  other  cranial  nerves,  make  their  localiza- 
tion quite  an  easy  matter.  They  are  slow 
growing  and  benign.  The  complete  surgi- 
cal removal  of  these  growths  is  difficult. 
Intracapsular  eneucleation,  although  not 
ideal,  is  often  the  best  that  can  be  done. 
However,  due  to  their  slow  growth,  symp- 
tomatic relief  may  be  expected  for  at  least 
a number  of  years.  Usually  there  remains 
some  crippling  due  to  damage  to  other 
cranial  nerves. 


Tuberculomas  form  about  three  per  cent 
of  intracranial  growths.  Here  again  Ront- 
genograms  may  show  calcium  deposits. 
They  are  more  frequent  in  children  than  in 
adults  and  usually  are  associated  with  tuber- 
culosis elsewhere  in  the  body.  It  is  doubtful 
if  they  should  ever  be  removed  surgically. 

Surgical  removal  is  rarely  indicated  in 
cases  of  gummata  and  metastatic  growths 
However,  quite  frequently  subtemporal  de- 
compression may  be  done  to  save  vision  or 
relieve  distress  resulting  from  general  in- 
creased intracranial  pressure. 

Regarding  the  treatment  of  intracranial 
growths  Horrax  recently  stated  that  “prob- 
ably from  30  to  40  per  cent  may  be  per- 
manently relieved  or  cured  by  properly  in- 
stituted surgical  measures.  Certainly  an- 
other 25  per  cent  may  be  alleviated  for  a 
considerable  period  from  the  discomforts 
arising  from  increased  intracranial  pres- 
sure, with  preservation  of  vision  during 
their  final  months  of  life,  a matter  which 
may  be  socially  and  economically  of  the 
highest  importance  in  individual  cases.” 

It  should  be  borne  in  mind  that  much  of 
the  credible  showing  in  this  field  of  surgery 
is  due  to  developments  in  technic.  Nto  oper- 
ation requires  more  patience,  gentleness  and 
attention  detail.  Local  enesthesia  is  satis- 
factory in  practically  all  operations  for 
brain  tumors  except  in  children.  A donor 
for  blood  transfusion  should  always  be  at 
hand. 

Finally  we  would  emphasize  these  facts : 
First,  brain  tumors  are  not  rare  lesions. 
Second,  the  early  diagnosis  may  require  the 
most  thorough  study  and  observation,  often 
extending  over  a period  of  weeks  or  months. 
In  many  instances  special  diagnostic  proce- 
dures are  required.  Third,  these  tumors, 
although  very  serious  lesions,  should  not  be 
regarded  as  hopeless  from  the  standpoint 
of  treatment,  since  several  large  groups  lend 
themselves  to  surgical  removal  with  a fair 
prospect  of  relief  or  complete  cure. 


DISCUSSION 

DR.  BATTLE  MALONE,  Memphis:  As  Dr. 
McKinney  has  said,  in  recent  years  there  has  prob- 
ably been  no  branch  of  surgery  in  which  there  has 
been  more  advance  than  in  brain  tumor.  The 
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Doctor  mentioned  several  cases  in  which  the  sur- 
geon did  not  see  the  patient  until  he  was  blind. 
This  is  a pity,  for  tumor  of  the  brain  has  certain 
definitely  outlined  symptoms  and  it  is  a shame  to 
allow  them  to  go  on  until  the  patients  are  hopelessly 
blind.  The  use  o'f  the  X-ray,  particularly  with 
ventriculography,  is  of  great  assistance  in  making 
the  diagnosis.  This  is  not  always  necessary  for 
often  we  can  recognize  from  the  focal  symptoms 
exactly  where  the  tumor  is. 

One  thing  I did  not  hear  mentioned  but  which 
should  be  emphasized  is  the  great  danger  of  doing 
spinal  punctures.  Many  men  regard  the  spinal 
puncture  as  harmless,  but  this  is  not  true.  Many 
deaths  occur  from  it  and  it  is  not  necessary.  There 
is  an  enormous  increase  of  intracranial  tension,  but 
it  is  remarkable  how  this  can  be  decreased  by  the 
use  of  magnesium  sulphate. 

Dr.  McKinney  mentioned  the  use  of  local  anes- 
thesia and  that  is  very  valuable.  I have  not  used 
a general  anesthetic  in  brain  surgery  since  the  war 
for  we  can  do  anything  necessary  within  the  skull 
under  local  anesthesia. 

DR.  JOHN  A.  WITHERSPOON,  Nashville:  Dr. 
McKinney  mentioned  a case  he  operated  upon  for 
me  and  I think  I have  never  seen,  in  forty  years’ 
experience,  a cleaner,  better  operation.  The  X-ray 
confirmed  the  diagnosis,  with  the  lime  salts,  as  you 
saw  in  the  picture  he  threw  on  the  screen.  The 
patient  was  forty-nine  and  had  all  the  symptoms 


suggestive  of  brain  tumor.  We  were  thoroughly 
convinced  of  the  diagnosis  before  the  X-ray  deter- 
mined the  location.  Dr.  McKinney  made  a rather 
large  flap,  laid  the  bone  back  and  opened  the  dura, 
and  the  whole  picture  of  the  tumor  was  beautifully 
outlined  in  the  anatomical  structures  of  the  brain. 
He  and  I had  talked  the  case  over  many  times. 
It  was  a question  whether  it  was  an  encapsulated 
tumor  or  not,  and  we  were  just  between  the  psychic 
centers  and  those  of  motion.  We  were  not  much 
afraid  of  the  fact  that  we  might  get  paralysis 
following  the  operation,  because  of  the  location  of 
the  growth.  It  was  far  beyond  the  Rolandic  area, 
and  he  could  easily  get  it  out.  The  man  is  per- 
fectly well,  feels  better  than  for  a number  of 
years,  and  has  returned  to  a rather  prominent 
position. 

I rise  to  congratulate  Dr.  McKinney  on  taking 
up  this  work,  for  we  have  so  few  surgeons  making 
a specialty  of  brain  surgery,  and  I am  very  proud 
of  him. 

DR.  H.  J.  HAYES,  Memphis:  Just  a word  about 
the  early  recognition  of  brain  tumor.  If  the  diag- 
nosis is  not  made  early  the  brain  surgeon  is  more 
or  less  powerless  to  accomplish  the  results  that 
could  be  obtained  in  the  early  stages. 

I would  like  to  ask  if  the  patient  with  the  pineal 
tumor  did  not  show  early  sexual  development  and 
general  growth  at  the  same  time — ^if  there  were  no 
localizing  symptoms  pointing  to  the  pineal  region. 
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DETERMINATION  OF  THE  PRESENCE  OF  INSANITY* 


John  W.  Stevens,  M.D.,  Nashville 


IT  has  been  suggested  that  a paper  on  this 
subject  might  be  of  interest.  It  is  an  ex- 
tensive topic,  and  I wonder  if  enough  can 
be  condensed  into  a short  essay  to  be  worth 
much. 

I shall  undertake  to  speak  of  it  as  a pure- 
ly medical  question,  because  that  is  the  true 
character  of  the  matter,  regardless  of  what 
facts  of  a legal  nature  may  be  influenced  in- 
cidentally. Whether  one  thinks  of  it  with 
a picture  in  mind  of  a court  room  with  liti- 
gants, or  a criminal  at  bar,  or  whether  as 
at  the  bedside  of  his  patient,  the  problems 
involved,  and  the  manner  of  reaching  his 
conclusions  will  be  much  the  same  to  the 
physician,  in  either  instance. 

We  lack  a guide  in  the  nature  of  a stand- 
ard of  normal  mentality.  Minds  differ 
much  within  the  limits  of  health.  What 
would  constitute  insanity  in  one  person 
might,  because  of  their  differences  of  train- 
ing and  habits  of  thought,  be  perfect  sanity 
in  another. 

Probably  the  best  we  can  do  is  to  con- 
ceive of  insanity  as  being  an  acquired  de- 
parture from  those  habits  of  behavior,  feel- 
ing, thinking,  and  believing,  common  to 
other  average,  healthy,  persons  of  the  same 
race,  education,  and  social  environment.  If 
he  was  born  so  and  never  had  these  common 
mental  attributes  of  his  fellows,  this  is 
feeble-mindedness,  which  is  rather  outside 
what  I am  discussing  here.  I am  thinking 
rather  of  the  individual,  who  has  once  been 
what  we  call  normal,  whom  we  now  suspect 
to  be  otherwise,  and  of  how  we  are  going 
to  reach  a conclusion. 

In  our  efforts  to  determine  the  sanity,  or 
insanity  of  an  individual,  our  observations 
roughly  group  themselves  under  three 
heads : 

1.  What  he  does, 

2.  How  he  appears, 

3.  What  he  says. 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  11,  1928. 


Always,  it  is  presupposed  that  a thorough 
history  has  been  obtained,  and  that  the 
above  mentioned  subdivisions  of  observa- 
tions are  being  applied  to  the  picture  as  a 
whole,  irrespective  of  when  or  how  this  in- 
formation is  obtained.  Furthermore,  it  is 
supposed,  also,  that  the  examiner  will  at 
the  first  opportunity  make  a physical  exam- 
ination. Pronounced  vascular  degeneration 
or  pellagra  may  be  of  significance  in  a sug- 
gestive way,  while  neurological  findings  of 
evidence  of  gross  disease  of  the  nervous 
system,  particularly  those  of  neurosyphilis 
are  extremely  so.  To  find  a man  with  fine 
tremor  of  outspread  fingers,  tremulous  lips 
and  tongue,  slurring  speech,  fixed  pupils, 
disturbances  of  his  deep  reflexes  and  a posi- 
tive Wasserman,  particularly  of  the  spinal 
fluid,  leads  the  examiner  to  expect  to  prob- 
ably find  him  insane.  Brain  tumor  or  ab- 
scess are  not  infrequently  associated  with 
mental  disturbance  and  in  the  post-apoplec- 
tic states  degenerative  mental  processes  are 
apt  to  occur.  With  these  facts  in  mind,  let 
us  proceed. 

As  it  is  given  priority  of  mention,  so  it  is 
that  conduct  may  well  be  of  the  first  im- 
portance. Here  enters  in  the  personal 
equation,  as  requiring  the  greatest  atten- 
tion. What  relation  does  his  present  be- 
havior, or  that  cited  as  evidence  of  mental 
disorder,  bear  to  his  common,  his  usual, 
his  normal  conduct,  and  how  does  it  cor- 
respond to  that  which  is  common  to  other 
individuals  of  the  same  race,  similar  educa- 
tion, and  environment?  Ephemeral  chang- 
es, due  to  anger,  fear,  excitement,  etc., 
must  of  course  be  excluded,  and  our  investi- 
gation of  the  circumstances  be  so  complete 
as  to  establish,  beyond  doubt,  that  the  acts 
called  into  question  are  not  the  natural  re- 
action to  facts  not  known  to  us,  or  to  a fal- 
lacy dependent  upon  natural  mistakes  of 
observation  and  deduction.  That  which  in 
the  ignorant  bumpkin  would  be  without  sig- 
nificance, as  constituting  merely  his  normal. 
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natural,  behavior,  would  immediately  sug- 
gest the  alienation  of  the  man  of  culture  and 
refinement. 

The  former  might  come  into  the  presence 
of  ladies  or  go  upon  the  street  in  an  untidy, 
unshaven,  unkempt,  condition  of  person  and 
attire,  and  in  his  manner  and  conduct  fail 
of  observance  of  the  little  niceties  of  beha- 
vior customary  in  polite  and  refined  society, 
and  thereby  attract  no  unusual  attention, 
this  being  recognized  as  the  naturally  to 
be  expected  and  normal  expression  of  his 
education  and  habits  of  life,  but  which  in 
the  gentleman  of  culture  and  refinement, 
would  at  once  arouse  the  gravest  suspicions 
of  his  mental  state. 

The  young  woman,  raised  amid  the  en- 
vironments of  a Mother’s  love,  of  propriety 
and  rectitude,  and  all  that  goes  to  inspire 
modesty  and  virtue,  loses  the  maidenly  re- 
serve that  is  her  wont,  is  forward  in  her 
manner,  deserts  modesty  and  becomes  in- 
sinuative  and  suggestive  in  remarks  and 
actions.  Whereupon,  we  know  that  a men- 
tal disorder  has  appeared,  whereas,  all  of 
this  behavior,  and  even  further,  in  a yellow 
negress,  of  that  type  known  to  all,  would 
be  but  that  which  we  would  ordinarily  ex- 
pect. 

The  man  of  sober,  conservative,  business 
judgment,  ever  watchful  of  his  own  and 
the  interest  of  others  confided  to  him,  be- 
comes unduly  venturesome  and  reckless  in 
his  management  of  affairs,  makes  invest- 
ments without  his  usual  care  of  investiga- 
tion, and  into  wildcat,  speculative  schemes, 
becomes  unwontedly  extravagant,  negligent, 
and  inattentive  to  his  affairs;  the  individ- 
ual by  disposition  lively,  jolly,  talkative  and 
vivacious,  becomes  quiet,  melancholy,  si- 
lent and  morose ; he  who  was  the  commun- 
ity’s model  of  propriety  and  rectitude,  act- 
ive in  all  good  works  and  public  morals, 
loses  interest  in,  or  even  becomes  scornful 
of  these  things,  and  begins  to  seek  low  as- 
sociates ; and  we  see  that  an  abnormal  men- 
tal condition  has  been  initiated.  And  so 
on  for  the  thousand  and  one  variations  from 
the  individual’s  normal  status,  when  that 
change  is  not  but  fleeting  transcience  and 
explainable  by  some  natural  and  justifiable 
cause.  These  changes  need  by  no  means  be 


of  a retrograde  character  to  be  indicative  of 
insanity,  for  oft  times,  indeed  are  sudden 
accessions  of  piety  and  religious  fervor  of 
pathological  origin.  Bizarre,  foolish,  silly 
reaction  to  a given  set  of  circumstances; 
erratic  behavior  without  detectable,  natural 
cause  and  origin;  undue  irritability;  out- 
bursts of  anger  at  trivial  causes,  or  without 
cause;  suddenly  acquired  eccentricities,  in- 
congruities, and  absurdities  of  dress  and 
actions,  and  doings  not  explainable  on  the 
basis  of  reasonable  or  discoverable  facts  and 
out  of  harmony  with  the  individual’s  natural 
manner  and  behavior,  are  of  great  value. 

These  variations  of  conduct  will  be  large- 
ly dependent  upon  the  form  of  mental  dis- 
order from  which  the  patient  is  suffering, 
which  gives  direction  to  his  behavior 
through  several  channels.  Thus  in  Para- 
noid states,  delusions  of  persecution  and 
conspiracy  make  him  suspicious  and  wary 
and  for  these  reasons  and  through  misin- 
terpretation of  the  simplest,  most  common- 
place events,  he  does  all  sorts  of  strange  and 
peculiar  things.  A sudden  increase  of  ac- 
tivity, directed  into  many  and  unusual 
channels,  the  conception  of  new  schemes,  a 
general  business  in  every  direction,  with  the 
accession  of  a state  of  unusual  vivacity, 
talkativeness  and  egotism  are  early  changes 
seen  in  mania  and  in  Paresis  and  may,  for 
some  time,  save  in  so  far  as  they  mark  a 
departure  from  the  usual  conduct  of  this 
particular  individual,  attract  not  much  at- 
tention, because  they  are  so  little  different 
from  what  is  natural  and  normal  in  many 
people.  On  the  other  hand,  a change  to- 
ward unusual  seclusiveness,  despondency, 
and  inactivity,  mark  the  beginning  of 
melancholia. 

Talking  to  one’s  self  and  silly  laughter, 
uninspired  by  discoverable  external  cause, 
are  highly  suggestive  of  hallucinosis.  For 
delusional  reasons  one  may  decline  to  take 
food  or  drink,  or  for  the  same  reason  re- 
fuse to  speak. 

And  so  might  one  go  on  indefinitely  enum- 
erating details.  Suffice  it  to  say  that  the  in- 
dications of  abnormality  will  lie  in  the  fact 
that  the  individual’s  manner  and  actions 
show  a departure  from  his  usual,  natural 
and  customary  behavior,  which  is  not  ex- 
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plainable  by  facts  and  justifiable  cause. 

Let  us  now  pass  on  to  consideration  of  the 
second  division  of  the  subject;  namely  the 
patient’s  appearance.  The  manifestations 
of  mental  disorder,  through  this  medium, 
will  naturally  not  be  so  striking,  or  of  such 
importance,  as  in  the  case  of  conduct  and  of 
thinking.  Expression,  general  attitude  and 
bearing,  however,  may  reveal  much.  Sad- 
ness and  dejection  are  revealed  in  the  facies 
and  general  appearance.  The  roving,  fur- 
tive glance  of  suspicion,  the  abstraction  and 
inattentiveness  of  the  hallucinated  individ- 
ual, or  the  immobile,  masklike  inexpression 
of  retardation  oft  times  show  at  a glance 
much  that  is  of  the  greatest  importance,  by 
way  of  leading  us  on  to  further  investiga- 
tions that  more  definitely  reveal  a mental 
disorder. 

In  the  Paretic,  the  mask  like,  ironed  out 
appearance  of  the  features  and  lack  of  ex- 
pression, as  it  were,  with  obliteration  of  the 
naso-labial  fold,  tremor  of  lips,  tongue,  and 
outspread  fingers  are  readily  apparent. 

The  finer  sensibilities,  being  qualities 
latest  acquired,  are  those  earliest  lost  under 
stress.  Particularly  is  this  true  in  deteri- 
oration processes,  such  as  dementia  praecox, 
paresis,  and  senile  dementia.  In  such  con- 
ditions amongst  the  most  important  of  the 
early  symptoms  is  emotional  degradation, 
the  lack  of  proportionate  feeling  in  the  pres- 
ence of  a given  set  of  circumstances,  which 
lack  of  feeling  may  be  more  quickly  dis- 
covered in  the  countenance  than  otherwise. 

When  present  mannerisms,  peculiar  ges- 
tures and  constrained  attitudes  are  sug- 
gestive of  dementia  praecox  and  may  go  on 
to  cataleptic  symptoms  or  apparent  stupor. 
For  delusional  reasons  one  may  refuse  to 
speak. 

A condition  of  retardation,  psychic  and 
motor,  wherein  all  mental  processes  and 
physical  movements  are  unduly  and  unna- 
turally slow,  hesitating  and  difficult,  char- 
acterizes the  depressed  phase  of  Manic  De- 
pressive insanity. 

Fear,  excitement,  suspicion,  anger,  de- 
jection— in  a word,  all  phases  of  the  emo- 
tional state,  indicative  of  mental  disorder 
and  dependent  upon  delusions  and  halluci- 
nations— may  be  depicted  upon  the  counte- 


nance and  in  the  manner  of  the  individual, 
the  diagnostic  value  and  interpretation  of 
which  must  depend  upon  the  determination 
of  their  cause. 

Coming  now  to  the  third  division  of  the 
subject,  as  to  what  the  patient  says,  we  en- 
ter that  realm  in  which  the  positive  findings 
are  conclusive,  though  the  negative  ones  are 
not  always  so. 

Because  of  retardation,  answers  may 
come  to  us  slowly,  hesitantly,  incomplete  or 
in  monosyllables.  For  delusional  reasons 
one  may  be  very  incooperative  and  evasive 
or  totally  mute.  On  the  other  hand,  in  ex- 
alted states  the  patient  may  talk  volubly 
and  endlessly,  incoherently,  or  bombastic- 
ally declaim. 

Consciousness  is  first  tested  to  discover 
whether  the  individual  recognizes  his 
whereabouts,  the  circumstances  and  situa- 
tion surrounding  him,  the  identity  of  those 
about  him  whom  he  should  know,  the  date, 
season  of  the  year,  etc. 

Next  we  seek  for  delusions,  the  discovery 
of  which  settles  the  question  at  issue.  A 
brief  definition  of  the  term  will  not  be  amiss. 

A delusion  is  a false  idea,  unfounded  upon 
logical  premises  within  the  individual’s 
knowledge,  contrary  to  his  natural  habits 
of  thought  and  not  in  keeping  with  his  edu- 
cation, environments  and.  habits  of  life,  of 
the  falsity  of  which  we  cannot  be  convinced 
by  any  of  the  ordinary  and  natural  argu- 
ments of  reason. 

The  essential,  fundamental  characteristic 
of  a delusion  is  its  falsity  so  far  as  it  is 
within  the  knowledge  of  the  patient  to 
know.  The  laity  aptly,  if  not  scientifically, 
express  it  when  they  say  that  the  patient 
“imagines  so  and  so.” 

It  is  by  no  means  beyond  the  range  of 
possibility,  however,  that  the  delusional  idea 
may  in  reality  be  true,  but  it  is  the  fact 
that  this  belief  is  not  based  upon  facts  really 
known  to  the  patient,  but  on  the  contrary 
is  a morbid  idea,  the  expression  of  disease, 
that  constitute  it  a delusion.  Thus  a man 
may  declare  his  wife  to  be  false  and  untrue 
to  him  and  unchaste  in  her  relations  with 
other  men,  which  is  in  reality  a fact;  but 
if  he  has  no  real,  genuine  knowledge  that 
this  is  so,  no  real  facts  upon  which  to  found 
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a suspicion,  but  develops  this  belief  as  the 
result  of  hallucinations,  of  other  delusions, 
or  autochthonously,  the  fact  that  it  is  the 
truth  makes  it  none  the  less  a delusion  with 
him. 

But  delusion  and  fallacy  or  superstition 
must  not  be  confused,  a mistake  sometimes 
difficult  to  avoid.  A delusion,  to  revert  to 
our  definition,  is  a false  idea,  of  the  falsity 
of  which  the  patient  cannot  be  convinced 
by  any  known,  reasonable,  rational  argu- 
ment, and  is  contrary  to  or  not  in  keeping 
with  his  education  and  habits  of  thought, 
and  is  the  expression  of  disease.  Thus  the 
various  religious  creeds  and  political  fads 
and  doctrines,  untenable  as  they  may  often 
seem,  find  a place  outside  the  realm  of  delu- 
sion. Again,  that  which  would  be  delusion 
in  one  man  would  be  but  the  natural  expres- 
sion of  ignorance  and  superstition  in  an- 
other. For  an  ignorant  darkey  to  declare 
that  his  neighbor  had  cast  a spell  over  him, 
or  “conjured”  him  by  certain  charms  and 
incantations,  would  but  amuse  us  for  a mo- 
ment; but  should  an  educated  man  make 
the  same  charge,  and  maintain  it,  we  would 
at  once  declare  him  to  be  insane. 

Delusions  are  multiform  in  content,  and 
generally  reflect  the  emotional  state,  a con- 
dition of  depression  begetting  depressive 
delusions,  that  of  exaltation,  expansive  ones. 
The  melancholiac  seeking  for  a cause  for  his 
depression,  believes  himself  a great  sinner 
in  the  sight  of  God,  guilty  of  all  sorts  of 
crimes,  the  cause  of  worldwide  suffering, 
a transgressor  of  the  law  of  God  and  man, 
and  beyond  the  pale  of  forgiveness.  The 
maniac,  the  general  paretic  and  those  suffer- 
ing from  other  states  of  exaltation,  believe 
themselves  possessed  of  unusual  abilities 
and  intellectual  powers,  to  be  able  to  solve 
the  problems  of  the  day,  endowed  with  a 
mission  in  the  world,  possessed  of  great 
wealth  and  power,  or  even  that  they  are 
divine.  Ideas  of  persecution,  of  conspiracy 
against  him,  signs  and  evidences  of  which 
he  sees  in  commonplace  events  that  have  no 
real  reference  to  him  whatever,  but  which 
cause  him  to  find  proof  of  his  false  beliefs 
in  the  simplest  doings  of  his  imagined  en- 
emy, whom  he  accuses  of  all  sorts  of  mis- 


deeds and  injuries,  are  characteristic  of  the 
paranoiac,  while  belief  in  the  infidelity  of 
husband  or  wife  is  frequently  met  in  the 
alcoholic  psychosis,  paranoia,  and  senile  de- 
mentia. 

Next  in  point  of  importance  after  delu- 
sions is  hallucinosis,  a false  declaration  of 
the  senses,  a sensory  perception  without  an 
external  stimulus.  Ball  defines  hallucina- 
tion as  follows : “Hallucination  is  a percep- 
tion without  an  object.” 

Hallucinations  of  any  of  the  senses  may 
occur,  and  are  fruitful  sources  of  delusions. 
The  “voices”  may  threaten,  insult,  malign, 
console,  cheer,  or  amuse.  Visions  of  all 
sorts  may  appear,  of  individuals,  angels, 
the  Almighty,  gruesome  sights,  or  the  enact- 
ment of  entire  dramas.  Abnormal  sensa- 
tions of  touch,  through  all  its  ranges  of  pos- 
sibility, of  taste,  and  of  smell  occur,  giving 
rise  respectively  to  those  so  commonly-heard 
delusions  of  the  application  of  electricity,  of 
poisoning,  and  the  perpetration  of  foul 
odors  upon  the  persecuted  one. 

Illusion,  half-sister  to  hallucination, 
wherein  real  sensory  impressions  are  incor- 
rectly registered  or  perceived,  is  another 
common  early  symptom  of  alienation. 
Thus,  in  the  whistles,  in  the  tolling  of  bells, 
the  ticking  of  a clock,  etc.,  are  heard  words 
and  messages ; the  foliage,  the  clouds  or  pat- 
terns of  the  wall  paper  assume  terrifying 
and  threatening  shapes,  faces,  etc. 

Going  more  deeply  into  detail  we  test  the 
suspected  one’s  memory,  ideational  capac- 
ity, reaction  time  and  judgment.  The  state 
of  the  memory  is  not  very  important  in  our 
efforts  at  this  early  discovery  of  insanity, 
except,  perhaps,  in  senile  dementia  and 
paresis,  for  the  reason  that  in  several  of 
the  more  important  psychoses  impairment 
of  memory  is  not  present  at  any  time,  and 
in  those  in  which  it  is  a characteristic  symp- 
tom others  usually  so  long  precede  it  as  to 
make  the  diagnosis  of  alienation  easy  be- 
fore this  symptom  is  present.  In  testing 
this  function  bear  in  mind  that,  save  in  the 
very  far  advanced  cases,  it  is  the  memory 
for  recent,  transient,  passing  events  that 
will  be  found  defective.  Memory  for  hap- 
penings of  early  life  and  those  transpiring 
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before  the  onset  of  the  disorder  is  nearly 
always  good  until  mental  degredation  has 
become  extreme. 

Impairment  of  the  ideational  capacity, 
embracing  both  the  quantity  and  quality  of 
the  intellectual  product,  manifesting  itself 
in  a restriction  of  the  field  of  thought,  a 
diminished  number  of  ideas,  a slowness  or 
failure  to  acquire  new  ones,  so  that  the  men- 
tal processes  are  limited  to  the  most  simple 
and  ordinary  topics  dealt  with  in  a simple, 
primitive  way  while  the  acquirement  of  new 
knowledge  of  a complex  nature  is  difficult 
or  impossible,  is  characteristic  of  the  early 
stage  of  some  deterioration  processes. 

A lengthening  of  the  reaction  time  is  a 
very  important  early  symptom  of  that  very 
common  psychosis,  manic-depressive  insan- 
ity, in  the  depressive  phase,  manifesting  it- 
self as  an  impediment  to  the  flow  of  ideas, 
so  that  all  the  mental  processes  are  slow 
and  sluggish,  with  a dearth  of  ideas  and  an 
extreme  difficulty  in  their  expression. 

As  at  the  beginning  I stated  it  to  be  my 
intention,  I have  dealt  with  this  subject  in 
a most  primitive  way.  My  endeavor  has 
been  simply  to  indicate  the  milestones 
along  the  way,  as  it  were,  looking  toward 
the  early  discovery  of  alienation.  Many, 
many  symptoms  of  the  various  psychosis, 
prominent  and  important  after  the  frank 
establishment  of  the  disease,  I have  not 
mentioned  at  all  because  they  only  appear 
after  that  stage  of  the  disease  has  passed 
wherein  there  would  be  a question  of  the 
insanity  of  the  individual. 

It  may,  perhaps,  have  been  expected  that 
I would  enter  into  a long  discussion  of  the 
subject  in  connection  with  medico-legal 
work.  That,  however,  I have  not  done, 
since  here  the  same  things  must  guide  us 
as  in  any  other  case,  except  that  we  must 
be  closely  on  guard  against  malingering  and 
simulation,  the  reason  for  the  attempt  at 
which  would  lie  in  a desire  to  escape  pun- 
ishment for  crime.  The  discovery  of  such 
attempted  trickery  must  depend,  first  upon 
the  acumen,  common  sense  and  judgment  of 
the  examiner;  and,  second,  upon  the  fact 
that  the  symptoms  thus  simulated  will  fail 
to  represent  a consistent  portrayal  of  all  the 
symptoms  in  their  intimate  detail  of  the 


classical  disease  types.  This  last  is  not  an 
infallible  guide,  however,  since  the  different 
disease  types  are  not  yet  absolutely  defined, 
and  not  a few  anomalous  cases  occur  in  a 
general  psychiatric  practice. 

The  fact  remains,  though,  that  to  con- 
sistently simulate  one  of  the  major  psy- 
choses so  skillfully  as  to  mislead  an  expert 
alienist  would  require  a knowledge  of  psy- 
chiatry and  general  medicine  far  beyond  the 
range  of  possibility  in  ninety-nine  cases  in 
a hundred.  Again,  granted  the  necessary 
knowledge,  I believe  it  would  be  beyond  the 
powers  of  human  endurance  and  skill  to 
consistently  sustain  such  a simulation  over 
a prolonged  period.  An  opinion  in  a medi- 
co-legal case  should  not  be  expressed  then, 
upon  a single  examination,  but  only  after 
several  and  prolonged  observations.  On  the 
one  hand,  a man  may  be  insane  with  symp- 
toms yet  so  little  marked,  and  so  little  af- 
fecting his  general  behavior,  as  to  escape 
notice  at  first;  while  on  the  other  hand,  if 
he  be  a malingerer,  he  will  be  almost  sure 
to  be  caught  off  his  guard  sooner  or  later  if 
he  be  kept  under  observation  closely  for 
some  length  of  time. 


DISCUSSION 

DR.  SCOTT  FARMER,  Nashville:  I know  of  no 
more  important  subject  that  has  been  brought  be- 
fore this  association  than  the  one  brought  to  us 
by  Dr.  Stevens.  He  spoke  of  insanity  as  a medical 
problem.  That  is  true.  The  word  insanity  is 
purely  a legal  and  sociological  concept  and  applies 
to  those  members  of  society  who  cannot  conduct 
themselves  according  to  the  rules  of  the  community, 
who  are  frequently  segregated,  forcibly  perhaps, 
and  their  rights  as  citizens  taken  away  from  them. 
Insanity,  then,  might  be  the  end  result  of  many 
diseases. 

Just  what  constitutes  insanity  society  as  yet  has 
very  crude  ideas.  Society  usually  recognizes  the 
village  idiot,  and  usually  recognizes  the  violently 
insane  individual.  They  usually  recognize  the  grin- 
ning, gesticulating  dement,  they  usually  recognize 
the  man  in  profound  melancholia,  but  when  that  is 
said  ail  is  said.  To  those  of  us  who  are  making 
mental  disease  our  life  work,  when  we  say  a man 
is  insane,  we  mean  he  has  some  disease  with  mental 
symptoms.  We  may  mean  that  he  has  a manic 
depressive  insanity,  a dementia  precox,  or  epilepsy 
with  psychoses,  and  so  on,  but  no  matter  what  the 
disease  may  be  it  presents  symptoms  common  to 
that  disease,  the  same  as  any  other  forms  of 
disease.  For  instance,  if  we  receive  a patient  and 
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his  case  is  diagnosed  manic  depressive  insanity  of 
the  maniacal  type,  we  usually  find  that  he  is  emo- 
tionally exalted.  He  usually  has  an  excited  feeling, 
with  flight  of  ideas,  and  if  he  has  delusions  they 
are  usually  fleeting  and  not  permanent.  If  it  is  a 
depressed  case  we  find  emotional  depression  and 
self-accusation.  He  may  decide  that  he  is  a useless 
member  of  society  and  take  his  own  life.  On  the 
other  hand,  if  he  has  dementia  precox,  we  find 
symptoms  of  a shut-in  type  of  personality,  emo- 
tional deterioration,  frequently  ideas  of  reference 
and,  as  Dr.  Stevens  beautifully  described  in  his 
paper,  the  characteristic  mannerisms  and  frequent- 
ly the  stupor  which  are  characteristic  of  that  dis- 
ease. When  we  say  a man  is  insane  we  may  say 
he  has  that  mocking-bird  of  mental  disease,  syphilis. 
We  must  not  forget  that  syphilis  of  the  central 
nervous  system  may  simulate  any  type  of  disease, 
and  we  must  take  into  consideration  the  mental 
symptoms,  and  must  make  a Wassermann  test  of 
the  blood  and  spinal  fluid  before  we  can  be  positive 
of  the  diagnosis. 

In  the  examination  of  these  cases  at  my  institu- 
tion, I do  not  know  how  it  is  at  Dr.  Stevens’,  we  are 
forced  to  use  two  methods.  One  is  the  transverse 
section  of  the  case — we  get  a man  without  any 
history  in  many  instances,  and  we  have  to  observe 
him  for  some  time,  sometimes  for  weeks,  before 
we  can  be  positive  in  our  diagnosis.  The  best  way 


to  examine  a man  for  so-called  insanity  is  by  the 
transverse  section,  which  takes  into  consideration 
the  history  of  the  man’s  whole  life — his  education, 
his  family  history,  and  his  personal  findings,  includ- 
ing all  the  physical  and  mental  elements  that  are 
known  to  medical  men.  It  took  the  medical  pro- 
fession many  years,  in  fact,  it  was  only  within  the 
last  few  years  that  the  medical  man  has  realized 
that  an  insane  man  is  a sick  man  and  that  we 
need  to  examine  such  a patient  as  carefully  as  for 
any  other  form  of  disease.  I could  go, on  talking 
for  quite  a while  on  this  most  interesting  paper  of 
Dr.  Stevens  but  I know  the  majority  of  medical 
men  do  not  take  much  interest  in  our  particular 
line  of  work  and  I will  not  take  up  more  of  your 
time.  However,  I do  want  to  thank  Dr.  Stevens 
for  his  paper  and  to  say  that  we  need  to  put  more 
study  on  mental  disease.  Dr.  Stevens  just  inci- 
dentally referred  to  the  cases  seen  in  the  courthouse 
or  anywhere  else.  I wish  to  say,  gentlemen,  that 
every  case  of  crime  in  this  country  today  is  a 
psychiatric  problem.  I do  not  mean  to  say  that  all 
criminals  are  insane,  but  I do  mean  that  a certain 
percentage  of  them  would  be  segregated  if  they 
had  a psychiatric  examination  at  the  proper  time 
and  by  the  proper  man. 

DR.  JOHN  W.  STEVENS,  Nashville  (closing)  : 
I have  nothing  to  add,  but  do  wish  to  thank  Dr. 
Farmer  for  his  courteous  discussion. 
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GAS  GANGRENE* 


Dr.  Arthur  R.  Porter,  Jr.,  Memphis,  Department  of  Surgery, 
University  of  Tennessee 


Gas  gangrene  is  taking  too  large  a toll 
in  lives  and  limbs ! Its  morbidity  and 
mortality  rates  are  far  too  high.  It 
seems  to  be  steadily  increasing,  and  today 
we  see  a greater  number  of  cases  than  ten 
or  fifteen  years  ago.  However,  it  is  not  new. 
It  was  known  in  France  and  described  in 
1853  by  Masionneuve.  Again  eleven  years 
later  by  Pierogoff,  as  gaseous  acute  edema. 
In  1877  Pasteur  proved  that  this  disease 
was  caused  by  bacteria,  and  isolated  one  of 
the  organisms  responsible  for  this  condi- 
tion. 

During  the  War,  the  attention  of  the  sur- 
gical world  was  centered  on  the  terrible  in- 
fections and  gangrene  following  wounds  re- 
ceived in  battle.  Study  of  these  brought 
about  a better  understanding  of  the  anero- 
bic  bacteria,  heretofore,  almost  unknown. 
In  all  cases  of  gas  gangrene,  one  or  more 
anerobic  bacteria  were  found.  These  bacilli 
can  be  divided  into  two  general  groups  as 
suggested  by  Von  Hibler,  according  to  their 
action  on  sugars  and  proteids.  The  Sacharo- 
lytic  group  ferments  sugars  with  the  for- 
mation of  gas  and  have  very  little,  if  any, 
action  on  proteid  if  sugar  is  present.  In 
this  class  belong: 

(1)  Bacillus  Aerogenes  Capsalutas. 

(2)  Vibrion  Septique. 

(3)  Bacillus  Oedematiens. 

(4)  Bacillus  Fallax. 

The  other  group  have  very  little  action, 
if  any,  on  sugars,  but  act  strongly  on  pro- 
tids,  dissolving  them  with  little  or  no  forma- 
tion of  gas.  These  are  called  Proteolytic 
and  are: 

(1)  Bacillus  Sporogenes. 

(2)  Bacillus  Histolyticus. 

(3)  Bacillus  Putrificus. 

The  proteolytic  type  are  saprophytes,  and 
are  considered  non-pathogenic.  They  are 
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present  in  the  wounds  and  dissolve  the  tis- 
sue already  gangrenous,  causing  much  of 
the  discharge.  The  sacharolytic  group  are 
responsible  for  the  gas  gangrene.  Of  these 
about  eighty  per  cent  are  caused  by  bacillus 
Welchii.  The  remaining  twenty  per  cent  is 
divided  among  the  rest  of  this  group. 

Bacillus  Aerogenes  Capsalutas  was  dis- 
covered first  in  1891  by  Welch  and  Nuttall, 
and  popularly  known  as  Welch’s  bacillus. 
In  1893  it  was  discovered  by  Frankel  in 
Germany,  and  called  by  his  Bacillus  Phleg- 
monis  Enephysematosae.  In  1897  the  same 
organism  was  again  described  in  France  by 
Veilon  and  Zuber,  and  was  called  bacillus 
perfringens.  This  bacillus  is  a short,  thick, 
non-motile,  gram  positive,  rod  shaped  or- 
ganism, having  square  ends  and  forms 
spores.  It  is  found  singularly  or  in  pairs, 
and  as  a rule  does  not  form  chains.  It  is 
surrounded  by  a capsule  and  grows  best 
under  strictly  anaerobic  conditions.  It 
flourishes  well  in  wounds  that  are  deep  and 
contain  other  bacteria  that  will  use  up  the 
oxygen  as  staphylococci  and  streptococci 
and  colon  bacilli.  It  is  easily  grown  in 
media  containing  muscle  tissues  or  cooked 
meat.  In  litmus  milk  cultured  under  an- 
aerobic conditions,  its  behavior  is  character- 
istic. It  changes  the  reaction  from  alkali  to 
acid,  separates  the  milk  into  coagulum  and 
whey,  ferments  the  lactose  and  forms  gas 
bubbles  in  large  quantity  which  tear  the 
clot  by  little  explosions  that  sometimes  have 
enough  force  to  blow  the  stoppers  out  of 
test  tubes.  All  of  this  takes  place  rapidly, 
usually  in  about  twelve  hours. 

Vibrion  Septique  is  next  in  importance. 
It  occurs  in  from  twelve  to  sixteen  per  cent 
of  gangrene  cases  and  is  often  associated 
with  other  anaerobes.  It  was  first  described 
and  named  by  Pastuer  in  1877.  It  is  ex- 
eremely  motile,  slender,  with  slightly  round- 
ed ends.  Stains  by  gram  method,  forms 
spores  readily  and  is  strictly  anaerobic.  It 
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has  no  capsules.  It  produces  a loose  clot 
in  milk  in  from  one  to  four  days. 

Bacillus  Oedematiens  was  isolated  and 
named  in  1915  by  Weinberg  and  Seguin.  It 
is  a large  gram  positive  bacillus  that  is 
practically  non-motile.  It  forms  chains  in 
culture  and  looks  very  much  like  bacillus 
anthrax.  It  forms  oval  subterminal  spores. 
Its  occurrence  is  very  rare  in  civil  practice. 

Bacillus  Fallax  was  discovered  during  the 
War  by  the  same  Weinberg  and  Seguin.  It 
is  a slender,  gram  positive,  feebly  motile 
bacillus,  having  a capsule,  sometimes  form- 
ing spores.  It  is  of  rare  occurrence  and  of 
little  importance. 

As  gas  gangrene  is  caused  by  a group  of 
organisms  that  are  all  anaerobic,  it  natural- 
ly occurs  most  frequently  in  wounds  that 
are  deep,  excluding  oxygen  by  their  depth, 
or  wounds  caused  by  some  devitalizing,  la- 
cerating or  crushing  force  that  interferes 
with  the  blood  supply  to  the  part,  such  as 
gun  shot  wounds  and  wounds  of  railroad 
and  automobile  accidents.  The  conditions 
most  favorable  for  the  development  of  gas 
gangrene  are  wounds  containing  devitalized 
or  necrotic  tissue,  exclusion  of  oxygen,  the 
presence  of  one  or  more  members  of  the 
sacharolytic  anaerobes.  After  the  wound  is 
made  there  is  a quiescent  period  of  several 
hours,  then  if  the  gas  bacillus  is  present  a 
thin,  bloody  discharge  with  foul  odor  begins 
to  flow  from  the  wound.  The  edges  at  first 
blanch  on  account  of  pressure  anemia 
caused  by  gas  formed  in  the  tissues.  Later 
there  is  a bronzing  discoloration  caused  by 
the  heamolysis.  The  muscles  turn  darker  in 
color  and  lose  their  contractility.  There  is 
intense  pain  out  of  proportion  to  the  size  of 
the  wound.  There  is  a foul,  putrid  dis- 
charge ever  increasing  in  amount  as  the  tis- 
sues break  down.  The  tissues  change  from 
dark  to  dark  greenish,  slimy,  pulpy  mass 
that  loses  all  characteristic  structure.  The 
advance  follows  facial  planes  and  spreads 
in  the  longitudinal  direction  of  the  muscles 
much  easier  than  across.  Miscroscopic 
study  of  the  muscles  show  first  a separation 
of  the  muscle  fiber  from  the  interstitial  tis- 
sue by  clear  space,  which  is  thought  to  be 
filled  with  gas  and  toxic  fluid.  The  toxin 


acts  directly  on  the  muscle  fiber,  causing  it 
to  lose  its  striations.  It  then  takes  a uni- 
form Eosin  tint.  The  sarcolema  disappears. 
The  bacteria  at  first  are  found  only  in  the 
interstitial  tissue.  Later  they  are  found 
within  the  muscle  fiber.  The  theory  most 
generally  accepted  is  that  the  growing  bac- 
teria live  on  necrotic  muscle  only,  and  pro- 
duce gas  which  causes  anemia  by  pressure 
which  cuts  off  the  blood  supply,  and  the 
toxin  then  acts  directly  on  the  anemic  cells 
to  produce  necrosis.  The  gas  forms  in  little 
bubbles  throughout  the  tissues,  spreading 
in  the  direction  of  the  muscle  fibers,  and  its 
presence  can  be  detected  by  careful  palpa- 
tion. It  gives  a characteristic  feeling  of 
crepitation.  X-ray  shows  the  extent  of  its 
spread,  and  it  can  be  beautifully  demon- 
strated by  light  exposure  on  a soft  plate. 

In  my  own  private  practice  within  a per- 
iod of  about  six  or  eight  months,  I had  the 
experience  of  treating  nine  cases  of  gas 
gangrene.  Six  were  wounds  of  gun  shot. 
One  was  compound  fracture  of  leg  by  ma- 
chinery. One  was  traumatic  amputation  of 
leg  caused  by  railroad  accident.  One  a la- 
cerated wound  of  thigh  caused  by  automo- 
bile accident.  Six  were  infected  by  bacillus 
Welchi.  Three  by  Vibrion  Septique.  Of 
the  seven  cases  that  recovered,  two  were  leg 
amputations.  Five  were  not  amputations. 
The  two  cases  that  died,  one  was  gun  shot 
wound  of  the  forearm,  the  other  was  gun 
shot  wound  of  the  thigh  with  fracture  of 
the  greater  trochanter,  both  infected  with 
Vibrion  Septique.  All  of  my  cases  as  soon 
as  diagnosis  of  gas  gangrene  was  made  re- 
ceived promptly  100  c.  c.  of  Mulford’s  anti- 
toxins perfringens.  Where  the  blood  sup- 
ply was  interfered  with  to  the  whole  ex- 
tremity, amputation  was  done  above  the 
line  of  crepitation  in  two  cases.  The  other 
four  cases  were  treated  by  conservative 
methods.  Wide  incisions  were  made  along 
the  length  of  the  muscles  affected;  all 
necrotic  tissues  were  trimmed  away  down 
to  healthy  muscle  that  would  contract  when 
touched.  Wounds  were  irrigated  every  two 
hours  with  Dakin’s  solution  through  Car- 
rel’s tubes  to  hasten  the  cleansing  of  the 
wound. 


346 


GAS  GANGRENE— Porter 


January,  1929 


Treatment 

Watch  the  cases  closely  in  which  you  ex- 
pect gangrene  to  develop.  Make  direct 
smears  and  cultures  both  from  the  wound. 
If  there  is  crepitation  felt  about  the  wound, 
do  not  wait  for  report  on  smears  or  culture, 
but  give  the  antitoxin  perfrengens  at  once, 
and  give  plenty  of  it.  Repeat  the  dosage 
again  in  a few  hours  if  there  is  still  evidence 
of  crepitation.  Clean  up  the  wound.  Trim 
away  all  necrotic  tissue,  do  a debridement — 
that  means  literally,  an  unbridling.  It 
means  make  your  incisions  so  that  you  get 
free  drainage.  If  there  is  high  fever  and 
considerable  shock,  direct  transfusion  of 
whole  blood  from  500  to  1,000  c.  c.  should  be 
given.  The  wounds  should  be  dressed  with 
moist  dressings,  using  plenty  of  Carrel’s 
tubes  and  irrigating  every  two  hours  for  the 
first  day  or  two  with  some  solution  contain- 
ing Formalin  from  one  to  five  per  cent.  Af- 
ter two  days  changing  to  Dakin’s  solution. 
The  bleeding  vessels  at  the  time  of  opera- 
tion should  be  tied  with  linen  or  silk  in- 
stead of  catgut  in  order  to  resist  the  action 
of  Dakin’s  solution.  Watch  the  patient 
carefully  for  secondary  hemorrhage.  This 
may  occur  at  any  time  due  to  sloughing  of 
tissue  and  opening  up  the  vessels.  Ampu- 
tation should  be  done  only  when  the  blood 
supply  to  the  part  has  been  destroyed.  X- 
ray  will  show  the  extent  of  the'advance  of 
the  gangrene  by  the  formation  of  gas  and 
will  help  determine  at  what  level  the  ampu- 
tation should  be  done.  Give  antitoxin  as 
long  as  crepitation  can  be  felt.  There  are 
two  preparations  on  the  market.  Antitoxin 
Perfringenes  (Mulford),  dose  100  c.  c.  The 
other  Anaerobic  antitoxin  (Polyvalent) 
(Lederle),  dose  100  c.  c.  One  reason  for 
failure  to  get  results  with  antitoxins  is  that 
it  is  either  used  too  late,  or  in  too  small 
doses.  It  must  be  remembered  that  if  the 
blood  cannot  reach  the  wound,  neither  can 
the  antitoxin. 
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DISCUSSION 

(The  paper  was  discussed  by  Drs.  Newman, 
Burns  and  Jelks.) 

DR.  ARTHUR  R.  PORTER,  JR.,  Memphis  (an- 
swering Dr.  Newman)  : My  opinion  is  that  the 
violently  acute,  fulminating  cases  described  by  him 
were  the  result  of  lowered  resistence  of  the  patient 
hy  exposure,  cold,  dampness,  fatigue  and  hunger, 
and  a mixed  infection  consisting  of  one  or  more 
members  of  the  gas  gangrene  group,  growing  in 
symbiosis  in  the  wounds  with  one  or  more  organ- 
isms of  the  aerobic  group.  Mixed  infections  of 
anaerobic  and  aerobic  bacteria  are  always  more 
virulent  because  each  favors  the  growth  of  the 
other. 

DR.  ARTHUR  R.  PORTER,  JR.,  Memphis  (an- 
swering Dr.  Burns)  : It  is  disastrous  to  wait  and 
delay  treatment  too  long.  The  bronze  discolora- 
tion of  the  skin  is  probably  due  to  staining  by  the 
products  of  hemolysis.  This,  I think,  is  caused  by 
action  of  toxin  well  in  advance  of  the  actual  in- 
fection. The  infection  burns  itself  out  within  two 
or  three  days,  provided  we  are  able  to  stop  its  ad- 
vance. 

DR.  JOHN  L.  JELKS,  Memphis:  No  more  im- 
portant subject  or  more  timely  one  can  be  pre- 
sented before  railway  surgeons. 

Soil  pollution  is  becoming  more  manifest  in  this 
country,  especially  along  railroads,  by  the  great 
number  of  this  class  of  infections.  In  England, 
Scotland  and  France  I noted  that  surgeons  wore 
rubber  boots  and  visitors’  galoshes,  fearing  con- 
tamination of  operating  rooms  with  this  bacillus. 

In  these  infections  temporizing,  dilatory  and 
minor  surgery  is  pernicious  meddling.  Radical 
drainage  to  and  beyond  all  infected  areas,  making 
infected  areas  the  apex  of  a cone  or  triangle,  ex- 
cision of  all  necrotic  tissue,  opening  all  sheath 
avenues  of  extension,  not  with  one  but,  if  need  be, 
many  incisions,  then  separate  all  possible  pocket- 
ing mussel  and  fascial  folds  with  gauze  saturated 
with  a strong  Formaldehyde  and  weak  Phenol  or 
Lysol  Solution.  Keep  the  infected  area  bathed  in 
or  saturated  in  this  solution  until  the  infection  is 
controlled  and  the  unremoved  necrotic  debris  is 
mummified.  Then  you  may  use  your  Dakin’s  Solu- 
tion through  amply  supplied  tubing  to  separate  the 
mummified  dead  tissue. 

Of  course,  the  antitoxin  referred  to  should  be 
given  at  once  and  in  large  doses,  also  sustaining 
diet  and  treatment  be  given. 

I presented  these  ideas  to  Dr.  Bloodgood  during 
the  war  and  told  him  of  the  brilliant  results  which 
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Dr.  Porter  has  seen  me  obtain  in  some  seemingly 
and  otherwise  hopeless  cases. 

DR.  ARTHUR  R.  PORTER,  JR.,  Memphis  (clos- 
ing) : The  best  results  are  obtained  by  promptly 
making  incisions  parallel  to  the  direction  of  the 
mussel  fiber  and  opening  the  wound  widely,  in  ad- 


dition to  trimming  away  all  necrotic  tissue  in  order 
to  let  in  oxygen  and  retard  the  growth  of  anaerobic 
bacteria.  The  use  of  Formaldehyde  has  given 
good  results  in  my  hands.  In  addition  to  Dr.  Jelks, 
I find  several  other  authors  advise  the  use  of 
Formaldehyde  during  the  first  few  days  of  infec- 
tion. 


REMEMBER 
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PENETRATING  INJURIES  OF  THE  EYE* 


R.  H.  Newman,  M.D.,  Knoxville 


PENETRATING  injuries  of  the  eye  are 
as  important  as  penetrating  injuries 
of  any  other  viscus,  although  they 
rarely,  if  ever,  cause  death.  There  is  al- 
ways more  or  less  interference  with  vision 
on  account  of  injury  to  the  various  struc- 
tures concerned  in  the  visual  function. 
Penetrating  injuries  of  the  brain,  peritoneal 
cavity,  or  pleura,  are  serious  in  that  the 
agent  producing  the  wound  is  infectious, 
leading  to  meningitis,  pleurisy  and  peritoni- 
tis. In  the  eye  the  same  condition  obtains, 
infection  introduced  into  the  cavity  of  the 
globe  finds  in  the  aqueous  and  vitreous  an 
ideal  culture  media  and  on  account  of  ab- 
sence of  blood  vessels  in  these  fluids  there  is 
little,  if  any,  attempt  to  wall  off  and  confine 
the  infection,  once  introduced.  Foreign 
bodies  in  contact  with  the  retina  may  be 
walled  off  and  remain  for  years  in  situ  with- 
out causing  any  disturbance  whatever,  but 
the  foreign  body  unattached  is  a constant 
source  of  irritation  and  sooner  or  later  will 
destroy  the  vision  and  cause  removal  of  the 
eye.  Therefore,  every  foreign  body  should 
be  removed,  if  possible  through  the  wound 
of  entrance  with  giant  magnet,  if  that  is 
not  feasible  on  account  of  the  depth  of  the 
foreign  body,  then  through  an  incision  made 
near  the  foreign  body,  then  extract  it  with 
hand  magnet  or  insert  a small  magnetizable 
instrument  down  to  the  foreign  body  and  in 
turn  magnetize  it  with  hand  magnet  and  of- 
ten the  foreign  body  comes  away.  This  pro- 
cedure presupposes  an  accurate  localization 
of  the  foreign  body  with  X-ray. 

If  the  foreign  body  is  near  the  posterior 
pole  of  the  eye,  I think  it  is  much  better  to 
make  an  incision  over  the  foreign  body  and 
try  to  remove  it  by  the  posterior  route  than 
to  attempt  to  drag  it  back  through  the  an- 
terior segment  of  the  eye.  With  a foreign 
body  in  the  interior  of  the  eye,  the  first  ob- 
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jective  is  to  remove  it.  Finding  removal 
impossible,  the  eye  should  be  enucleated.  It 
is  much  better  for  the  eye  to  suffer  what 
seems  to  be  an  unusual  amount  of  trauma 
and  remove  the  foreign  body  if  an  attempt 
is  made  to  prevent  removal  of  the  eye.  In 
penetrating  wounds  through  the  cornea 
where  the  foreign  body  does  not  remain  in 
the  eye,  the  ordinary  problem  presented  is 
prolapse  of  the  iris  through  the  wound.  If 
the  wound  is  fresh  and  there  has  been  little 
chance  of  contamination,  an  effort  may  be 
made  to  reposit  the  iris.  If  the  case  is  seen 
some  time  after  the  injury  and  we  have 
reason  to  believe  there  has  been  a good 
chance  for  infection,  the  prolapsed  part  of 
the  iris  should  be  gently  teased  away  from 
the  lips  of  the  wound,  the  prolapse  incised, 
the  iris  reposited,  and  if  the  corneal  wound 
is  gaping,  a conjunctival  flap  dissected  up 
and  sutured  across  cornea  allowed  to  re- 
main for  three  or  four  days  after  which 
time  it  will  retract  and  the  corneal  wound 
will  be  found  to  have  healed. 

Wounds  of  the  sclera,  especially  through 
or  near  the  ciliary  body,  are  more  serious 
as  these  occur  in  the  classical  danger  zone 
of  the  eye.  Wounds  of  the  ciliary  body  are 
always  more  likely  to  destroy  the  eye  on  ac- 
count of  a traumatic  cylitis  and  always  bear 
an  unfavorable  prognosis.  If  the  wound  in 
the  sclera  is  large  and  gaping,  suture  should 
be  inserted  through  the  superficial  layers  of 
the  sclera  to  close  the  scleral  defect,  after 
which  a broad  conjunctival  dissection 
should  be  made  and  a sliding  flap  drawn 
over  wound.  If  the  tension  of  the  eye  is 
materially  reduced  on  account  of  loss  of 
vitreous,  it  is  my  habit  to  bring  the  eye  up 
to  tension  with  normal  salt  solution  injected 
through  the  wound  with  hypodermic  sy- 
ringe. This  brings  the  eye  up  to  normal 
tension,  prevents  prolapse  of  retina,  and  in 
my  hands  has  proven  very  satisfactory. 

Injuries  to  the  lens,  be  they  ever  so  small, 
are  always  followed  by  swelling  of  the  lens 
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material  and  the  resulting  traumatic  cata- 
ract. If  during  the  stage  of  intumescence 
there  is  considerable  pain  and  increased 
tension,  this  must  be  relieved  by  keratome 
incision  and  expression  and  removal  by  irri- 
gation of  as  much  as  possible  of  the  swollen 
lens  substance.  Many  times  following  this 
procedure  a fairly  useful  eye  may  be  ob- 
tained. If  this  procedure  is  not  made  neces- 
sary by  the  swelling  of  the  lens,  after  the 
eye  is  quiet,  the  lens  may  be  needled  to  so 
aid  absorption,  improve  the  vision  and  also 
for  its  cosmetic  effect.  These  cases  should 
all  be  treated  with  the  strictest  regard  to 
aseptic  and  antiseptic  treatment.  They  are 
distinctly  surgical  cases  of  the  first  degree. 
After  the  work  of  repair  is  completed,  it  is 
my  habit  to  fill  the  eye  with  atropine  oint- 
ment, keep  the  pupil  dilated  to  its  maximum 
during  the  treatment,  and  immediately  be- 
gin the  injection  of  some  foreign  protein. 
Personally,  I inject  sterile  milk  at  the  time 
of  operation  and  repeat  it  every  second  day 
for  four  or  five  doses.  Also  I give  from 
one  to  two  drams  of  sodium  salicylate  every 
twenty-four  hours,  depending  upon  the  con- 
stitutional reaction  and  size  of  the  patient. 
If  upon  dressing  patient  on  the  third  day 
the  reaction  is  not  marked,  hopes  of  a favor- 
able recovery  are  bright  but  we  must  al- 
ways be  looking  for  infection  and  panoph- 
thalmitis, which  means  the  eye  must  be  enu- 
cleated. 

In  the  presence  of  marked  infection  of  the 
eye,  increased  pain,  increased  tension,  the 
eye  should  be  removd  without  waiting  for 
the  chance  of  infection  of  the  fellow  eye. 
Sympathetic  infection  is  a great  bug-bear  in 
these  cases.  We  drift  along  for  years  and 
have  no  unfortunate  cases  of  this  type,  we 
are  lulled  to  a sense  of  false  security  and 
get  to  believe  “there  is  no  such  animal,”  and 
that  the  literature  on  this  subject  belongs  to 
ancient  mythology,  and  suddenly  we  are 
awakened  to  the  dread  realization  that  this 
condition  has  occurred  in  our  practice  and 
find  our  patient  has  lost  not  only  one  eye  but 
both  eyes.  Any  eye  that  has  been  subjected 
to  penetrating  injury,  should  be  kept  under 
careful  observation  not  only  for  months  but 
for  years  and  at  the  first  sign  of  any  inflam- 
mation or  irritation  which  we  are  sure 


comes  from  the  interior  of  the  eye,  I think 
this  eye  should  be  removed  but  with  the 
treatment  I have  outlined,  I think  we  have 
done  our  utmost  to  ward  off  infection  in 
that  the  wounded  eye  is  treated  as  a dis- 
tinct surgical  entity,  the  wound  is  closed 
and  treatment  for  infection  is  instituted 
before  its  presence  is  made  known.  Prophy- 
laxis is  very  important  in  that  the  infection 
is  treated  before  it  has  had  a chance  to  be- 
come disseminated.  Wounds  of  the  inter- 
ior of  the  eye  rarely,  if  ever,  causes  tetanus. 
Wounds  of  the  soft  structures  in  and 
around  the  orbit  do  cause  tetanus  and  these 
cases  occurring  in  suspicious  surroundings 
should  always  have  injection  of  A.  T.  S. 
and  this  injection  repeated  after  ten  days. 

CASE  REPORTS 

Case  No.  1 — D.  J.  W.,  age  35,  Machinist,  March 
31,  1922 

When  working  on  engine,  man  hit  cleaver  and 
piece  of  steel  flew  into  right  eye.  Examination 
shows  small  wound  in  limbus  at  3 o’clock  and  a 
small  piece  of  sharp,  glistening  metal  lying  on  iris 
about  pupillary  margin,  no  blood  in  anterior  cham- 
ber, very  little  redness  of  eye. 

Operation:  An  effort  was  made  to  extract  the 
piece  of  steel  with  magnet  through  wound  of  en- 
trance but  was  unsuccessful.  A small  incision  was 
made  in  cornea  at  limbus,  an  iris  forcep  was 
inserted  into  anterior  chamber,  forcep  magnetized 
with  magnet,  and  piece  of  steel  removed.  Steel  was 
firmly  imbedded  in  iris  and  small  piece  of  iris 
came  out  attached  to  steel.  This  was  incised  and 
iris  reposited.  He  was  given  5 cc  sterilized  milk 
on  April  1,  3,  5,  and  7.  The  eye  healed  with  very 
little  reaction  and  on  April  17,  vision  in  right  eye 
was  .2,  left  eye,  1.2.  May  1st,  vision  right  eye,  .8; 
left  eye,  .2. 

Eye  had  entirely  healed,  there  was  no  injection, 
and  the  only  sign  of  injury  was  coloboma  at  site 
of  iridectomy.  Man  was  seen  September  23,  1927, 
no  further  trouble  with  eye. 

Case  No.  2 — F.  V.,  Machinist,  age  30,  Oct.  1,  1927. 

While  working  got  a piece  of  steel  in  right  eye. 
Came  to  office  for  treatment.  On  examination 
found  small  abrasion  near  center  of  cornea  and 
small  foreign  body  slicking  in  cornea,  which  was 
removed.  No  sign  of  any  penetrating  injury. 

On  October  11,  came  to  office  complaining  of 
faulty  vision  in  right  eye.  Pupils  were  dilated 
with  atropine  and  found  iris  was  adherent  to  lens 
at  a small  point  about  3 o’clock.  This  adhesion 
did  not  pull  loose  under  influence  of  atropine.  Small 
bright  piece  of  metal  was  seen  sticking  in  anterior 
surface  of  lens,  lens  cloudy. 

October  24th.  Had  been  running  some  increased 
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tension  in  eye.  At  this  time  lens  was  considerably 
swollen,  comeal  injection,  and  tension  in  eye  about 
3+. 

Operation:  Keratome  incision  and  piece  of  steel 
removed,  lens  material  evacuated.  Eye  became  quiet 
but  there  is  still  some  capsule  remains  which  will 
take  a further  discission  before  he  has  a clear 
pupil. 

Case  No.  3 — A.  L.  P.,  Laborer,  age  40,  September 
28,  1927. 

While  working  on  track,  stumbled  and  fell  on 
sharp  end  of  pick,  sticking  it  in  right  eye. 

Examination : Anterior  chamber  filled  with 

blood,  wound  through  sclera  about  8 mm.  long, 
3 mm.  from  and  parallel  with  limbus  on  nasal  side 
of  cornea.  There  was  considerable  escape  of 
vitreous  and  tension  in  eye  was  markedly  reduced. 

Operation:  Edges  of  wound  cleaned,  trimmed, 
and  sliding  flap  of  conjunctiva  made  to  cover  de- 
fect. After  the  wound  was  closed,  the  tension  of 
the  eye  was  brought  to  normal  by  injecting  normal 
salt  solution  through  the  closed  wound.  He  was 
given  the  usual  injections  of  sterilized  milk  and 
recovery  was  uneventful. 

March  25,  1928 — Eye  perfectly  clear,  pupil  semi- 
dilated,  details  of  fundus  distinctly  made  out  with 
+ 12.  Vision,  fingers  at  5 feet.  No  lens  improved 
vision.  Evidently  in  this  case  the  lens  escaped 
through  the  scleral  wound  at  the  time  of  injury 
or  on  the  way  to  the  hospital. 

Case  No.  4 — C.  S.,  age  8,  March  30,  1927. 

Was  struck  in  left  eye  with  steel-pointed  arrow. 

Examination  shows  a gaping  wound  in  sclera, 
nasal  side,  just  below  the  insertion  of  internal 
rectus  muscle.  Considerable  vitreous  had  escaped 
and  eye  was  almost  in  state  of  collapse. 

The  wound  in  sclera  was  sutured  and  conjunc- 
tival flap  brought  over  wound,  the  eye  being  filled 
with  salt  solution  to  bring  up  the  tension.  Patient 
was  given  usual  doses  of  sterilized  milk.  There 
was  very  little  reaction  and  recovery  was  prompt. 

July  10,  he  was  refracted.  Right  eye:  — 1.50 
W — 1.00  C 60,  gave  him  1.0  hardly.  Left  vision: 
Light  perception  and  projection.  December  10, 
1927,  left  eye:  — 1.50  W — 1.50  C 90  gives  him  .2 
vision. 

On  April  2,  1928,  examination  of  eye  shows  eye 
to  be  entirely  clear,  details  of  fundus  fairly  well 
made  out  and  eye  has  been  comfortable  up  to  this 
date.  Vision  with  correction  is  still  .2. 

Case  No.  5 — W.  J.  S.,  age  35,  injured  September  3, 
1924. 

While  working  in  a Planing  Mill,  a sliver  of 
wood  came  from  planer  and  hit  him  in  right  eye. 
He  came  directly  to  office. 

Examination  showed  a large  rent  in  sclera  in 
upper  inner  quadrant  of  right  eye,  vitreous  oozing 
from  wound,  hemorrhage  in  anterior  chamber,  ten- 
sion in  eye  materially  reduced.  Sclera  was  sutured, 
sliding  flap  of  conjunctiva  brought  over  to  cover 


defect,  eye  filled  with  salt  solution  through  wound 
with  hypodermic  syringe,  sterilized  milk  treatment 
was  begun  on  operating  table.  On  the  third  day 
eye  was  dressed,  very  little  reaction,  anterior  cham- 
ber clearing. 

September  9th,  circumcorneal  injection  dimin- 
ished, anterior  chamber  practically  clear.  Vision: 
Fingers  at  6 feet. 

September  12th,  deep  sutures  were  removed,  vi- 
sion still  fingers  at  6 feet. 

On  October  5th,  eye  was  entirely  clear,  vision 
was  reduced  to  light  perception  and  projection. 
At  that  time  was  able  to  get  partial  view  of  fundus 
which  showed  large  prolapse  of  retina  in  upper 
part. 

June  10,  1927,  on  inspection  no  signs  of  previous 
injury.  Eye  had  all  appearances  of  being  normal. 
At  no  time  has  he  had  any  noticeable  symptoms 
and  cosmetically,  result  is  perfect. 

Case  No.  6 — W.  B.,  colored,  age  30,  August  23, 
1924. 

Was  breaking  rock  and  struck  an  unexploded 
piece  of  dynamite  which  was  sticking  to  rock, 
dynamite  exploded,  peppering  face  and  both  eyes 
with  small  pieces  of  gravel. 

Examination  shows  small  particles  of  gravel 
imbedded  in  both  corneas.  Twelve  pieces  of  rock 
were  removed  from  cornea  and  right  eye  showed 
that  two  pieces  of  gravel  had  gone  through  cornea 
and  buried  themselves  in  the  lens.  The  usual 
prophylactic  treatment  was  instituted.  Left  eye 
healed  with  slight  corneal  scarring.  The  wounds 
in  right  cornea  healed  but  traumatic  cataract 
developed. 

December  9,  partial  absorption  of  right  lens  had 
taken  place  with  some  posterior  synechia,  pupil 
about  6 mm.  A discission  of  capsule  was  made 
following  which  there  was  very  little  reaction  and 
on  January  31,  1925,  vision  in  right  eye:  +11.00 
W +1.00  C 90=5+;  left  eye:  1.0. 

Right  pupil  space  was  clear,  very  little  capsular 
remains. 

I have  given  histories  of  some  typical 
cases  of  penetrating  injuries  of  the  eye.  All 
my  results  have  not  been  as  good  as  the 
cases  reported.  In  some  I have  been  com- 
pelled to  do  enucleations  but  those  cases 
were  few  compared  with  the  ones  in  which 
I have  been  able  to  save  the  eye  and  some 
vision  and  I think  it  is  well  worth  while  to 
treat  these  cases  in  a conservative  manner, 
removing  the  eye  only  when  it  is  absolutely 
necessary. 

The  method  of  treatment  I have  outlined 
is  not  new  nor  original,  I am  only  giving 
you  the  results  of  my  experience  in  the 
treatment  of  these  cases. 
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Conclusions:  First,  every  case  of  pene- 
trating injury  should  be  treated  as  a major 
surgical  problem. 

Second,  foreign  bodies  should  be  removed. 

Third,  the  wound  should  be  tightly  closed 
and  the  eye  brought  up  to  tension  by  injec- 
tion of  salt  solution,  as  above  described. 

Fourth,  treatment  to  combat  infection 
should  be  instituted  immediately  following 
injury. 


DISCUSSION 

PRESIDENT  SIMPSON:  The  papers  by  Dr. 
Chapman,  on  Injuries  of  the  Eye  and  by  Dr.  New- 
man, on  Penetrating  Injuries  of  the  Eye  are  open 
for  discussion,  which  will  be  opened  by  Dr.  D.  H. 
Anthony,  of  Memphis. 

DR.  D.  H.  ANTHONY,  Memphis:  Injuries  of 
the  eye  take  in  a lot  of  field,  and  there  are  a 
few  points  that  interested  me,  and  some  of  those 
that  I have  not  noticed  before  in  the  literature 
and  a few  cases  I want  to  report. 

Wounds  of  the  Lids  may  be  punctured,  incised, 
lacerated,  or  contused.  Punctured  wounds  are  of 
little  importance  provided  other  ocular  structures 
are  not  injured.  They  generally  heal  without  scars. 
Horizontal  cuts  do  little  harm  except  the  suspen- 
sory ligament  of  the  upper  lid  is  severed.  Ver- 
tical and  oblique  incised  wounds,  unless  seen  early 
and  properly  sutured,  will  lead  to  coloboma,  oc- 
tropion,  entropion,  or  trichiasis.  When  the  internal 
palpebral  ligament  and  canaliculi  are  out,  the 
function  of  the  lacrimal  apparatus  will  be  inter- 
fered with. 

If  the  canaliculus  is  torn,  the  remaining  portion 
should  be  sought  and  opened  into  the  sac.  It  may 
be  possible  to  unite  the  two  portions  by  passing  a 
short  probe,  suturing  the  lid  upon  it,  and  leaving 
the  instrument  in  place  for  a few  days.  Each  case 
of  laceration  must  be  judged  by  itself,  and  often 
the  ingenuity  of  the  surgeon  will  be  taxed. 

Burns  of  the  conjunctival  should  be  treated  in 
the  usual  way  by  instilling  sterile  oil  and  separat- 
ing the  raw  surface  of  the  lids  and  the  globe  with 
a smooth  glass  rod.  If  these  measures  are  insuf- 
ficient, Coover  and  Black  advise  the  use  of  egg- 
film  placed  between  the  raw  surfaces — ^that  is,  be- 
tween the  palpebral  and  the  conjunctival  when  they 
arq  both  raw  and  sticking  and  bleeding.  The  film, 
taken  from  the  small  end  of  an  egg  is  to  be  placed 
over  the  globe  and  changed  daily.  In  case  the 
cornea  is  involved  the  use  of  atropine  will  be 
advisable. 

The  most  important  injuries  of  the  cornea,  I 
think,  are  the  ones  that  occur  from  perforations 
which  have  very  irregular  edges  or  loss  of  comeal 
tissue  which  do  not  approximate  together.  I think 
this  type  of  injury  should  always  have  a con- 
junctival flap.  Just  recently  I had  a patient  that 


was  struck  in  the  eye  by  a weed  wbicb  ruptured 
tbe  corneal  and  there  was  some  loss  of  corneal 
tissue  in  the  wound  as  when  the  wounds  were 
approximated  there  seemed  to  be  still  a hole  exist- 
ing. I covered  the  perforation  with  a conjunctival 
flap  and  the  conjunctival  grew  to  the  corneal  wound 
and  I think  the  conjunctival  flap  saved  this  eye 
from  infection.  Perforated  corneal  that  approxi- 
mate well  I believe  should  not  have  conjunctival 
flap.  The  other  important  corneal  injuries  are 
the  small  injuries  that  occur  while  treating  acute 
conjunctivitis.  I have  seen  a small  abrasion  occur- 
ring in  tbe  corneal  resulting  from  treatment  cause 
a severe  corneal  ulcer  and  I think  the  ophthal- 
mologist should  instruct  the  nurses  and  parents 
how  to  cleanse  the  eye  without  injuring  the  cornea 
when  treating. 

I recently  had  a patient  who  called  my  attention 
to  that,  two  of  them,  in  fact.  I always  thought 
acute  conjunctivitis  was  practically  a harmless 
thing,  but  both  of  these  patients  were  children  and 
I think  the  nurse  treating  the  case,  keeping  the 
eye  clean,  injured  the  corneal,  and  they  both  had 
a very  severe  infection,  and  the  infection  was  a 
pneumococcus,  and  both  eyes  were  equally  affected, 
as  well  as  you  could  see,  and  the  ones  that  were 
scratched — and  I could  see  the  scratch  before  it 
really  became  infected,  and  I believe  that  the  treat- 
ment cleansing  the  eye  caused  a serious  condition 
with  regard  to  getting  opacity  of  the  cornea.  I 
believe  it  could  bave  been  avoided  if  I had  in- 
structed them  carefully  how  to  cleanse  the  eye  and 
keep  it  clean. 

One  of  the  most  common  injuries  of  the  sclera 
is  rupture  of  the  sclera  most  frequently  occurring 
in  horizontal  meridian,  the  distance  of  two  or  three 
mm.  from  the  limbus.  The  length  of  the  rupture 
varies  from  three  to  twelve  mm.  Repairing  the 
sclera  at  this  location  is  difficult  because  con- 
junctival sutures  do  not  hold  well.  They  usually 
do  not  hold  on  the  corneal  side  of  the  rupture.  I 
notice  Nuel  has  advised  suture  for  this  purpose 
as  follows: 

I will  have  to  make  a little  drawing  there.  This 
being  a rupture,  and  two  arms  of  the  suture  goes 
up  at  the  equator  and  comes  around  here  and  then 
crossing,  going  around  over  and  crossing  there 
and  going  around  the  conjunctival,  and  tying  it 
there.  And  the  pressure  of  this  cross  here  will 
approximately  hold  the  conjunctival  tissue  down 
because  the  trouble  you  have  is  the  gaping  of  the 
sclera.  I haven’t  tried  it,  but  it  appears  to  me  like 
it  would  be  a very  good  thing,  because  you  know 
the  conjunctival  will  not  hold  long  enough,  for  it 
takes  the  sclera  longer  to  heal  than  any  other  por- 
tions of  the  eye.  Thread  armed  with  two  needles 
passed  beneath  the  conjunctival  near  the  equator 
and  made  the  cross  over  the  sclera  wound  and  to 
encircle  the  wound  tying  the  suture  at  the  lower 
margin  of  the  cornea.  When  tied  it  causes  the 
lips  of  the  sclera  wound  to  approximate.  Atropin 
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is  instilled  in  the  eye  and  the  patient  confined  to 
bed. 

Injury  of  the  iris,  I would  like  to  call  your 
attention  is  iridodialysis.  When  small  it  has  been 
known  to  reattach  itself  but  when  very  large  it 
causes  the  patient  confusion,  can  be  partly  cor- 
rected by  advising  operation  by  Eugene  Smith  of 
New  York.  In  this  procedure  the  cornea  of  the 
limbus  is  opened  with  a keratome  and  the  torn  iris 
is  dragged  into  the  wound  and  held  in  position 
between  the  lips  of  the  incision.  Smith  states  that 
this  operation  will  not  cause  sympathetic 
ophthalmia. 

Injuries  of  the  lens.  Small  bruises  to  the  lens 
capsule  may  not  interfere  with  the  vision  until 
after  the  third  month.  Just  recently  I had  a boy 
that  was  struck  in  the  eye  by  a weed  that  rup- 
tured the  corneal  which  caused  prolapsed  iris.  I 
did  an  iridectomy  and  conjunctival  flap  and  after 
the  blood  had  absorbed  from  the  anterior  chamber 
I noticed  a small  scar  on  the  anterior  capsule.  At 
the  end  of  three  months  the  vision  was  reduced 
from  20/100  to  4/200  and  the  principal  cause  of 
this  reduction  in  vision  was  due  to  spreading  of 
the  capsule  opacities  from  the  above  small  bruise 
in  the  anterior  capsule. 

Traumatic  Anesthesia  of  the  Retina. — This  term 
has  been  applied  by  Leber  to  cases  in  which  reduc- 
tion in  visual  acuity  and  contraction  of  the  field, 
without  discoverable  ophthalmoscopic  signs,  fol- 
lowed trauma.  The  condition  may  continue  for 
many  weeks. 

In  1925  I saw  a patient  that  had  evulsion  of  the 
optic  nerve  occurring  from  dislocation  of  the  globe. 
H.  B.,  negro,  aged  28,  fell  on  December  7,  1925, 
while  attempting  to  catch  a moving  train  and 
struck  his  left  eye  against  some  unknown  object 
on  the  railroad  track.  First  treatment  was  ad- 
ministered by  the  local  surgeon.  Dr.  Herbert  Bar- 
bee, who  reported  the  case  as  left  globe  dislocated 
in  front  of  the  lids,  with  profuse  bleeding.  The 
globe  was  replaced  into  the  orbit  and  a dressing 
applied. 

Two  hours  later  I was  called  to  see  the  patient 
and  found  the  left  globe  far  forward  with  rupture 
of  the  external  rectus  from  the  orbital  attachment. 
Marked  bleeding  was  still  existing,  apparently  from 
behind  the  globe.  Pupil  was  slightly  dilated  and 
did  not  react  to  light.  The  tension  felt  soft  to 
fingers.  Vision  was  nil.  Fundus  findings  were: 
media  clear.  Region  of  the  optic  nerve  was  pale 
and  greyish.  No  vessels  in  the  region  of  optic 
nerve  could  be  seen.  There  were  many  retinal 
hemorrhages  near  the  nerve.  Blood  filled  veins  and 
arteries  of  the  retina  could  be  made  out  in  many 
places.  A dressing  and  bandage  were  applied  to 
the  eye. 

Six  hours  later  consent  was  obtained  for  enuclea- 
tion and  the  patient  was  placed  under  general 
anesthesia.  After  removing  the  blood  clots  from 
under  the  lacerated  conjunctiva  which  extended 
practically  around  the  globe  near  the  cornea,  the 
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external  and  superior  recti  muscles  were  found  to 
be  ruptured  from  the  orbital  attachment,  the  intern- 
al rectus  was  very  much  stretched  while  the  infer- 
ior rectus  seemed  to  be  uninjured.  Both  the  superior 
and  inferior  oblique  seemed  to  be  very  much 
stretched.  By  introducing  the  closed  enucleation 
scissors  and  using  same  as  a probe  I found  that 
the  optic  nerve  sheaths  had  not  been  disturbed  in 
their  relations  with  the  globe.  I decided  to  make 
an  attempt  to  save  the  globe  because  arterial  and 
venous  circulation  was  still  present  in  the  retina. 
Double  chromic  catgut  was  inserted  into  the  orbital 
severed  end  of  the  superior  and  external  recti 
muscles  with  a long  curved  needle;  catgut  sutures 
were  inserted  as  far  back  as  possible  under  Tenon’s 
capsule  to  suture  the  ruptured  orbital  attachment 
of  the  superior  and  external  recti  muscles  back 
near  their  original  bony  attachment  in  the  apex 
of  the  orbit.  The  sutures  were  carried  through 
Tenon’s  capsule  and  conjunctiva  within  out  and 
tied  on  the  conjunctival  side  as  far  back  in  the 
cul-de-sac  as  possible.  The  large  conjunctival 
wound  was  closed  with  silk  sutures  and  dressing 
and  pressure  bandage  was  applied. 

Seven  days  after  the  dressing  was  removed  from 
the  eye,  fundus  examination  showed  the  mediae  to 
be  clear.  The  region  of  the  optic  nerve  showed  a 
white,  well-like  depression,  the  cupping  measuring 
14  diopters.  No  vessel  could  be  seen  in  the  region 
of  the  nerve  head.  Many  large  hemorrhages  were 
scattered  through  the  retina. 

Two  weeks  after  the  above  fundus  findings,  the 
mediae  were  clear.  The  region  of  the  optic  nerve 
was  filled  in  with  a greyish  irregular  exudate. 
Narrow  pale  areas  were  seen  in  the  retina  superior, 
nasal  and  inferior  to  the  optic  nerve  region.  There 
was  a large  retinal  hemorrhage  near  the  temporal 
border  of  the  nerve  with  a medium-sized  retinal 
hemorrhage  somewhat  nasally  and  inferiorly. 
Many  small  retinal  hemorrhages  were  scattered 
over  practically  every  field  of  the  retina.  Ocular 
movements  were  good  in  all  directions  except  for 
slight  limitation  mesially;  0.  S.  was  divergent 
strabismus  15  degrees.  Otherwise  the  external 
appearance  of  injured  eye  was  normal. 

One  year  after  the  above  injury  the  ocular 
movements  were  normal;  divergence  of  fifteen  de- 
grees persisted.  The  pupil  was  dilated  and  fixed. 
Vision  was  nil.  The  fundus  examination  showed  a 
dense  greyish  exudate  covering  the  region  of  the 
optic  nerve.  This  was  seen  best  with  a plus  six 
diopter  lens.  The  eye  had  been  comfortable  at  all 
times. 

Ruptures  of  the  external  rectus  and  the  superior 
rectus.  I have  had  one  case,  and  this  case  had 
dislocated  globe  and  the  rupture  over  the  oracle, 
and  from  what  I could  see  the  end  of  the  muscle 
that  it  was  pulled  off  very  near  the  margin  of  the 
origin  or  directly  through  th^  origin.  And  this 
case  also  had  an  evulsion  of  the  optic  nerve,  and 
I first  thought  I would  enucleate  it,  but  on  look- 
ing at  the  fundus  and  finding  that  the  circulation 
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was  good,  in  the  arteries  and  vein,  I decided  I 
would  try  to  keep  the  eye,  and  I placed  cataract 
sutures  in  the  muscle  like  the  Murti  operation  and 
it  pulled  through  the  fibers  of  the  muscle,  so  I put 
in  the  double  sutures  in  the  muscle  tissue  and  tied 
a chromic  catgut  and  passed  the  needles  beyond 
the  Tenon’s  capsule,  and  brought  it  out  on  the 
conjunctival  side,  tied  it  as  good  as  I could  and 
tried  to  put  it  back  in  as  near  the  original  point 
where  it  came  from  as  possible. 

But  what  I wanted  to  bring  out  was,  by  re- 
placing these  muscles  the  action  on  the  stub  of 
the  muscle  with  and  behind  the  capsule,  you  might 
give  good  action,  because  both  of  those  muscles  act 
well.  This  patient  has  a blind  eye,  and  a ciliary 
divergent  squint,  but  he  has  a very  good  cosmetic 
result. 

A few  weeks  ago  I saw  a case  in  consultation 
that  had  a fracture  of  the  inferior  orbital  margin. 
This  fracture  extended  into  the  antrum.  Trans- 
illumination of  the  antrum  on  the  same  side  of 
the  fracture  was  dark.  The  antrum  was  full  of 
blood.  This  injury  caused  little  discomfort  or 
swelling  and  no  disfigurement.  Patient  was  kept 
under  close  observation  and  at  the  end  of  five 
weeks  the  antrum  was  clear.  Since  the  patient 
has  had  no  trouble.  I believe  that  fractures  of  the 
orbit  which  extend  into  the  sinuses  should  be 
treated  conservatively  and  not  irrigated  unless 
infection  occurs. 

DR.  J.  B.  STANFORD,  Memphis:  One  or  two 
things  I wanted  to  mention  that  none  of  the  three 
essayists  brought  out.  The  first  is  contused  wound 
of  the  eye.  There  is  very  little  in  the  text-books 
about  contused  wounds  of  the  eye,  with  the  excep- 
tion that  naturally  they  mention  traumatic  dilata- 
tion of  the  pupil,  etc.  Well,  it  is  very  common,  and 
particularly  about  wood-working  shops,  to  have 
contusions  of  the  eye,  with  symptoms  of  marked 
ciliary  injection  and  excruciating  pain,  particularly 
in  changes  of  the  degree  of  light.  I think  the  in- 
jury is  perhaps  to  the  ciliary  muscle,  and  is  com- 
parable to  the  discomfort  that  is  felt  when  a blow 
on  the  flexed  biceps  is  felt.  You  will  remember 
that  the  muscle  absorbs  some  days  afterwards,  and 
it  is  relieved  only  by  dilatation  of  the  pupil. 

Another  thing  that  I want  to  mention  that  was 
not  mentioned  is  rents  over  the  choroid,  particularly 
with  injuries  from  blunt  instruments.  And  I 
wanted  to  call  attention  to  a remark  of  Dr.  New- 
man, when  he  spoke  of  the  unsuccessful  attempt  to 
bring  the  foreign  body  out  through  the  wound  of 
entrance.  That  phase  is  not  uncommon.  Most  of 
the  attemps  that  I have  seen  in  the  way  of  bring- 
ing a foreign  body  out  through  the  wound  of  en- 
trance were  unsuccessful.  The  text-books  and  lec- 
tures on  Ophthalmology  speak  of  using  a giant 
magnet  and  leading  the  foreign  body  around  the 
lens  and  out  into  the  anterior  chamber,  as  if  they 
were  referring  to  leading  a pup  by  a string.  It  is 
not  like  that.  At  least,  it  is  not  in  my  experience 


and  observation.  I have  seen  them  make  these 
attempts  to  lead  them  out  in  an  hour  or  two  hours, 
and  finally  wind  up  usually  by  making  an  opening 
in  the  sclera  and  taking  the  foreign  body  out,  as 
probably  should  have  been  done  in  the  first  place. 
When  the  force  from  a giant  magnet  is  turned  on 
a foreign  body  in  the  eye,  the  foreign  body  comes 
straight  to  it  with  a great  deal  of  force,  and  it  is 
very  apt  to  stick  in  the  lens  or  the  ciliary  body 
and  do  more  damage  than  by  taking  it  out  gently 
through  a small  incision  in  the  sclera. 

Another  thing  I wanted  to  mention  was  the  de- 
tachments of  the  retina  that  so  frequently  follow 
perforating  injuries  of  the  eye  from  gun-shot  and 
from  small  foreign  bodies.  Even  though  these  for- 
eign bodies  go  through  and  through,  experiments 
have  been  worked  out  where  projectiles  on  bodies 
containing  some  fluid  material  and  the  rebound  is 
very  apt  to  detach  the  retina  from  the  point  oppo- 
site the  entrance  of  the  foreign  body;  so  that  these 
cases  should  not  be  considered  as  cured  when  the 
inflammation  subsides  and  the  patient  has  20/20 
vision;  in  two  months  or  six  months  he  is  apt  to 
appear  with  2/200  vision,  due  to  the  detachment 
of  the  retina. 

DR.  SELIGSTEIN,  M.B.,  Memphis:  I would 
like  to  mention  one  case,  jiist  to  stress  the  point 
of  careful  examination  at  the  time  of  injury. 

A man  came  up  to  me  late  one  Saturday  after- 
noon with  a history  as  follows:  While  striking 
on  a piece  of  case-hardened  steel,  he  felt  something 
go  in  his  eye.  At  that  time  it  was  so  late  that  I 
was  a little  bit  careless,  I guess,  in  my  examination, 
but  I looked  at  the  eye  thoroughly,  and  I did  not 
see  any  foreign  body  in  the  conjunctival  sac,  or 
on  the  cornea,  and  no  hemorrhage  in  the  cornea; 
so  I gave  him  an  eye  wash  and  told  him  to  report 
back  to  me  Monday.  He  did  not  show  up  until 
the  following  Saturday,  and  right  away  I noticed 
he  had  a discoloration  of  iris  pigment.  On  the 
first  day  I took  this  to  be  a discolored  iris  pigment, 
and  when  he  came  back  the  following  Saturday  and 
was  examined  with  a loop,  it  was  found  to  be  a 
gray  zone,  of  iris  atrophy.  I immediately  dilated 
his  pupil,  and  going  through  the  top  of  the  lens 
there  was  the  foreign  body  sticking  about  two 
diopters  to  the  right  of  the  disc.  With  a giant 
magnet  an  opening  far  back  in  the  sclera  was 
made  and  the  foreign  body  removed.  He  returned 
later  to  the  ofiice,  and  his  vision  was  20/25;  in 
about  two  months’  time  the  vision  was  light  per- 
ception. He  had  a well-developed  traumatic  cata- 
ract, where  it  had  gone  right  through  the  top  of 
the  crystalline  lens  which  was  needled;  hemor- 
rhage followed,  and  he  has  no  vision  today. 

DR.  ROBERT  J.  WARNER,  Nashville:  In  diag- 
nosing injuries  to  the  eye,  the  Slit-Lamp  is  a very 
valuable  instrument.  In  the  above  reported  cases, 
this  instrument  would  have  revealed  the  exact  na- 
ture of  the  corneal  lesion.  All  cases  referred  for 
report  after  accidents  with  reference  to  compensa- 
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tion  should  be  examined  with  the  Slit-Lamp.  We 
can  determine  as  to  whether  a fragment  has  ac- 
tually perforated  the  cornea  or  not,  and  the  ap- 
proximate date  of  injury.  In  the  lens  certain  time 
limitations  can  be  defined;  a deep  opacity  covered 
with  clear  lens  cannot  be  of  recent  date,  as  all 
injuries  to  the  lens  involve  the  sub-capsular  area, 
and  as  time  passes  new  lens  fibers  are  formed  in 
this  sub-capsular  area,  forcing  the  old  lens  fibers 
toward  the  nucleous. 

DR.  HILLIARD  WOOD,  Nashville:  Just  a word 
to  call  attention  to  the  fact  that  about  nine  out 
of  every  ten  injuries  of  the  eye  as  we  see  them  in 
routine  practice  would  not  have  occurred  if  the 
patient  had  worn  protective  glasses  of  any  kind. 

DR.  E.  B.  CAYCE,  Nashville:  Mr.  Chairman, 
there  is  just  one  point:  that  in  slight  abrasions  of 
the  cornea  that  are  slow  in  healing  and  are  very 
painful,  I have  found  that  the  water-cooled  quartz 
light  seems  to  stimulate  those  abrasions  to  heal 
better  than  anything  I have  heretofore  tried. 

DR.  R.  H.  NEWMAN,  Knoxville  (closing)  : Dr. 
Stanford’s  remark  about  the  removal  of  these  for- 
eign bodies  with  the  giant  magnet  being  unsuc- 
cessful has  been  my  experience  also,  and  I think 
the  removal  with  a small  hand  magnet  after  ac- 


curate localization  of  the  foreign  body  is  to  be  pre- 
ferred to  removing  with  a giant  magnet,  because 
you  add  more  trauma  with  the  giant  magnet  than 
you  would  with  the  incision. 

Dr.  Seligstein  was  talking  about  a case  that  he 
had  here.  That  only  shows  that  the  injured  eye 
should  be  carefully  examined  when  it  first  comes 
to  the  office.  If  I had  examined  my  case,  very 
similar  to  this  one,  I would  have  detected  the  for- 
eign body  sticking  to  the  lens,  although  the  result 
would  have  been  the  same  in  either  case,  but  I 
would  have  had  the  satisfaction  of  knowing  that 
I had  examined  the  man  carefully. 

Injuries  to  the  eye  are  so  numerous  that  it  is 
hard  to  cover  the  whole  field  in  a short  paper.  He 
was  talking  of  contusions  of  the  eye.  I have  had 
some  very  unhappy  results  with  contusions  of  the 
eye  wherein  the  lens  was  subluxated,  causing  an 
iridocyclitis,  plus  tension,  absolute  glaucoma,  and 
loss  of  vision.  It  is  always  a question  to  know 
just  what  to  do  with  these  cases. 

I have  enjoyed  the  discussion  of  the  paper  very 
much. 


A portion  of  the  above  discussion  refers  to  Dr. 
Chapman’s  paper  on  Injuries  of  the  Eye.  Lack 
of  space  prevents  the  publication  of  that  paper  in 
this  issue.  It  will  appear  next  month. — Ed. 
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A Misunderstanding 

From  time  to  time  there  appears  some 
evidence  of  a misunderstanding  on  the  part 
of  some  members  of  the  Ear,  Eye,  Nose  and 
Throat  Section  of  the  State  Society  with 
respect  to  some  actions  taken  by  the  So- 
ciety affecting  that  Section. 

At  the  Chattanooga  meeting  in  1927  the 
House  of  Delegates  passed  an  amendment  to 
the  by-laws  (pages  365-366  of  the  April  is- 
sue of  the  1927  Journal)  at  the  insistence 
of  some  representatives  of  that  Section  and 
the  Section  of  Railway  Surgery  which  had 
the  effect  of  making  it  not  compulsory  upon 
the  two  sections  to  meet  on  the  day  before 
the  general  session.  The  amendment  to  the 
by-laws  simply  struck  out  the  word  “pre- 
ceding.” 

The  Board  of  Trustees  met  in  May,  1927, 
and  considered  many  matters  affecting  the 
Association  and  its  finances  and  the  amend- 
ments to  the  constitution  and  by-laws.  The 
Board  of  Trustees  by  unanimous  action 
said  that  in  the  event  the  sections  meet  on 
the  same  day  as  the  general  session  they 
will  pay  the  expense  of  their  own  meetings 
as  to  reporters,  etc.  Their  program,  of 
course,  would  be  printed  and  mailed  as  a 
part  of  the  whole  state  program  without 
cost.  The  secretaries  of  the  respective  sec- 
tions were  notified  of  this  action.  They 
evidently  failed  to  notify  their  membership 
of  this  action. 

At  the  last  meeting  the  two  sections  met 
on  the  first  day  of  the  general  session.  The 
bills  of  the  Railway  Section  were  paid  by 
that  section.  The  bill  for  the  reporting  of 
the  Ear,  Eye,  Nose  and  Throat  Section  was 
presented  to  this  office  for  approval  and 
payment.  The  secretary  had  no  authority 
to  approve  the  bill  for  payment  and  the 


treasurer  no  authority  for  paying  it  out  of 
the  funds  of  the  Association. 

This  change  in  the  by-laws  affected  the 
cost  of  a state  meeting  in  the  following  way : 
When  the  sections  met  the  day  preceding 
the  general  session  the  two  reporters  en- 
gaged to  report  the  proceedings  of  the 
House  of  Delegates  and  the  general  session 
were  engaged  to  come  one  day  early  and 
report  the  sectional  meetings  also.  This 
reporting  was  accomplished  at  a small  cost. 
When  the  two  sections,  the  House  of  Dele- 
gates and  the  general  meeting  are  in  ses- 
sion at  the  same  time  four  reporters  are  re- 
quired and  four  halls  are  required  instead 
of  two. 

Some  members  of  the  section  seem  to 
think  the  secretary  has  acted  in  an  arbi- 
trary manner  in  declining  to  approve  this 
bill  for  payment.  The  secretary  has  not 
acted  arbitrarily  but  under  instructions 
from  the  Board  of  Trustees. 

The  funds  of  this  Association  are  not  the 
private  funds  of  the  secretary  and  the  treas- 
urer and  the  handling  of  these  funds  is  not 
a personal  matter.  The  secretary  agreed 
some  time  ago  to  bring  this  matter  to  the 
attention  of  the  Board  of  Trustees  which 
will  be  done. 

It  is  hoped  that  this  will  set  at  rest  rumors 
and  complaints  as  to  the  action  taken  by  the 
secretary  himself  and  if  there  are  those  who 
still  feel  that  their  section  has  been  offended 
they  will  take  the  matter  to  the  authorities 
who  took  the  action  above  referred  to. 


The  membership  year  of  the  Association 
is  from  January  1,  to  December  31.  During 
the  year  just  ended  1,662  members  paid 
dues  for  the  year.  This  is  38  more  than 
paid  dues  in  the  year  1927.  All  in  all  we 
are  compelled  to  regard  this  as  a successful 
year  from  the  standpoint  of  maintaining 
our  membership.  It  is  the  largest  member- 
ship the  Association  has  ever  had  except 
1920.  We  have  the  definite  impression  that 
the  organizations  in  the  various  counties 
have  functioned  better  perhaps  than  they 
have  ever  done  before — ^that  is  to  say,  they 
have  had  more  programs  and  more  work  of 
every  character  which  should  engage  the 
thought  and  attention  of  a medical  society 


356 


EDITORIAL 


January,  1929 


than  in  any  other  like  period  with  which  we 
are  familiar.  The  outlook  for  1929  is  there- 
fore encouraging. 

We  have  the  conviction  that  we  should 
have  about  150  more  doctors  in  the  state 
society  than  we  have,  but  as  we  gather  in- 
formation the  number  of  eligibles  is  reduced 
very  greatly  from  time  to  time. 

We  sincerely  hope  that  officers  will  col- 
lect dues  and  enroll  all  of  last  year’s  mem- 
bers for  the  year  1929  before  March  31. 
We  then  can  go  into  the  meeting  at  Jackson 
with  the  largest  membership  we  have  ever 
had. 


The  Commissioner  of  Health  of  Tennes- 
see called  into  conference  a committee  from 
the  State  Medical  Association  to  consider 
complications  which  might  possibly  arise  in 
connection  with  the  influenza  epidemic 
which  is  so  widespread  at  the  present  mo- 
ment. 

It  was  reported  that  there  is  one  county 
in  Tennessee  with  almost  half  the  popula- 
tion afflicted  and  that  the  condition  is  well 
beyond  the  ability  of  the  local  medical  pro- 
fession to  cope  with. 

It  was  for  the  purpose  of  considering  pos- 
sibilities for  rendering  aid  in  the  event  the 
epidemic  becomes  so  widespread  as  to  cre- 
ate such  a situation  in  a number  of  locali- 
ties. 

In  a number  of  counties  there  appears  to 
be  a sufficient  number  of  doctors  to  take 
care  of  the  ordinary  medical  needs,  but  an 
excessive  amount  of  illness  at  some  one  time 
may  be  sufficient  to  create  a difficult  situa- 
tion. 


A Physicians’  Directory 

A number  of  our  best  state  journals  are 
running  what  is  known  as  a directory. 
Members  pay  for  the  running  of  their  card 
in  the  journal  directory.  The  wording  is 
the  same  as  would  appear  on  a professional 
card. 

There  is  no  objection  to  this  on  ethical 
grounds.  It  is  done  by  the  best  men  in  the 
best  societies. 

In  the  last  few  years  the  number  of  men 
engaged  in  special  work  has  multiplied 
many  times.  Many  doctors  do  not  know 


the  specialty  to  which  a doctor  is  giving  his 
time. 

This  step  has  been  approved  by  the  ad- 
vertising committee  of  the  Board  of  Trus- 
tees. 

If  the  profession  wishes  to  support  such 
a directory  it  will  be  our  pleasure  to  run 
it.  Below  will  be  found  a sample  card 
taken  from  the  Indiana  State  Journal,  also 
a contract  form  to  be  signed  by  those  de- 
siring to  place  their  card  in  the  directory. 

We  will  run  no  card  until  one  page  has 
been  subscribed  which  will  consist  of  ten 
cards. 

Please  insert professional  card  in  the 

(my  or  our) 

Journal  of  the  Tennessee  State  Medical  Association 
to  occupy  the  space  of  1-10  page  12  times,  and  un- 
til forbidden,  beginning  with  the  issue  of 

, or  the  earliest  possible  issue  follow- 
ing, for  which agree  to  pay  to  your 

(I  or  we) 

order,  within  ten  days  of  date  of  bill,  four  and 
50-100  dollars  ($4.50)  per  quarter. 

This  contract  is  contingent  upon  securing  ten 
similar  cards. 

Signed  

Address  


Phone  Main  2290  Residence,  Humboldt  1401 

C.  E.  ORDERS,  M.D. 
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We  reproduce  herewith  an  editorial 
which  appeared  in  the  Nashville  Banner  of 
December  27.  Such  editorials  as  this  should 
at  least  in  a slight  way  counteract  some  of 
the  baneful  effects  of  the  eleven  advertise- 
ments for  flu  cures  which  appeared  in  the 
same  issue. 

Improvised  Remedies 

A story  current  in  Chicago  and  broadcast  by 
newspapers  gives  an  excellent  indication  of  the 
extent  to  which  the  human  race  is  apt  to  pin  its 
faith  to  improvised  remedies  whenever  there  is 
general  public  concern  about  illness,  such  as  there 
is  at  present  over  influenza.  It  seems  that  a patrol- 
man in  the  Windy  City  became  very  much  alarmed 
over  the  prevalence  of  influenza,  made  up  his  mind 
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that  he  would  not  take  it  if  amateur  medical  ad- 
ice  would  save  him,  and  began  to  ask  everybody 
what  one  should  do  to  stave  off  the  miserable  ail- 
ment. Somebody  or  other  told  the  guileless  officer 
that  garlic  would  knock  the  flugerms  higher  than 
the  proverbial  kite  and  for  several  days  he  literally 
stuffed  himself  with  the  vegetable  in  question.  For 
one  reason  or  another,  too,  he  spent  most  of  his 
time  alone  and  even  at  roll  call  he  was  more  firmly 
than  courteously  asked  to  stand  well  apart  from 
his  brothers  in  arms.  Finally  he  collapsed  and  pre- 
sumed the  flu  had  done  its  worst  for  him,  but  the 
doctor  said  it  was  merely  acute  indigestion  super- 
induced by  garlic.  Having  had  flu  and  garlic  both, 
we  should  say  that  the  flu  is  the  lesser  of  the  two 
evils,  and  presumbaly  there  is  at  least  one  Chicago 
policeman  in  agreement  with  that  notion.  At  the 
same  time,  it  may  serve  as  evidence  of  the.  folly 
of  asking  medical  advice  from  Tom,  Dick  and 
Harry.  Not  many  days  ago  we  read  of  a man  who 
did  everything  people  told  him  to  cure  a cold  and 
later  evaporated  in  his  bed.  The  danger  of  some 
such  catastrophe  would  not  be  slight  if  anybody 
tried  to  follow  all  the  hints  he  gets,  and  the  moral 
of  the  thing  ought  to  be  plain.  Anyhow,  it  is  that 
one  should  consult  both  his  doctor  and  his  common 
sense  if  he  is  apprehensive  about  the  state  of  his 
health. 


Members  are  requested  to  read  the  adver- 
tising pages  of  this  Journal.  Every  effort 
has  been  made  and  precaution  taken  to  see 
that  only  ethical  products  by  standard  con- 
cerns are  advertised  in  these  columns.  It 
would  help  the  Journal  and  the  advertiser 
if  members  would  communicate  with  the 
advertiser  when  interested  at  all  in  the 
product  advertised.  Please  do  this. 


Census  Corrections 

We  ask  that  every  member  look  up  his 
name  in  the  census  and  notify  us  of  any  er- 
ror. Corrections  will  be  published  as  re- 
ceived. It  will  take  only  a few  minutes  for 
you  to  correct  your  copy  of  the  census. 

Members  are  requested  to  insert  these 
corrections  in  the  census.  It  can  be  done 
with  pen  and  ink. 

The  information  should  appear  as  given 
below,  not  as  it  appears  in  the  published 
census. 

The  following  corrections  have  been  re- 
ceived : 
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DAVIDSON  COUNTY 


Bradley,  H.  G. 

PD 

Doctors  Bldg. 

’98 

’23 

Cate,  W.  R. 

I 

Doctors  Bldg. 

’93 

’20 

Foster,  Dewey 

Doctors  Bldg. 

’99 

’25 

GIBSON 

COUNTY 

McRee,  A.  M. 

Trenton 

’73 

’07 

McRee,  W.  C. 

Trenton 

’82 

’07 

HAMILTON  COUNTY 

Shelton,  R.  E. 

3609  12th  Avenue 

’79 

’07 

Bradley,  John  W. 

U 

Volunteer  Bldg. 

’93 

’24 

Cooley,  John  L. 

PR 

Medical  Arts  Bldg. 

’88 

’16 

HENRY 

Cod^TY 

McSwain,  G.  R. 

S 

Paris 

’91 

’14 

Wigirins,  M.  C. 

S 

El  Paso,  Texas 

’90 

’15 

McMINN  COUNTY 

Nankivell,  J.  R. 

Athens 

’54 

’89 

SHELBY 

COUNTY 

McCown,  O.  S. 

S 

Bk.  of  Com.  Bldg. 

’74 

’00 

Chaney,  W.  C. 

I 

20  S.  Dunlap 

’88 

— ■ 

Hayes,  H.  J. 

NP 

899  Madison  Ave. 

’88 

’26 

Mason,  A.  D.,  Jr. 

U 

935  Exchange  Bldg. 

’00 

’23 

Minor,  H.  F. 

OALR 

Bk.  of  Com.  Bldg. 

’80 

’06 

Moore,  Alfred 

S 

Kendall,  Fla. 

’72 

’20 

Rychener,  R.  O. 

OPH 

Exchange  Bldg. 

’97 

’26 

Wilson,  R.  A. 

20  S.  Dunlap  St. 

— 

— 
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Dr.  E.  B.  Walker,  of  Savannah,  68,  died 
suddenly  on  November  28,  while  seated  in 
his  automobile.  Dr.  Walker  was  a gradu- 
ate of  the  University  of  Nashville  medical 
school. 


Dr.  E.  C.  Blackburn,  of  Memphis,  age 
59,  died  on  December  31,  at  the  Baptist 
Hospital,  after  an  illness  of  several  months. 
Dr.  Blackburn  graduated  from  the  Mem- 
phis Hospital  Medical  College  in  1889. 


Funeral  services  for  Mrs.  Emma  Wil- 
liams Sullivan,  mother  of  Dr.  Robert  A. 
Sullivan,  of  Nashville,  who  died  January 
3,  were  held  from  the  residence  in  Eagle- 
ville  on  Friday,  January  4. 


Dr.  A.  H.  Butler,  of  Memphis,  aged  38, 
died  on  December  4,  after  a lingering  ill- 
ness. Dr.  Butler  graduated  from  the  Uni- 
versity of  Tennessee  Medical  College,  Mem- 
phis, in  1913  and  was  licensed  to  practice 
in  the  same  year. 


Dr.  J.  T.  Johnson,  65,  died  at  his  home 
in  College  Grove  on  December  30.  Dr. 
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Johnson  received  his  early  education  in  the 
Nashville  city  schools,  in  1884  graduating 
from  the  Vanderbilt  medical  school. 


Dr.  William  0.  Sullivan,  Newbern,  Ten- 
nessee. Died  at  Newbern,  Tennessee, 
November  30,  1928,  of  myocarditis.  Dr. 
Sullivan  was  born  February  28,  1874,  near 
Lebanon,  Tennessee.  Graduated  from  Uni- 
versity of  Tennessee,  1897.  Married  Miss 
Annie  Lee  Claiborn,  leaves  a wife  and  five 
children.  Has  been  in  active  practice  in 
Dyer  County,  Tennessee,  since  graduation. 
For  a number  of  years  has  been  member 
in  good  standing  of  Dyer  County  Medical 
Society,  and  ex-President  of  Dyer  County 
Medical  Society. 

Dr.  E.  B.  Cayce,  52,  died  at  his  home  in 
Nashville  on  January  4.  Dr.  Cayce  gradu- 
ated from  the  University  of  Nashville  Medi- 
cal Department  in  1910. 


Eesolutions  on  the  Death  of  Dr.  E.  B. 

Cayce 

We,  the  Nashville  Academy  of  Medicine 
and  the  Davidson  County  Medical  Society, 
in  special  session  assembled,  desire,  sev- 
erally and  collectively,  to  proclaim  the  great 
scientific  loss  and  profound  grief  experi- 
enced by  us  in  the  decease  of  our  beloved 
confrere  and  friend.  Dr.  E.  B.  Cayce. 

Occasions  arise  in  the  course  of  human 
affairs  when  the  faltering  mind  and  stirred 
emotions  permit  at  best  only  an  inadequate 
expression  of  the  depth  of  feeling  engen- 
dered. 

He,  whom  we  mourn,  was  endowed  by  the 
lavish  hand  of  a beneficent  Nature  with 
those  virtues,  which  are  the  crowning  glory 
of  man.  Possessed  of  unimpeachable  char- 
acter, enthusiastic  consecration  to  the  high 
altar  of  science,  a rare  personality  of  great 
charm  enhanced  by  gracious  generosity,  a 
devotion  to  home  and  country,  marked  him 
as  one  set  apart  from  the  many.  He  lived 
simply  yet  richly.  He  thought  clearly  with- 
out prejudice.  Above  all  he  loved  actively 
without  condescension. 

To  us  the  sorrow  and  bereavement  must 
remain. 


“Yet  not  to  his  eternal  resting  place 

Has  he  retired  alone,  nor  could  he  wish 
Couch  more  magnificent.  He  has  lain  down 
With  patriarchs  of  the  infant  world — with  kings. 
The  powerful  of  earth — the  wise,  the  good. 

Fair  forms,  and  hoary  seers  of  ages  past. 

All,  in  one  mighty  sepulchre.” 

Robert  Sullivan,  Pres. 

J.  0.  Manier,  Vice-Pres. 

Sam  P.  Bailey,  Sec’y-Treas. 

January  5,  1929. 


Resolutions  of  Respect 

For  Dr.  George  Columbus  Morris,  whose 
death  occurred  October  22,  1928,  said  reso- 
lutions being  adopted  at  the  regular  meet- 
ing of  the  Five-County  Medical  Society  held 
in  Savannah,  Tenn.,  on  the  27th  day  of 
November,  1928. 

Whereas,  God  in  His  infinite  mercy  has 
removed  from  our  midst  our  beloved  broth- 
er physician.  Dr.  George  Columbus  Morris, 
of  Savannah,  Tenn.,  whom  we  shall  great- 
ly miss  from  our  Society,  and 

Whereas,  we  recognized  his  ability  and 
great  charity  to  all  who  called  upon  him 
for  professional  services  and  for  his  loving 
friendship  to  everyone,  and 

Whereas,  we  know  that  his  passing  will 
be  our  great  loss,  and  a glorious  gain  to 
that  noble  throng  of  physicians,  Christlike 
in  their  earthly  life,  who  have  gone  on  be- 
fore us. 

Therefore,  be  it  resolved  that  we  bow  to 
the  will  of  our  supreme  God  in  grieving 
for  our  departed  brother,  and  emulate  his 
great  virtues. 

And,  be  it  further  resolved  that  a copy 
of  these  resolutions  be  sent  to  the  family 
of  Dr.  Morris,  a copy  be  given  to  the  State 
Medical  Journal,  and  another  copy  be  given 
to  the  Savannah  Courier  for  publication, 
and  that  said  resolutions  be  spread  upon  the 
Minute  Book  of  the  Society. 

Respectfully  submitted  at  the  regular 
meeting  of  the  Society,  November  27,  1928. 

E.  B.  Walker,  Otis  Whitlow,  O.  H.  Wil- 
liams, Committee. 


Your  committee  appointed  to  draft  Reso- 
lutions of  Respect  to  the  memory  of  Dr.  W. 
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A.  McClain,  beg  leave  to  report  the  follow- 
ing: 

Whereas,  God  in  his  infinite  wisdom  and 
goodness  has  seen  fit  to  call  Dr.  McClain 
from  his  earthly  labors  and  duties  to  as- 
sume the  heavenly,  therefore, 

Be  it  resolved.  That  the  Monroe  Medical 
Society  has  lost  one  of  her  most  beloved  and 
useful  members,  the  county  has  lost  one  of 
her  best  citizens  and  doctors,  and  the 
church  one  of  her  most  loyal,  faithful  and 
consistent  members. 

Be  it  further  resolved.  That  he  will  be 
missed,  not  only  by  the  Medical  Society,  in 
his  home  and  among  his  relatives,  but  he 
will  be  greatly  missed  in  his  every  day  work 
by  the  medical  profession,  and  by  his  many 
faithful  friends  and  followers. 

Be  it  still  further  resolved.  That  a page 
be  given  in  our  record  book  for  a copy  of 
these  minutes,  that  they  be  published  in  our 
State  Journal,  and  that  a copy  be  furnished 
the  bereaved  family. 

J.  A.  Hardin, 

W.  H.  Arrants, 

T.  M.  Roberts. 

Committee. 
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REGULAR  MEETINGS  OF  COUNTY 
SOCIETIES 

Anderson  County — First  Monday  of  each 
month  at  2 p.m.  in  Clinton,  Tenn. 

Bedford  County— Third  Thursday  of 
each  month  at  2 p.m.,  Shelbyville,  in  Dr. 
Ray’s  office. 

Blount  County — Every  Thursday,  8 p.m.. 
First  National  Bank  Building,  Maryville. 

Bradley  County — First  and  third  Thurs- 
days of  each  month,  7 p.m.,  at  the  court- 
house, office  of  county  health  officer. 

Carroll-Weakley-Benton-Henry  Counties 
— Every  second  Tuesday  at  McKenzie. 

Carter  County — First  Thursday  of  each 
month,  7 :30  p.m.,  at  the  Lynnwood  Hotel, 
Elizabethton. 

Coffee  County— First  Thursday  of  each 
month. 


Cumberland-Overton-P  u t n a m-W  h i t e 
Counties — Third  Thursday  of  each  month. 

Davidson  County — Every  Tuesday,  8 
p.m..  Doctors’  Building,  Nashville. 

Dyer-Crockett-Lake  C o u n t i e s — First 
Thursday  of  each  month. 

Fayette-Hardeman — First  Thursday  in 
each  month. 

Franklin  County — Last  Friday  in  each 
month  at  Winchester. 

Greene  County — First  Monday  of  each 
month,  11  a.m.,  First  National  Bank  Build- 
ing, Greeneville. 

Hamilton  County^ — Each  Thursday,  8 
p.m..  Manufacturers’  Association,  815 
Broad  Street,  Chattanooga. 

Hardeman  County — First  Tuesday  in 
January,  April,  July  and  October,  Bolivar. 

H a r d i n-Lawrence-Lewis-Perry-Wayne 
Counties — Last  Tuesday  of  January  at 
Lawrenceburg. 

Hancock-Claiborne-Union  Counties — Sec- 
ond Monday  in  each  month. 

Haywood  County— Last  Tuesday  of  each 
month.  Brownsville,  7 p.m. 

Jackson  County — First  Friday  of  each 
month  at  the  courthouse,  Gainesboro. 

Knox  County — Every  Tuesday,  8 p.m.,  at 
Society  Hall  Medical  Building,  Knoxville. 

Lauderdale-T  i p t o n Counties — Second 
Thursday  of  each  month. 

Marshall  County— Every  fourth  Thurs- 
day; Lewisburg. 

McMinn  County — Every  second  Thurs- 
day, 2 p.m.,  in  Athens. 

Macon-Clay- Jackson  — First  Wednesday 
of  each  quarter. 

Madison  County — First  and  third  Tues- 
day, 8 p.m..  New  Southern  Hotel,  Jackson. 

Montgomery  County  — Every  third 
Thursday  night,  Clarksville. 

Roane  County — ^First  and  third  Tuesday, 
1 p.m.,  at  the  Red  Cross  Rooms,  Harriman. 

Robertson  County — Third  Tuesdays  of 
each  month. 

Sevier  County— First  Monday  of  each 
month,  7 :30  p.m..  Central  Hotel,  Sevierville. 
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Shelby  County— First  and  third  Tuesdays 
Medical  Arts  Building,  Memphis. 

Smith  County — First  Friday  of  each 
month. 

Warren  County — First  Wednesday  of 
each  month,  1 :30  p.m.,  First  Trust  Co.,  Mc- 
Minnville. 

Washington  County — Second  Thursday 
of  each  month,  at  noon.  Hotel  John  Sevier, 
Johnson  City. 

White  County — Second  Thursday  of  each 
month.  Dr.  S.  E.  Gaines’  office. 

Williamson  County — Second  Tuesday  of 
each  month. 

Wilson  County — First  Wednesday  of  each 
month,  10:30  a.m.,  at  Lebanon. 


1929  Officers 

We  have  been  notified  of  the  following 
elections  in  county  medical  societies.  All 
secretaries  are  requested  to  send  us  the 
names  of  the  officers  of  their  societies. 

Obion  County — 'Dr.  C.  B.  A.  Turner,  Union 
City,  President;  Dr.  J.  C.  Walker,  Obion,  Vice- 
President;  Dr.  Frank  B.  Kimzey,  Union  City,  Sec- 
ret ary-  Treasurer. 

Dyer-Lake-Crockett  Counties — Dr.  C.  A.  Tur- 
ner, Dyersburg,  President;  Dr.  E.  T.  Kelty,  Tip- 
tonsville,  First  Vice-President;  Dr.  E.  S.  Hopper, 
Alamo,  Second  Vice-President;  Dr.  E.  H.  Baird, 
Dyersburg,  Secretar'y-Treasurer. 

Anderson  County — Dr.  H.  F.  Stiltner,  Wind- 
rock,  President;  Dr.  J.  Sam  Taylor,  Clinton,  Vice- 
President;  Dr.  J.  S.  Hall,  Clinton,  Secretary- 
Treasurer. 

Polk  County — Dr.  C.  W.  Strauss,  Copperhill, 
President;  Dr.  A.  W.  Lewis,  Copperhill,  Vice- 
President;  Dr.  F.  0.  Geisler,  Isabella,  Secretary- 
Treasurer. 

Wilson  County — Dr.  R.  L.  Witherington,  Leb- 
anon, President;  Dr.  L.  D.  Allen,  Smithville,  Vice- 
President;  Dr.  J.  R.  Bone,  Lebanon,  Secretary. 

Maury  County — Dr.  Watt  Yeiser,  Columbia, 
President;  Dr.  E.  M.  Ragsdale,  Columbia,  First 
Vice-President;  Dr.  C.  A.  Forgey,  Columbia,  Sec- 
ond Vice-President;  Dr.  W.  K.  Sheddan,  Columbia, 
Secretary-Treasurer. 

White  County — Dr.  J.  E.  Mathis,  Eastland, 
President;  Dr.  S.  E.  Gaines,  Sparta,  Secretary. 

Knox  County — Dr.  Ray  DePue,  Knoxville, 
President;  Dr.  J.  Q.  A.  West,  Knoxville,  Vice- 
President;  Dr.  Jesse  C.  Hill,  Knoxville,  Secretary- 
Treasurer. 


Smith  County — Dr.  R.  E.  Key,  Carthage,  Presi- 
dent; Dr.  W.  B.  Dalton,  Gordonsville,  Vice-Presi- 
dent; Dr.  J.  B.  High,  Elmwood,  Secretary-Treas- 
urer. 

Hardin-Lawrence-Lewis-Perry-Wayne  Coun- 
ties— Dr.  T.  J.  Stockard,  Lawrenceburg,  Presi- 
dent; Dr.  J.  W.  Danley,  Lawrenceburg,  Secretary- 
Treasurer. 

Carrol-Weakley-Henry-Benton  Counties — Dr. 
W.  W.  McBride,  Gleason,  President;  Dr.  George 
McSwain,  Paris,  First-Vice-President;  Dr.  R.  M. 
Little,  Martin,  Secretary-Treasurer. 

Shelby  County — Dr.  O.  S.  McCown,  Memphis, 
President;  Dr.  P.  H.  Wood,  Memphis,  Vice-Presi- 
dent; Dr.  T.  N.  Coppedge,  Memphis,  Treasurer; 
Dr.  A.  F.  Cooper,  Memphis,  Secretary. 

Carter  County — Dr.  J.  L.  Cottrell,  Elizabethton, 
President;  Dr.  E.  L.  Caudill,  Elizabethton,  Vice- 
President;  Dr.  E.  T.  Pearson,  Elizabethton,  Secre- 
tary-Treasurer. 

Washington  County — Dr.  C.  W.  Friberg,  John- 
son City,  President;  Dr.  J.  T.  McFadden,  Johnson 
City,  Vice-President;  Dr.  Edward  T.  Brading, 
Johnson  City,  Secretary-Treasurer. 

Montgomery  County — Dr.  C.  N.  Keatts,  Indian 
Mound,  President;  Dr.  E.  B.  Ross,  Clarksville, 
Vice-President;  Dr.  Bryce  F.  Runyon,  Clarksville, 
Secretary. 

Roane  County — Dr.  R.  F.  Regester,  Rockwood, 
President;  Dr.  John  Roberts,  Kingston,  Vice-Presi- 
dent; Dr.  T.  H.  Phillips,  Rockwood,  Secretary- 
Treasurer. 

Bedford  County — Dr.  John  W.  Sutton,  Peters- 
burg, President;  Dr.  T.  H.  Woods,  Bell  Buckle, 
Vice-President;  Dr.  W.  H.  Avery,  Shelbyville, 
S'  ecretary- Treasurer. 

Blount  County — Dr.  K.  A.  Bryant,  Maryville, 
President;  Dr.  G.  W.  Burchfield,  Maryville,  Vice- 
President;  Dr.  J.  A.  McCulloch,  Maryville,  Secre- 
tary- Treasurer. 


Smith  County — The  Smith  County  Medi- 
cal Society  met  on  December  7th.  Dr. 
Thayer  Wilson,  of  Gordonsville,  read  a 
paper  on  “Prostatic  Diseases.”  This  is  one 
of  the  oldest  medical  societies  in  the  state, 
having  been  active  for  about  forty  years. 
Practically  all  the  doctors  of  the  county  are 
members  and  usually  in  attendance  at  the 
regular  monthly  meeting  the  first  Friday 
of  each  month. 


Montgomery  County — The  society  had  an 
interesting  program  at  its  dinner  Thurs- 
day night,  December  20th,  at  the  Woman’s 
Club.  Dr.  I.  E.  Hunt  read  a paper  on  “Elec- 
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tro  Coagulation  of  Tonsils,”  and  Dr.  M.  L. 
Shelby  discussed  blood  testing. 


Robertson  County. — The  December  meet- 
ing of  the  Robertson  County  Medical  So- 
ciety was  held  in  Springfield  last  Tuesday 
with  the  following  members  present:  Drs. 
Connell,  Bradley,  Dye,  Freeman,  Porter, 
Rude,  J.  S.  Hawkins,  Moore,  Fentress, 
Mathews,  Jones  and  Fyke.  Dr.  M.  B.  Gar- 
ner, of  Edenwold,  was  a visitor.  Dr.  and 
Mrs.  C.  F.  DeLap  were  hostesses  to  the  so- 
ciety and  entertained  the  members  at  their 
home  at  noon  with  an  elaborate  quail  din- 
ner. 

In  the  afternoon  the  scientific  program 
was  held.  There  were  reports  of  several 
very  interesting  clinical  cases  after  which 
the  retiring  President,  Dr.  J.  R.  Connell, 
read  his  presidential  address.  He  chose 
for  his  subject,  “Arteriosclerosis,”  and 
handled  it  in  a most  capable  manner  touch- 
ing upon  the  most  important  phases  of  this 
insidious  disease. 


Washington  County — The  society  met  on 
December  14th.  Following  the  election  of 
officers  the  meeting  was  turned  into  a gen- 
eral discussion  with  reference  to  the  num- 
ber of  influenza  cases  in  Johnson  City  and 
surrounding  vicinity. 

The  discussion  was  led  by  brief  talks  by 
Dr.  J.  T.  McFadden,  city  physician,  and  Dr. 
S.  S.  Moody,  county  health  unit  director, 
and  others  who  have  been  active  in  fighting 
the  disease  in  the  school  and  other  public 
gatherings. 


Overton  County — The  Overton  County 
Medical  Society  met  in  regular  session  at 
Byrdstown,  December  14.  The  meeting 
was  somewhat  limited  in  duration  on  the  ac- 
count of  some  of  the  physicians  on  the  pro- 
gram not  being  present,  however,  a very 
instructive  paper  by  Dr.  Garrett  on  “Bron- 
chial Pneumonia”  was  enjoyed  by  all  pres- 
ent. 

The  next  meeting  will  be  held  in  Living- 
ston on  January  18th. 


Obion  County — The  Obion  County  Medi- 
cal Society  met  in  regular  session  on  De- 


cember 12.  The  following  program  was 
given:  Dr.  H.  K.  Turley,  of  Memphis,  read 
a paper  on  “Epididymitis  and  Treatment” ; 
Dr.  Shields  Abernathy,  of  Memphis,  read 
a paper  on  “Importance  and  Interpretation 
of  Pelvic  Examinations.” 


Davidson  County — During  the  month  of 
December  the  following  papers  were  read 
before  the  Nashville  Academy  of  Medicine 
and  the  Davidson  County  Medical  Society: 
“Pelvic  Inflammatory  Diseases  in  the  Fe- 
male,” by  Dr.  Dewey  Foster.  Discussion 
opened  by  Dr.  John  C.  Burch.  “Anomalies 
of  the  Female  Urethra,”  by  Dr.  Jefferson  C. 
Pennington.  Discussion  opened  by  Dr. 
Horace  Gayden.  “Nervous  Indigestion,”  by 
Dr.  W.  H.  Witt,  discussion  opened  by  Dr. 
Sam  P.  Bailey. 


Carter  County — The  regular  meeting  of 
the  Carter  County  Medical  Society  was  held 
on  December  6,  at  7 :30  P.M.,  with  the  fol- 
lowing attending:  S.  E.  Reynolds,  C.  B. 
Baughman,  J.  B.  Shoun,  J.  0.  Woods,  Mur- 
rell Pinson,  E.  L.  Caudill,  J.  L.  Cottrell,  P. 
S.  Williams,  W.  L.  Longmire,  E.  T.  Pearson, 
John  Shell  and  W.  G.  Frost. 

Dr.  C.  B.  Baughman  read  an  interesting 
paper  on  “Otitis  Media  and  Its  Complica- 
tions,” and  Dr.  J.  0.  Woods  read  a paper  on 
“Appendicitis.”  These  papers  were  fol- 
lowed by  a general  discussion  of  the  sub- 
jects by  those  attending. 

This  concludes  the  first  year  of  the  Car- 
ter County  Medical  Society,  the  physicians 
of  the  county  formerly  belonging  to  the  old 
Johnson-Sullivan-Carter  Counties  Society. 
It  has  been  a very  successful  year  to  be  a 
young  society. 


Knox  County~On  December  11th,  Dr. 
Waterhouse  read  a paper  on  “The  Manage- 
ment of  Poor  Risk  Surgical  Cases.”  Dis- 
cussion opened  by  Dr.  Fred  Garvey. 

On  December  18th,  Dr.  Robert  F.  Patter- 
son read  a paper  on  “Treatment  of  Frac- 
tures of  the  Middle  and  Upper  Thirds  of 
the  Femur  and  Mechanics  Involved.”  Dis- 
cussion opened  by  Dr.  S.  R.  Miller. 
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Dyer,  Lake  and  Crockett  Counties  Society  The  State  Department  of  Health  held  a 
■ — The  following  program  was  read  before  conference  of  State  and  County  Health  Of- 
the  society  on  December  6th:  “Goitre,”  by  fleers  in  Nashville  December  10-llth.  Rep- 
Dr.  E.  M.  Holder,  Memphis ; “Facial  De-  resentatives  of  all  county  health  units  were 
formities,  with  Illustrations,”  by  Dr.  J.  P.  present.  Assistant  Surgeon  General  W.  F. 
Baird,  Dyersburg,  and  “Recurring  Head  Draper  and  Dr.  W.  D.  Riley,  both  of  the 
Colds,”  by  Dr.  P.  A.  Conyers,  Dyersburg,  U.  S.  P.  H.  service  were  on  the  program, 
after  which  a banquet  was  given  at  the  Dr.  K.  S.  Howlett,  President  of  the  State 
Baird-Brewer  General  Hospital.  Association,  also  addressed  the  conference. 


Roane  County — The  Roane  County  Medi- 
cal Society  met  in  the  M.  E.  Curch  at  Rock- 
wood  on  December  11th  at  7 P.M.  There 
were  several  doctors  from  Knoxville  pres- 
ent, besides  a number  of  county  physicians. 

Following  a banquet  and  interesting  pro- 
gram, the  society  elected  officers  for  1929. 


Bedford  County — The  Bedford  County 
Medical  Society  held  its  December  meeting 
in  Shelbyville  at  the  office  of  Dr.  T.  R.  Ray. 

Dr.  J.  K.  Freeman  read  a paper  on  “Re- 
sponsibilities and  Duties  of  the  Doctor,” 
after  which  officers  were  elected  for  the 
year  1929. 


NEWS  NOTES  AND  COMMENT 


Tri-State  Medical 

The  Tri-State  Medical  Association  meets 
in  Memphis  on  February  6,  7,  8,  1929,  head- 
quarters at  the  Hotel  Peabody. 

A glance  at  the  tentative  program  pub- 
lished in  the  advertising  space  of  this  issue 
indicates  that  the  program  will  be  a most 
excellent  one. 

We  understand  this  society  is  one  that 
works.  It  does  not  have  golf  tournaments 
in  competition  with  the  scientifle  programs. 
The  programs  will  be  of  interest  to  special- 
ists as  well  as  general  practitioners.  For 
further  information  communicate  with  Dr. 
A.  F.  Cooper,  Secretary-Treasurer,  Bank  of 
Commerce  Building,  Memphis,  Tenn. 


Dr.  R.  G.  Fish  has  moved  to  Paris  and 
will  occupy  the  office  formerly  used  by  Dr. 
C.  H.  Johnson.  Dr.  Fish  has  been  prac- 
ticing at  Big  Sandy  for  the  last  four  years. 


Dr.  L.  A.  Templeton,  who  has  been  prac- 
ticing in  Huntland  for  the  past  twenty-flve 
years,  has  moved  to  Winchester  and  opened 
an  office. 


The  annual  dinner  of  the  regular  and  vis- 
iting staffs  of  the  Memphis  Ear,  Eye,  Nose 
and  Throat  Hospital  was  held  at  the  Pea- 
body Hotel  on  December  15th.  Drs.  Harry 
Pollock  and  Harry  Gradle,  of  Chicago,  were 
the  speakers.  About  forty  guests  were  pres- 
ent. 


We  learn  with  regret  that  Dr.  C.  B.  A. 
Turner,  of  Union  City,  suffered  a stroke  of 
Paralysis  on  December  18th.  Late  reports 
are  to  the  effect  that  he  is  improving. 


Dr.  Lucius  E.  Burch  was  elected  Presi- 
dent of  the  Southern  Surgical  Association 
for  the  year  1929. 


The  association  of  surgeons  for  the  Gulf. 
Mobile  and  Northern  Railroad  will  hold  its 
1929  meeting  in  Jackson,  Tennessee. 


Dr.  J.  B.  Swafford,  Assistant  Physician 
at  the  Eastern  State  Hospital  has  accepted 
the  Superintendency  of  the  Hamilton 
County  Hospital  at  Chattanooga. 
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ANESTHESIA 

By  Hugh  Barr.  M.D. 
Medical  Arcs  Bldg.,  Nashville 


Nurse  Anesthesia.  C.  William  Hoeflich,  M.D., 
Anesthetist,  Houston,  Texas.  President,  South- 
ern Association  of  Anesthetists.  Current  Re- 
searches in  Anesthesia  and  Analgesia,  Novem- 
ber-December,  1928. 

Until  we  can  offer  the  surgeon  medical  anes- 
thetists properly  trained,  the  situation  is  likely  to 
remain  as  it  is  now  among  those  surgeons  who 
use  nurse  anesthetists.  We  cannot  deny  the  lim- 
ited capability  of  some  of  the  nurses  who  have 
been  trained  in  giving  anesthetics,  gas  and  ether 
especially,  and  their  big  help  and  convenience  to 
surgeons,  but  this  is  as.  far  as  the  nurse  can  go. 

Who  is  mostly  affected  by  nurse  anesthetists? 

1.  The  surgeon,  who  is  never  inconvenienced. 
He  hires  the  nurse  for  a salary;  she  assists  in  office 
work,  and  he  usually  pays  her  salary  out  of  an- 
esthetic fees  he  collects,  often  many  times  her 
salary. 

2.  The  nurse.  Shorter  hours;  cleaner  work; 
salary  sure;  no  responsibility,  legal  or  surgical. 

3.  The  patient.  Surgeon  must  take  responsi- 
bility. 

4.  The  anesthetist.  Nurse  anesthesia  discour- 
ages young  doctors  from  taking  up  this  branch  of 
medical  practice,  as  it  is  rather  difficult  to  get  a 
foothold  among  surgeons,  even  if  they  are  better 
equipped  to  give  anesthetics  and  to  take  the  risk 
of  the  patient’s  life. 

He  suggests  as  a remedy  of  the  situation:  prop- 
aganda; standardization  of  hospitals  by  American 
College  of  Surgeons  to  require  medical  anesthe- 
tists; to  encourage  more  states  to  legislate  against 
nurse  anesthesia,  which  has  already  been  accom- 
plished in  some  states;  by  showing  surgeons  the 
advantage  of  evaluating  surgical  risks;  by  reliev- 
ing surgeon  of  responsibility  of  watching  patients 
closely  and  anticipating  trouble.  Doctors  should 
stop  teaching  nurses  anesthesia,  for  anesthesia  is 
the  practice  of  medicine  and  in  law  involves  vio- 
lation of  the  medical  practice  act. 

His  plea  is  to  encourage  more  doctors  to  take 
up  this  branch,  so  that  surgeons  could  have  them 
when  needed.  This  policy  holds  good  in  every 
line  of  work  in  which  nurses  are  attempting  to 
secure  a foothold  in  the  practice  of  medicine. 


CLINICAL  PATHOLOGY 

By  R.  H.  Monger.  M.D. 

Medical  Building,  Knoxville 


Practical  Value  of  Liver  Function  Tests — Geo.  M. 

Piersal,  M.D.  & M.  M.  Rothman,  M.D.  Phila- 
delphia. J.A.M.A.,  Dec.  8,  1928. 

Over  a period  of  four  years  the  authors  studied 
300  patients  regarding  the  practical  value  of  liver 
function  tests.  A large  number  of  tests  were  dis- 
carded, the  ones  they  regarded  as  most  valuable 
being  the  serum  bilirubin  estimation  (icterus  in- 
dex or  quantitative  van  den  Bergh),  the  bromsul- 
phalein  dye  test,  the  urobilinogenurie  determina- 
tion, and  the  combined  blood  and  urine  studies 
for  the  retention  and  the  excretion  of  sugar  and 
uric  acid.  The  types  of  cases  studied  were  as 
follows:  Cirrhosis  of  the  liver,  further  divided  into 
portal  cirrhosis,  chronic  hypertrophic  obstructive 
biliary  cirrhosis,  and  Banti’s  disease.  There  were 
seventeen  cases  of  portal  cirrhosis,  eleven  of  these 
with  ascites  showed  liver  enlarged  in  40  per  cent; 
spleen  enlarged  20  per  cent;  jaundice  at  some- 
time during  the  disease,  40  per  cent;  abnormal 
delay  in  bromsulphalein,  87.5  per  cent;  serum 
bilirubin,  66.6  per  cent;  remarkable  increases  in 
urobilinogen,  87.5  per  cent.  The  remaining  cases 
of  this  series  without  ascites  showed  nothing  very 
characteristic.  Banti’s  disease — there  were  four 
cases,  three  showed  slight  increase  in  dye  reten- 
tion; a definite  moderate  increase  in  urobilinogen; 
serum  bilirubin  slightly  increased.  Obstructive 
jaundice  group  there  were  fourteen  cases  and 
the  dye  retentions  showed  a definite  parallelism 
with  the  jaundice.  The  same  was  true  in  those 
ten  patients  studied  with  catarrhal  jaundice.  An- 
other group  of  cases  were  studied  in  which  jaun- 
dice developed  often  the  injection  of  arsenic. 
Dye  retentions  in  these  were  variable  but  it  re- 
mained disproportionately  high  after  the  serum 
bilirubin  was  normal.  Fifteen  cases  of  carcinoma 
of  stomach  were  studied.  In  these  there  was  no 
positive  clinical  evidence  of  metastosis  to  the  liver 
and  four  showed  liver  dysfunction.  Eleven  cases 
of  carcinoma  of  liver  were  studied  and  all  these 
showed  dye  retention  but  did  not  occur  until 
after  marked  biliary  obstruction  had  taken  place. 
Twenty-seven  cases  of  gastric  and  duodenal  ulcers 
were  studied  and  except  for  a slight  increase  in 
serum  bilirubin  in  31.5  per  cent  of  cases  no  liver 
dysfunction  was  noted.  The  series  of  gall  stones 
studied  showed  by  retention  only  in  those  cases 
with  obstruction  and  jaundice,  resulting  in  de- 
struction of  liver  parenchyma. 

In  conclusion  urobilinogen  is  probably  the 
most  delicate  single  test  for  liver  dysfunction. 
The  presence  of  latent  icterus  as  revealed  by 
serum  bilirubin  estimations  is  of  distinct  impor- 
tance because  even  slight  degrees  of  bile  reten- 
tion may  be  determined.  The  retention  of  brom- 
sulphalein is  very  valuable  confirmatory  evidence 
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of  liver  dysfunction.  The  metabolic  tests  for 
liver  dysfunction  namely,  galactose  tolerance  and 
uric  acid,  are  of  little  value  in  the  study  of  hepatic 
disorders  and  are  too  time  consuming  to  be  of 
clinical  value. 


A Clinical  Comparison  of  the  Kolmer  Modification 
of  the  Wasserman  Test  and  the  Kahn  Precipi- 
tation Test  in  Syphilitic  and  Nonsyphilitic 
Cases — Mary  C.  McIntyre  and  Roht.  L.  Gilman 
— Am.  Jour.  Med.  Sciences.  December,  1928. 
The  authors  made  1,702  tests  on  631  cases,  of 
the  631  cases,  64  were  investigations  for  the  pres- 
ence of  syphilis  which  proved  to  be  negative.  Of 
the  remainder,  351  patients  had  s3T)hilis  in  some 
form  and  216  had  proved  dermatoses  without  any 
evidence  of  syphilis.  The  patients  were  divided 
as  follows:  Primary  syphilis,  50  cases;  secondary 
syphilis,  53  cases;  late  cutaneous  syphilis,  11 
cases;  bone  syphilis,  5 cases;  cardiovascular 
syphilis,  25  cases;  syphilis  of  the  central  nervous 
system,  83  cases;  latent  syphilis,  102  cases,  and 
prenatal  syphilis,  22  cases.  Of  these  351  cases, 
1,241  tests  were  performed  by  both  the  Kolmer 
and  Kahn  procedures.  The  results  from  these 
tests  showed  in  the  total  of  the  631  cases  on 
which  1,702  tests  were  piade  75.8  per  cent  abso- 
lute agreement  in  proved  nonsyphilitic  cases;  50.9 
per  cent  absolute  agreement  in  proved  syphilitic 
cases.  The  relative  agreement  was  found  to  be 
22.8  per  cent  in  proved  nonsyphilitic  patients  and 
23.2  per  cent  in  proved  syphilitic  patients.  The 
absolute  and  relative  agreement  is  98.6  per  cent 
in  proved  nonsyphilitic  patients  and  74.1  per  cent 
in  proved  syphilitic,  patients.  They  found  that 
the  Wasserman  and  Kahn  tests  eliminated  syphilis 
in  miscellaneous  dermatoses  equally  well  and  that 
the  disagreement  was  evidenced  in  proved  cases 
of  syphilis.  The  least  disagreement  in  proved 
syphilitic  patients  was  in  primary  syphilis  17  per 
cent,  and  secondary  syphilis,  16.3  per  cent.  The 
greatest  disagreement  was  found  in  central  nerv- 
ous system  syphilis  37.3  per  cent  and  late  cun- 
taneous  syphilis  22.8  per  cent.  In  cases  of  car- 
diovascular syphilis  the  Kahn  test  was  more  sen- 
sitive than  the  Wasserman.  Eczema,  scabies  and 
urticaria  in  nonsyphilitic  patients  showed  dis- 
agreement between  Kolmer  and  Kahn  tests  rang- 
ing from  10.7  per  cent  to  20  per  cent.  The  au- 
thors believe  further  investigations  are  needed 
and  insist  that  the  syphilologist  should  have  a re- 
port on  both. 


DERMATOLOGY 

By  E.  E.  Brown,  M.D. 

Doctors  Building,  Nashville 

Food  Allergy — Its  Manifestations,  Diagnosis  and 
Treatment,  by  Albert  H.  Rowe,  M.D.,  Oakland, 
Calif. 

He  discusses  the  diiferent  .manifestations  and 
reports  cases  to  show  that  food  allergy  may  cause 


a number  of  conditions,  the  cause  of  which  were 
hitherto  considered  of  unknown  origin.  That  it 
may  cause  abdominal  pain,  gastro-intestinal  symp- 
toms, urticaria,  eczema,  angio-neurotic  edema, 
epilepsy,  perennial  hay  fever,  nasal  congestion, 
bladder  distress,  unexplained  fever  and  hypoten- 
sion. He  has  found  that  most  often  some  simple 
every  day  article  of  food  as  wheat,  milk  and  eggs 
are  the  offenders.  He  does  not  rely  wholly  on 
intra-cutaneous  or  skin  tests  but  follows  these 
with  elimination  diet  tests. 


GASTRO-ENTEROLOGY  AND 
PROCTOLOGY 

By  Edward  Guy  Campbell,  M.D. 

1109  First  Natl.  Bank  Bldg.,  Memphis 

Role  of  Vitamins  in  the  Etiology  and  Cure  of 

Gastric  and  Duodenal  Ulcers.  Seale  Harris.  J. 

A.  M.  A.,  November  10,  1928. 

The  work  of  Rosenow  and  other  observers 
seems  to  make  it  certain  that  infection  is  the  ex- 
citing cause,  although  the  problems  of  lowered 
resistance,  or  the  conditions  that  predispose  the 
formation  of  gastric  or  duodenal  ulcer  are  yet  to 
be  solved. 

Ten  years  ago  McCollum,  Simons  and  Parsons 
expressed  the  opinion  that  the  role  of  food  in  the 
etiology  of  many  diseases  “involves  increased  sus- 
ceptibility to  infection,  due  to  lowered  resistance 
caused  by  faulty  diet.”  More  recently  McCarri- 
son  in  a series  of  experiments  has  come  to  the 
conclusion  that  vitamins  B.  and  C.  serve  to  pro- 
tect the  gastro-intestinal  tract  from  infections. 

If  McCarrison’s  conclusions  are  correct,  many 
sugar-saturated,  vitamin-starved  Americans,  who 
live  largely  on  white  bread,  white  potatoes,  white 
rice,  lean  meats,  sugar  saturated  coffee,  sugar 
laden  desserts,  with  candy  and  soft  drinks  be- 
tween meals,  would  seem  to  be  susceptible  to 
ulcer,  and  other  abdominal  infections. 

In  prescribing  a diet  for  a patient  with  ulcer, 
the  general  nutrition  of  the  patient  should  be  con- 
sidered, and  his  diet  should  be  rich  in  vitamin  A, 
as  well  as  vitamins  B and  C. 

In  taking  up  the  diet  for  ulcer,  the  author  gives 
in  detail  his  plan  of  feeding,  beginning  with  the 
first  week,  and  on  through  the  sixth  week,  and 
thereafter  a general  plan  of  feeding. 

In  addition  to  the  dietary  management  of  ulcer, 
his  personal  hygiene  should  be  looked  into.  Cof- 
fee, tea,  alcoholic  beverages,  tobacco  and  foods 
with  tough  skins  should  be  forbidden.  Medicine 
as  indicated  should  be  employed.  All  foci  of  in- 
fection should  be  removed. 


Jejunal  and  Gastrojejunal  Ulcer  and  Their  Asso- 
ciated Roentgenologic  Signs.  John  D.  Camp. 
J.  A.  M.  A.  November  10,  1928. 

Camp’s  summary  is  as  follows: 

The  importance  and  apparent  frequency  of  the 
niche,  or  crater,  deformity  in  the  jejunum  or 
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stoma,  as  a positive  sign  of  jejunal  or  gastro- 
jejunal  ulceration,  has  not  been  emphasized  in 
the  past  except  by  a few  observers.  Others  have 
doubted  its  frequent  existence  in  these  lesions. 
In  this  series  ,a  niche  was  definitely  demonstrated 
by  the  examiner  in  eight  of  ten  consecutive  cases, 
diagnosed  as  positive  by  the  roentgenologist.  In 
seven  instances  the  niche  was  located  in  the  jeju- 
num, and  in  one  it  was  found  in  the  stoma.  Five 
patients  were  operated  on,  and  an  ulcer  corre- 
sponding to  the  niche  shadow  in  the  jejunum  was 
found  in  each.  The  results  of  these  observations 
suggest  that  niche  deformity  is  frequently  pres- 
ent. As  it  represents  irrefragible  evidence  of 
disease,  its  presence  should  be  sought  for  in  all 
cases. 


INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

Medical  Building,  Knoxville 


Statistical  Studies  Bearing  on  Problems  in  the 

Classification  of  Heart  Disease.  May  G.  Wil- 
son, M.  D.,  Claire  Lingg  and  Geneva  Croxford. 

New  York  City.  American  Heart  Journal,  De- 
cember, 1928. 

The  summary  at  the  conclusion  of  a lengthy 
and  well  prepared  article  says  in  regard  to  heart 
disease  in  children: 

1.  Of  500  children  ranging  in  age  from  two  to 
twenty-two  years,  observed  in  a heart  clinic,  four- 
fifths  presented  a rheumatic  history. 

2.  Congenital  heart  defects  occurred  in  50,  or 
11.2  per  cent.  In  18  of  these  there  was  subse- 
quent rheumatic  infection. 

3.  Children  with  “possible  heart  disease”  (sys- 
tolic murmur  heard  between  the  second  and  fourth 
left  interspaces)  retained  the  same  physical  signs 
without  progress  over  a period  of  years. 

4.  The  average  age  at  onset  of  rheumatic  in- 
fection was  7.3  years.  In  one-half  the  children 
the  onset  occurred  between  the  ages  of  six  and 
nine  years. 

5.  Rheumatic  infection  concerns  itself  pri- 
marily with  children  of  the  grade-school  age; 
about  the  age  of  twelve  the  tendency  to  infection 
begins  to  diminish. 

6.  Three-fourths  of  413  children  with  a rheu- 
matic history  developed  definite  heart  disease  and 
one-fourth  were  “potential  heart  disease”  cases. 

7.  The  heart  is  probably  always  involved  to 
some  extent  at  the  time  of  the  first  infection 
(some  evidence  of  involvement  was  noted  in  91 
per  cent  at  the  time  of  last  observation),  although 
marked  involvement  was  noted  in  only  63  per  cent 
within  one  year  of  onset. 

8.  The  associated  manifestations  of  rheumatic 
infection  were  not  indicative  of  the  degree  of 
heart  involvement.  Growing  and  joint  pains  bear 
the  same  relation  to  heart  involvement  as  poly- 
arthritis or  chorea. 


9.  The  degree  of  heai't  involvement  seemed 
closely  related  to  the  number  of  attacks  of  cardi- 
tis. 

10.  Twelve  per  cent  of  the  children  died. 
Eighty-eight  per  cent  of  the  deaths  were  due  to 
rheumatic  heart  disease.  The  most  common  age 
at  death  was  between  eleven  and  fourteen  years. 

11.  The  earlier  the  age  of  onset  of  infection 
the  greater  is  the  number  of  recurrences.  The 
later  the  age  at  onset  the  greater  is  the  number 
of  recurrences  within  one  year. 


Another  article  in  the  same  Journal  deals  with 
tonsillectomy  in  its  relation  to  the  prevention  to 
heart  disease  and  the  summary  at  the  conclusion 
of  that  article  says: 

1.  Of  413  rheumatic  children  observed  over  a 
period  of  from  one  to  ten  years,  247  were  sub- 
jected to  tonsillectomy. 

2.  Manifestations  of  infection  recurred  in  47.7 
per  cent  and  appeared  for  the  first  time  in  34.7 
per  cent  of  the  treated  children. 

3.  In  only  17.5  per  cent  was  there  no  mani- 
festation of  rheumatism  after  the  operation. 

4.  In  rheumatic  children  less  than  nine  or  ten 
years  of  age,  recurrences  were  frequent,  whether 
or  not  tonsillectomy  had  been  performed.  In 
older  children  recurrent  attacks  became  less  fre- 
quent regardless  of  enucleation  of  tonsils. 

5.  The  age  at  which  tonsillectomy  was  per- 
formed and  not  the  fact  of  tonsillectomy  appeared 
to  be  the  significant  factor  in  the  incidence  of 
nonrecurrence  of  infection  after  operation. 

CONCLUSION 

The  routine  removal  of  tonsils  for  the  preven- 
tion of  rheumatic  heart  disease  in  children  is  not 
based  on  conclusive  data. 


NEUROLOGY  AND  PSYCHIATRY 

By  H.  J.  Hayes,  M.D, 

899  Madison  Ave..  Memphis 

Intracranial  Tumors.  A Review  of  One  Hundred 

Verified  Cases.  Charles  E.  Dowman,  M.D.,  and 

William  A.  Smith,  M.D.,  Atlanta,  Ga. 

Dowman  and  Smith  conclude  as  follows: 

1.  Headache  occurred  in  81  per  cent.  In  the 
cases  of  cerebellar  tumor  in  which  headache  was 
once  co.mplained  of,  it  never  cased  until  after 
operation.  The  type  of  headache  noted  in  the 
series  varied  from  a dull  steady  ache  to  severe 
intermittent  pains  of  neuralgic  character.  The 
location  of  the  headache  bore  no  relation  to  the 
site  of  the  tumor.  This  symptom  was  the  first 
noted  in  37  per  cent  of  all  cases. 

2.  Vomiting  was  present  in  54  per  cent.  In 
only  11  per  cent  was  it  projectile.  It  was  the 
initial  symptom  in  2 per  cent. 
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3.  Visual  disturbances  were  complained  of  in 
53  per  cent.  The  ocular  fundi  were  normal  in 
14  per  cent.  Papilledema  was  present  in  60  per 
cent.  Optic  atrophy  without  choking  was  noted 
in  14  per  cent.  Studies  of  the  visual  field  were 
of  definite  localizing  value  in  16  per  cent.  Com- 
plex visual  hallucinations  were  present  in  only 
one  case  of  tumor  of  the  temporal  lobe.  Diplopia 
due  to  paralysis  of  the  sixth  cranial  nerve  was  of 
localizing  value  in  only  one  case  (tumor  of  the 
pons) . 

4.  Convulsive  seizures  were  present  in  39  per 
cent.  In  54  per  cent  of  these  the  convulsions 
presented  features  of  localizing  value.  Tonic 
seizures  were  present  in  two  cases  (subtentorial 
tumors) . 

5.  Mental  disturbances  were  present  in  31  per 
cent;  the  earlier  the  development  of  these  symp- 
toms the  more  anterior  was  the  tumor  located. 

6.  Vertigo  was  complained  of  in  29  per  cent 
and  was  of  no  localizing  value. 

7.  Anosmia  was  present  in  10  per  cent.  This 
observation  was  most  important  in  the  diagnosis 
of  tumors  overlying  the  cribriform  plate. 

8.  Increase  in  blood  pressure  or  slowing  of  the 
pulse  rate  was  noted  only  in  the  terminal  stages 
of  medullary  compression. 

9.  Roentgen-ray  studies  of  the  skull  revealed 
abnormalities  of  localizing  value  in  21  per  cent 
of  the  cases.  Ventriculograms  were  of  essential 
value  for  localization  in  14  per  cent. 

10.  Studies  of  the  spinal  fluid  were  of  no  sig- 
nificance as  far  as  diagnosis  was  concerned. 
There  were  four  cases  in  which  the  Wasserman 
reaction  of  the  spinal  fluid  was  positive;  in  none 
of  these  was  a gumma  of  the  brain  present. 

11.  The  average  duration  of  symptoms  before 
diagnosis  was  27.5  months. 

12.  The  first  symptom  indicated  increased  in- 
tracranial pressure  in  57  per  cent  and  a focal 
lesion  in  43  per  cent.  When  the  'first  symptom 
was  of  localizing  value  the  tumors  were  located 
chiefly  in  the  rolandic  region  and  in  the  cerebell- 
opontile  angle. 

13.  Thirteen  of  the  18  cerebellar  tumors  oc- 
curred in  patients  under  20  years  of  age.  Eight 
of  the  10  tumors  of  the  frontal  lobe  occurred  after 
the  patients  were  30  years  of  age. 

14.  There  were  63  gliomas,  11  endotheliomas, 
10  chiasmal  tumors,  six  acoustic  neurinomas,  and 
10  other  rarer  tumors. 

15.  A localizing  diagnosis  on  neurologic  exami- 
nation was  made  in  75  per  cent,  and  with  the  aid 
of  ventriculograms  in  89  per  cent. 

16.  Duration  of  life  in  cases  of  tumor  of  the 
brain  cannot  be  stated  in  general  terms  but  de- 
pends on  the  location  and  type  of  the  tumor.  Of 
the  100  patients  24  are  now  living. 


OPHTHALMOLOGY 

By  Eldred  B.  Cayce,  M.D. 
Medical  Arts  Building,  Nashville 


Conserving  the  Sight  of  School  Children — A Pro- 
gram for  Public  Schools. 

Report  of  the  Joint  Committee  on  Health  Prob- 
lems in  Education  of  the  National  Education  As- 
sociation and  the  American  Medical  Association 
with  the  co-operation  of  the  National  Society  for 
the  Prevention  of  Blindness.  1928.  Prepared  under 
the  direction  of  Thomas  D.  Wood,  M.D.,  Chairman. 

Chapter  1 

Prevention  of  blindness  is  one  of  the  funda- 
mentals of  the  modern  health  conservation  pro- 
gram. Blindness  from  ophthalmia  neonatorum  has 
been  materially  increased,  while  occupational  eye 
hazards  are  on  the  decrease. 

The  important  measurements  are: 

1.  The  detection  and  correction  of  visual  defects. 

2.  The  detection  and  treatment  of  eye  diseases. 

3.  The  establishment  of  special  classes  for  chil- 
dren having  visual  defects. 

Questionnaires  were  sent  to  all  cities  over  ten 
thousand  population,  and  replies  were  received 
from  375  cities. 

Chapter  2 

Defects  of  vision  rank  third  among  physical  de- 
fects found  in  school  children.  The  causes  of  de- 
fective vision  in  school  children  are  from  myopia 
(near-sight),  hyperopia  (far-sight),  astigmatism, 
lack  of  muscle  co-ordination  resulting  in  crossed 
eyes,  and  from  scars  caused  by  previous  disease 
of  the  eyes. 

School  administrators  should  have  a knowledge 
of  the  average  percentage  of  defective  vision  ex- 
isting among  school  children  throughout  this  coun- 
try. 

The  estimates  of  recent  years  which  have  been 
considered  most  reliable  range  from  fifteen  to  thirty 
per  cent.  In  Tennessee  13,159  school  children  were 
examined,  and  868  were  found  defective,  which 
gives  a percentage  of  6 per  cent. 

The  problem  of  the  school  administrators  is  to 
find  effective  means  of  removing  the  handicap  of 
defective  vision  of  one-eighth  of  the  24,000,000 
school  children. 

This  is  important  not  only  to  secure  greater  ef- 
ficiency in  acquiring  an  education,  but  to  conserve 
vision  for  greater  usefulness  in  adult  life  and  in 
old  age. 

Chapter  3 

This  chapter  outlines  the  present  practices  in 
conserving  vision  of  school  children. 

A “health  defect”  is  a condition  actually  or  po- 
tentially detrimental  to  a child’s  health  or  effi- 
ciency; the  type  that  should  be  recognized  and  cor- 
rected if  remediable. 
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“Borderline”  cases  are  cases  slightly  below  nor- 
mal, and  yet,  not  great  enough  to  be  in  the  defec- 
tive class. 

The  ideal  plan  would  be  to  have  rooms  equipped 
in  which  the  ophthalmologist  could  examine  all 
school  children’s  eyes;  but  such  examinations  are 
now  given  by  the  practicing  physician  who  is  not 
an  aphthalmologist,  by  teachers,  nurses,  and  by 
other  trained  non-medical  examiners. 

They  further  state  that  because  of  the  close  re- 
lation between  vision  and  the.  general  health  that 
eyesight  tests  must  he  a part  of  any  health  exam- 
ination. 

In  the  questionnaire  sent  out,  they  ask: 

1.  Where  given? 

2.  Is  the  eye  examination  a part  of  the  general 
examination,  or  is  it  a special  examination? 

3.  Who  makes  the  eye  inspections  of  the  chil- 
dren? 

In  58  cities,  by  school  physicians  alone. 

In  75  cities,  by  nurses  alone. 

In  59  cities,  by  physicians  and  nurses  in  co- 
operation. 

In  42  cities,  by  classroom  teachers  alone. 

In  60  cities,  by  combinations  of  the  three. 

In  about  20  per  cent  of  the  cities,  physicians 
alone  examine  the  eyes. 

In  37  per  cent  of  the  cities,  teachers  and  nurses 
make  the  examinations. 

In  the  other  cities,  examinations  are  made  by  any 
of  the  three. 

4.  Responsibility. 

In  twelve  states,  the  laws  provide  that  the  State 
Board  of  Education  shall  direct  the  work;  in  seven 
more  it  is  a joint  duty  shared  by  the  State  Board 
of  Education  and  the  State  Board  of  Health;  in 
five  others  it  is  specified  as  a responsibility  of  the 
State  Board  of  Health. 

5.  Extent  of  examination  program  and  how  fre- 
quently the  examinations  are  made. 

6.  Methods. 

The  Snellen  chart  is  used  almost  universally,  but 
is  misleading  if  not  used  properly. 

Chapter  4 

The  discussion  is  given  of  the  distances  for  the 
charts  to  be  used,  and  advice  to  the  parents  to  have 
their  eyes  examined  as  part  of  their  general  health 
examination. 

The  child’s  age  seems  to  be  a factor  in  the  con- 
dition of  his  vision  and,  therefore,  a factor  in  the 
need  of  frequent  testing.  At  six  the  average  child 
is  still  hyperopic  (far-sighted),  a condition  which 
gradually  decreases.  By  9 or  10  years  of  age,  a 
tendency  to  myopia  (near-sight)  may  appear  and 
increase.  At  about  the  period  of  adolescence,  12  to 
15  years  of  age,  the  eye  condition  is  likely  to  be 
changing,  so  that  through  the  whole  period  from 
six  to  fifteen  the  average  child’s  eyes  and  vision 
undergo  changes,  usually  slight,  but  sometimes  very 
important.  This  tendency  to  change  justifies  fre- 
quent tests  during  this  period. 


School  children  already  wearing  glasses  should 
be  re-examined  once  a year.  This  is  especially  true 
of  the  myopic  (near-sighted)  child. 

The  amount  of  light  on  the  test  card  is  dis- 
cussed. 

Vision  Certification  for  Employment 

They  gave  the  following  criteria: 

a.  For  close  work,  vision  less  than  20/30  in  the 
better  eye,  20/60  in  the  worse  eye  would  warrant 
refusal  of  a work  certificate  until  correction  is  ob- 
tained, if  obtainable  and  otherwise  desirable. 

b.  For  work  requiring  less  close  application  of 
the  eyes,  20/40  would  be  the  standard  for  the  bet- 
ter eye,  20/60  in  the  worse  eye. 

Then  the  different  visual  defects  are  discussed. 

1.  Myopia. 

2.  Hyperopia. 

3.  Astigmatism. 

4.  Eye  strain. 

5.  Heterophoria. 

6.  Strabismus. 

7.  Color  blindness. 

8.  Opacities. 

Chapter  5 

This  chapter  discusses  the  knowledge  essential 
for  the  teacher,  the  school  nurse,  and  the  school 
physician  in  the  conservation  of  vision.  It  gives 
the  anatomy  and  the  physiology  of  the  eye,  also 
the  methods  of  testing  the  eyes,  and  methods  of 
testing  the  eyes  of  children  who  are  not  advanced 
enough  to  be  able  to  know  their  letters. 

The  chapter  is  finished  by  giving  the  signs  and 
symptoms  of  disturbances  of  the  eyes  or  vision. 
In  addition  to  testing  the  child’s  visual  acuity,  it 
is  equally  important  to  determine  whether  there 
are  any  signs  or  symptoms  which  suggest  eye 
trouble.  Such  signs  and  symptoms  will  be  associ- 
ated with  defects  of  visual  acuity  and  diseases  of 
the  eye. 

Frequently  eye  symptoms  will  represent  only 
part  of  a picture  of  ill  health. 

1.  Signs  and  symptoms  associated  with  disurb- 
ances  of  visual  acuity  are: 

a.  Unsatisfactory  test  with  the  symbol  or  letter 
chart. 

b.  Holding  the  head  in  peculiar  position  while 
reading  the  chart,  as  in  some  cases  of  astigma- 
tism. 

c.  A teacher’s  report  that,  although  a child  can 
read  20/20  at  the  examination,  he  can  not  apply 
himself  to  study  for  a long  period  of  time  'without 
suffering  definite  or  indefinite  discomforts,  as 
from  headaches,  sore  or  watery  eyes. 

d.  A history  of  headaches  and  sore  eyes  associ- 
ated or  not  with  ability  to  see  distant  objects  bet- 
ter than  objects  held  within  a very  few  inches  of 
the  eye. 

e.  A history  of  blurring  of  vision;  confusion  in 
recognizing  words;  loss  of  the  line  in  reading. 
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2.  Signs  and  symptoms  associated  with  diseases 
of  the  eye,  or  its  appendages  are,  in  general: 

a.  Any  redness  or  swelling  of  the  eyeball,  or  the 
inside  of  the  eyelids,  or  the  edges  of  the  eyelids. 
Any  scaling  of  the  lid  edges  or  loss  of  lashes. 

b.  Any  discharge  from  the  regions  of  the  eye, 
especially  from  the  inner  corner  of  the  opening  be- 
tweent  two  eyelids.  This  discharge  may  be  water, 
tears  or  pus. 

c.  Any  little  lumps  inside  the  eyelids,  as  in 
granular  eyelids  (chalazion). 

d.  Any  whitish  or  grayish  areas  on  or  apparently 
in  the  eyeball. 

e.  Any  variation  of  the  black  spot  (pupil)  at  the 
center  of  the  colored  part  of  the  eyeball,  i.  e.,  the 
pupil  may  be  very  tiny  (pin-point,  as  with  certain 
drugs  like  morphia)  or  very  large  (dilated,  as  in 
darkness  or  with  certain  drugs  like  atropine  which 
are  used  in  some  eye  medicines).  The  pupils  should 
be  the  same  size  in  both  eyes,  should  be  circular 
in  shape  and  should  react  equally  to  light. 

Chapter  6 

This  chapter  gives  the  duties  of  nurses  and 
trained  non-medical  examiners  in  conserving  vision. 

Chapter  7 

This  chapter  gives  the  duties  of  teachers  in  con- 
serving vision. 

Chapter  8 

This  chapter  gives  a description  of  the  sight- 
saving classes  where  children  are  so  handicapped 
with  their  vision  as  to  not  be  able  to  keep  up  with 
the  regular  classes. 

Conclusions 

Conclusions  from  this  study  are  as  follows: 

1.  The  methods  of  testing  vision  in  the  schools  of 
the  various  cities  and  states  of  the  United  States, 
and  the  results  obtained  thereby,  vary  within  wide 
limits. 

2.  According  to  the  present  methods  of  testing 
vision,  about  12  per  cent  of  school  children  have 
uncorrected  defective  vision.  A limited  number 
may  not  be  susceptible  of  complete  correction. 

3.  The  tests  usually  made  in  public  schools  do 
not  cover  the  desired  field  completely: 

a.  A preliminary  test  (such  as  may  be  given  by 
using  the  letter  chart  or  symbol  chart  (Snellen 
Scale)  to  determine  visual  acuity  is  not  a substi- 
tute for  a thorough  eye  examination.  A test  for 
visual  acuity  may  and  often  does  fail  to  show  dis- 
eased conditions  of  the  eye,  and  often  fails  to 
detect  hyperopic  (far-sighted)  conditions,  espe- 
cially in  the  latent  stages. 

b.  The  amount  of  training  and  experience  of 
the  examiner  is  the  principal  factor  in  determining 
the  relative  value  of  an  eye  examination. 

c.  No  periodic  eye  inspection  should  relieve  the 
classroom  teacher  from  reporting  unusual  eye  con- 
ditions or  symptoms  whenever  found. 

4.  There  is  a wide  difference  as  to  what  is  to  be 


regarded  as  defective  vision  in  the  schools  of  the 
various  cities  and  states. 

5.  The  absence  of  20/20  vision  in  either  or  both 
eyes,  or  the  existence  of  symptoms  of  eyestrain, 
such  as  headache,  red  or  scaly  lid  margins,  and 
tiring  of  the  eyes,  indicates  the  need  for  further 
examination  by  some  competent  person. 

Recommendations 

1.  Under  the  present  policies,  the  question  arises, 
“How  thoroughly  are  diseased  eye  conditions  among 
the  pupils  of  public  schools  discovered?”  It  is  very 
likely  that  teachers,  nurses,  and  other  non-medical 
school  examiners  will  make  many  of  the  eye  inspec- 
tions for  some  time  to  come.  Therefore,  it  is  most 
desirable  that  the  school  personnel  be  carefully  in- 
structed in  the  best  methods  of  conserving  sight. 

2.  Eye  inspections  of  all  pupils  should  be  made 
in  the  schools  yearly,  or  as  frequently  as  possible 
under  the  best  possible  and  most  accurate  condi- 
tions, by  the  most  skilled  persons  available.  This 
service  should  be  part  of  the  health  supervision 
program  and  should  be  administered  by  the  munici- 
pal or  state  department  which  gives  the  best  re- 
sults. 

3.  Every  teacher  should  be  trained  to  report  to 
the  Health  Division  of  the  schools  any  abnormal 
eye  conditions  which  may  be  observed. 

4.  On  analysis  it  appears  that  the  laws  of  the 
various  states  in  regard  to  testing  and  conserving 
the  vision  of  school  children  differ  greatly.  There 
is  need  for  a uniform  model  law  to  be  drafted  and 
adopted  by  all  states  and  cities  of  the  United  States 
for  the  examination  of  the  eyes  of  school  children. 
Adequate  powers  and  sufficient  money  should  be 
made  available  for  school  boards  to  carry  out  and 
enforce  the  provisions  of  such  a law. 

5.  Greater  emphasis  must  be  placed  upon  the 
matter  of  conserving  the  children’s  vision,  espe- 
cially from  the  standpoint  of  (a)  Finding  and 
correcting  the  faulty  conditions  of  vision;  (b)  pro- 
viding properly  lighted  class  and  work  rooms;  (c) 
making  special  provision  through  conservation  of 
vision  classes  for  those  having  seriously  defective 
eyesight. 

6.  While  the  care  of  the  physical  well-being  of 
the  child  as  far  as  his  school  life  is  concerned,  is 
a duty  which  devolves  upon  teachers,  nurses,  school 
physicians,  and  other  school  personnel,  this  fact 
is  in  no  sense  to  imply  that  parents  are  to  be  re- 
lieved of  their  duties. 


ORTHOPEDIC  SURGERY 

By  Robert  F.  Patterson,  M.D. 

Acnff  Bailding,  Knoxville 

Conservative  Operation  for  Bunions.  Earl  D. 
McBride.  Journal  Bone  and  Joint  Surgery. 
October,  1928. 

The  advantages,  enumerated,  of  this  operation 
are: 
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(1)  Deformity  is  corrected  without  resection 
of  the  joint  or  fracture  of  the  metatarsal. 

(2)  Normal  architecture  of  the  toe  is  ap- 
proached. 

(3)  Mechanical  force  which  causes  the  deform- 
ity is  corrected. 

(4)  The  scar  is  located  safely  from  irritation. 

(5)  The  period  of  disability  is  greatly  lessened. 

He  points  out  that  the  deformity  is  caused  by 

short  pointed  toed  shoes  and  that  it  is  maintained 
by  contraction  of  the  conjoined  tendon  of  the 
muscles  which  insert  in  to  the  external  aspect  of 
the  first  phalynx  of  the  great  toe.  His  operation 
seeks  to  remove  the  second  cause  of  deformity. 
The  incision  two  inches  long  is  made  along  the 
external  border  of  the  Extensor  Hallucis  Longus. 
By  keeping  close  to  the  metatarsal  the  conjoined 
tendon  of  the  abductor  haluces  group  is  exposed 
and  retracted.  Beneath  is  the  external  sesamoid 
bone  embedded  in  the  external  head  of  the  Flexor 
Hallucis  Brevis.  This  is  dissected  out  and  the 
Brevis  tendon  together  with  that  of  the  abductor 
group  above  mentioned  is  transplanted  into  the 
dorsum  of  the  head  of  the  first  metatarsal.  The 
toe  is  then  stretched  and  forced  into  slight  over- 
correction and  a cast  is  applied  to  hold  it  in  that 
position. 


SURGERY  — GENERAL  AND 
ABDOMINAL 

By  John  L.  Dies,  M.D. 

1213  Exchange  Building.  Memphis 


Cancer  of  the  Stomach  in  Patients  over  Seventy 

Years  of  Age.  Horsley,  J.  Shelton.  Annals  of 

Surgery,  88,  554-564,  September,  1928. 

One  of  the  well-known  lesions  that  appears  more 
frequently  with  increasing  age  is  cancer,  and  the 
most  important  structure  concerned  with  the 
metastasis  of  cancer  is  the  lymphatic  system.  In 
the  old,  the  function  of  this  system  diminishes. 
The  Ijrmphnodes  rarely  become  enlarged  unless 
from  some  marked  stimulus,  and  the  lymph  ves- 
sels transmit  but  feebly.  This  tends  to  retard  the 
metastasis  of  cancer  and  gives  more  hope  of  cure 
from  a radical  operation  in  the  aged  than  in  those 
with  a more  vigorous  lymphatic  system. 

During  the  past  two  and  a half  years  I have 
done  a partial  gastrectomy  for  cancer  on  five  pa- 
tients over  seventy  years  of  age.  While  the  tech- 
nique of  this  operation  was  not  altered  from  that 
which  I have  used  for  four  years,  it  seems  to  me 
particularly  applicable  in  these  cases.  It  is  a 
modification  of  the  Billroth  I operation.  With  the 
natural  relaxation  of  the  tissues  in  these  patients 
there  is  no  difficulty  in  approximating  the  stump 
of  the  stomach  to  the  duodenum.  In  the  Polya 
operation  the  jejunum  must  be  brought  either 
over  or  under  the  transverse  colon,  so  this  addi- 
tional field  of  manipulation  is  avoided.  The  opera- 
tion consists  in  the  union  of  the  upper  end  of  the 


stump  of  the  stomach  to  the  stump  of  the  duo- 
denum, flared  open  by  making  an  incision  into  its 
anterior  wall  for  about  one  and  a quarter  inches 
after  the  first  row  of  sutures  has  been  placed  be- 
tween the  stump  of  the  stomach  and  the  stump  of 
the  duodenum,  to  fix  the  physiologic  position  of  the 
lesser  curvature.  The  researches  of  Alvarez,  Klein, 
and  others  have  shown  the  importance  of  the  lesser 
curvature.  It  contains  neuro-muscular  structure, 
which  initiates  peristalsis,  and  the  main  center 
of  this  is  near  the  oesophagus.  Klein  thinks  there 
is  a secondary  centre  near  the  incisura. 

The  incision  in  the  duodenum  prevents  constric- 
tion which  sometimes  occurs  if  the  thick  wall  of 
the  stomach  is  sutured  to  the  end  of  the  thin  wall  of 
the  duodenum.  After  this  partial  gastrectomy  the 
gastric  contents  enter  the  duodenum  and  can  be 
immediately  subjected  to  the  action  of  its  circular 
fibres,  so  normal  peristalsis  may  begin  at  once. 
By  flaring  open  the  duodenum  an  end  to  end 
union  can  be  sometimes  made,  but  if  not,  a purse 
string  suture  easily  turns  in  the  redundant  tissue 
at  the  lower  end  of  the  stump  of  the  stomach,  and 
this  reinforced  by  bringing  over  the  adjacent  peri- 
toneal covered  fat. 

This  operation  then,  admits  of  wide  excision  of 
the  cancerous  area,  of  ample  approximation  of  the 
stump  of  the  duodenum  to  the  stump  of  the  stom- 
ach, and  at  the  same  time  limits  the  field  of  proce- 
dure to  the  region  of  the  excised  portion  of  the. 
stomach. 

Local  anaesthesia  was  used  in  the  five  cases  here 
reported.  The  method  consists  in  infiltrating  the 
site  of  the  proposed  abdominal  incision  and  to  some 
extent  blocking  off  the  region  of  the  incision  by 
inserting  the  novacaine  solution  several  inches  from 
it.  After  the  abdomen  is  opened  and  the  cavity  is 
gently  explored  the  anaesthetic  solution  is  intro- 
duced in  the  retroperitoneal  tissues  above  the  head 
and  body  of  the  pancreas,  and  then  to  the  left 
toward  the  hody  of  the  vertebrae  above  the  pan- 
creas. Other  retroperitoneal  tissues,  as  long  the 
root  of  the  transverse  mesocolon,  are  infiltrated, 
and  if  the  patient  complains  of  pain  on  traction, 
infiltration  of  the  tissues  as  high  up  on  the  left 
side  along  the  vertebral  column  as  possible  and 
in  the  retroperitoneal  tissues  above  the  head  of  the 
pancreas  is  again  done.  The  anaesthetic  used  0.5 
per  cent  novocaine  in  which  three  drops  of  adren- 
alin solution  is  added  to  every  ounce  of  the  mix- 
ture. This  is  made  in  freshly  distilled  water  to 
which  tablets  have  been  added  to  make  it  a stand- 
ard Ringer’s  solution.  Of  these  five  cases,  all  men, 
the  oldest  was  seventy-seven  years,  the  youngest 
seventy,  the  average  age  was  seventy-three.  After 
a rather  long  operation  no  patient  left  the  table 
with  a pulse  rate  over  80,  the  average  pulse  rate 
on  leaving  the  table  for  the  group  being  73. 

In  four  of  these  cases  there  was  a very  advanced 
carcinoma.  In  two  of  these  four  it  was  necessary 
to  resect  the  transverse  colon,  and  in  one  of  the 
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cases  in  which  the  transverse  colon  was  resected 
some  of  the  round  ligament  of  the  liver  was  re- 
moved. 

In  case  111,  though  the  cancer  was  not  advanced, 
the  histologic  structure  showed  a high  degree  of 
malignancy.  This  patient  lived  for  several  months 
in  comfort  and  died  eight  and  a half  months  after 
the  operation  from  an  intercurrent  disease. 

Of  the  three  other  patients  surviving  the  opera- 
tion, one  died  about  two  years  after  the  operation, 
having  had  sixteen  months  of  good  health.  An- 
other patient  is  living  with  a metastasis  in  the 
liver,  thirteen  months  after  the  operation.  An- 
other died  ten  months  after  operation,  having  been 
in  good  health  for  five  months. 

While  the  results  cannot  be  said  to  be  brilliant, 
each  of  the  four  patients  that  survived  the  opera- 
tion had  several  months  of  good  health.  When 
the  advanced  stage  of  the  disease,  the  age  of  the 
patients  and  the  necessary  extent  of  the  operation 
are  considered,  it  would  seem  that  under  the  cir- 
cumstances the  relief  obtained  justified  the  pro- 
cedure. 

It  would  seem,  then,  that  if  there  is  a reason- 
able chance  of  marked  relief  for  a period  of  at  least 
a few  months  with  even  a slight  prospect  of  cure, 
the  fact  that  the  patient  happens  to  be  over  seventy 
should  not  be  a contraindication  to  operation. 


UROLOGY 

By  Tom  R.  Barry,  M.D..  F.A.C.S., 
and  F.  K.  Garvey,  M.D. 
Medical  Building,  Knoxville 


The  Surgical  Pathology  of  Epididymitis.  Camp- 
hell,  M.  F.  Amn.  Surg.,  1928,  Ixxxviii,  98.  Ab- 
stracted by  H.  W.  Plaggemyer,  M.D.,  S.  G.  & 
O.,  December,  1928,  vol.  xlvii. 

Epididymitis  is  due  predominantly  to  gono- 
cocci, yet  other  bacteria  may  produce  lesions 
clinically  indistinguishable  either  from  those  of 
gonorrheal  origin  or  from  those  due  to  tubercle 
bacilli.  Of  3,606  cases  of  epididymitis  treated  in 
the  Urological  Service  of  Bellevue  Hospital,  New 
York,  3,000  had  resulted,  from  neisserian  infec- 
tion, 280  were  tuberculous  and  326  were  non- 
specific origin. 

Campbell  says  that  the  treatment  consists  of 
rest  in  bed,  catharisis,  and  an  adhesive  plaster 


suspensory  dressing  for  the  scrotum  which  gives 
complete  immobilization  and  high  elevation.  An 
ice  cap  is  usually  applied,  although  in  some  cases 
heat  may  give  greater  relief.  One  in  15  of  the 
gonorrheal  and  one  in  four  of  the  n on-gonorrheal, 
non-tuberculous  cases  required  operation. 

Hagner’s  method  of  epididymotomy  is  the  pro- 
cedure of  choice,  but  epididymectomy  is  per- 
formed for;  (1)  gross  destruction  of  the  epididy- 
mis and  (2)  recurrence  of  epididymitis,  after 
epididymotomy,  or  (3)  in  some  cases,  after  re- 
peated attacks  without  operation.  Orchidectomy 
was  performed  for  abscess  in  35  of  the  3,606 
cases.  Epididymotomy  was  done  200  times  and 
epididymectomy  74  times. 

Scrotal  edema  as  well  as  thickening  and  indura- 
tion of  the  tunica  vaginalis  is  usually  present,  to- 
gether with  a variable  amount  of  hydrocele  fluid. 
The  testicle  is  involved  only  secondarily  by  exten- 
sion of  an  epididymal  abscess  or  by  thrombosis 
of  the  lower  spermatic  cord  with  trophic  gangre- 
nous. orchitis. 

Extension  from  the  posterior  urethra  is  by  way 
of  the  vas  and  its  mural  lymphatics.  Blood-borne 
infection  of  the  epididymis  is  rare.  The  lesion 
is  most  acute  in  the  globus  minor,  but  extension 
to  the  globus  major  usually  occurs  and  numerous 
punctate  abscesses  form.  These  may  coalesce  and 
convert  the  entire  epididymis  into  a suppurating 
mass,  even  secondary  destruction  of  the  testicle 
may  ensue.  Gross  suppuration  requiring  surgical 
liberation  is  observed  four  times  more  frequently 
in  non-gonorrheal  than  in  gonorrheal  cases.  A 
definite  inflammatory  cycle  is  observed  in  each 
type,  yet  resolution  is  somewhat  slower  in  the 
genococcal  variety.  These  inflammatory  pro- 
cesses are  classified  as  acute  or  chronic.  The 
acute  cases  may  be  exudative,  catarrhal,  sup- 
purative, or,  necrotic,  whereas  the  chronic  inflam- 
mations are  suppurative  or,  if  the  process  of  re- 
pair is  well  under  way,  proliferative  in  type.  Res- 
olution takes  place  by  the  absorption  of  exudate 
and  necrotic  tissue  and  its  replacement  by  scar 
tissue.  This  explains  the  persistence  of  residual 
nodular  indurations. 

Histological  study  of  the  inflamed  epididymis 
further  advances  the  argument  in  favor  of  a lib- 
eral attitude  toward  the  early  performance  of 
epididymotomy.  Early  drainage  presumably  tends 
to  lessen  tubular  destruction. 
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CONSTITUTIONAL  INADEQUACIES* 


R.  B.  Wood,  M.D.,  Knoxville 


IN  every  branch  of  medicine  the  practi- 
tioner finds  a type  of  patient  who  pre- 
sents a train  of  symptoms  that  are  not 
necessarily  concomitants  of  the  diseased 
condition  for  which  he  seeks  relief.  In  fact, 
with  every  ailment  there  is  a recurrence  in 
an  exaggerated  form  of  these  symtoms 
which  in  the  interim  may  or  may  not  dis- 
appear. 

This  type  of  patient  is  not  easy  to  de- 
scribe and  he  has  been  labeled  hysteric, 
neurasthenic,  psychasthenic  and  frequently 
called  nervous.  Some  others  have  been 
grouped  as  chronic  appendicitis,  and  they, 
after  losing  these  said  organs  and  the  ma- 
jority of  their  funds,  wander  to  the  in- 
ternists and  assume  the  new  term  gastric 
neurosis,  which  does  not  effect  a cure,  and 
they  wander  on  to  the  proctologist,  who 
irrigates  for  the  auto-intoxication.  Regard- 
less of  what  may  be  the  diagnosis,  each  diag- 
nostician will  grant  there  are  certain  fea- 
tures of  body  and  mental  make-up  which 
handicap  the  individual  in  his  adjustments 
to  various  environmental  stresses.  The 
greater  the  stress,  the  greater  the  decom- 
pensation, and  the  intellectual  dvelopment 
does  not  alter  the  situation. 

For  this  group  of  individuals  who  by  con- 
stitution seem  inadequate  to  meet  the  de- 

*Read before  the  Knox  County  Medical  Society, 
August  28,  1928. 


mands  of  their  environments,  a term  is 
selected  which,  while  offering  no  greater  or 
better  opportunities  in  therapeutics,  will 
give  a more  acceptable  working  term, 
namely,  constitutional  inadequacy. 

The  above  caption  is  selected  to  cover  a 
very  large  number  of  conditions  which 
otherwise  would  be  difficult  of  classification 
among  other  existing  known  abnormalities. 
The  group  is  large,  perhaps  imperfectly 
classified  and  somewhat  confusing.  As  Viola 
states,  the  most  perfect,  broad  and  com- 
prehensive view  of  the  constitutional  prob- 
lem was  expressed  by  the  French  clinician, 
Rostan,  in  1822. 

That  the  problem  is  confusing  will  be 
granted  when  one  recalls  that  it  is  rare  for 
all  the  systems  of  human  economy  to  be 
working  in  harmony  at  one  and  the  same 
time.  In  fact,  perhaps  they  have  only  done 
so  in  the  imagination  of  the  ancients.  Hip- 
pocrates, and  later  Galen,  taught  that  the 
constitution  was  to  be  regarded  as  a whole 
and  the  organism  as  a whole,  whether  in 
health  or  disease,  was  the  result  of  a par- 
ticular blending  of  the  four  fundamental 
humors. 

To  many,  the  idea  that  the  constitution  is 
merely  a sum  total  of  the  individual  char- 
acteristics of  the  separate  organs  and  tis- 
sues is  not  acceptable,  and  Pende  regards  it 
as  a resultant  or  a synthesis  springing  from 
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reciprocal  influence  from  the  coordination 
of  the  various  parts  and  their  respective 
functions. 

He  defines : “The  constitution  is  the 
morphological,  physiological  and  psycho- 
logical resultant  of  the  properties  of  all  the 
cellular  and  humoral  elements  of  the  body.” 
This  resultant  is  determined  by  the  laws  of 
heredity  and  by  the  influences  oif  environ- 
ment. 

Thus  it  is  seen  that  the  strength  or  weak- 
ness of  the  constitution  is  not  to  be  deter- 
mined solely  by  the  strength  or  weakness 
of  separate  organs,  but  only  after  analyzing 
the  reciprocal  correlations  of  its  various 
parts  as  well. 

As  aids  to  determine  the  strength  or 
weakness  of  a constitution  various  methods 
and  criteria  have  been  investigated  and 
used. 

Anthropological  studies  in  which  certain 
diseases  were  seen  to  occur  more  readily  in 
certain  type  of  development  have  been 
found  of  no  special  value.  In  fact,  clinical 
study  cannot  be  limited  to  morphological 
study,  for  there  are  other  aspects  of  equal 
importance,  namely,  the  dynamio-humoral 
and  the  psychical.  These  three  form  the 
proper  pathway  for  the  future  study  of 
human  constitution. 

In  morphological  analysis  of  constitution 
is  included  not  only  the  estimation  of  body 
mass  and  the  relation  of  body  to  limbs,  but 
a consideration  of  the  development  of  four 
separate  systems,  namely:  (1)  cardio- 
vascular with  their  disproportions,  (2)  the 
striped  muscular  system,  (3)  the  hema- 
topoietic system  with  the  relations  of  the 
various  types  of  cells,  and  lastly,  the  sexual 
apparatus. 

The  dynamics-humoral  criterion  or  the 
neuro-chemical  receives  its  due  share  of 
attention.  The  fact  that  it  influences  all 
systems  of  the  body  points  out  its  impor- 
tance in  study.  Some  classify  certain  con- 
stitutions by  such  terms  as  hyperthyroid  or 
hyperpituitary  types,  etc.,  basing  such 
groups  partly  by  the  results  of  pharmoco- 
logical  studies. 

The  third  pathway  of  study  is  through  in- 
quiry into  the  degree  of  evolution  attained 
by  the  individual  psychic  constitution. 


Many  gradations  are  encountered  from  a 
simple  lack  of  development  of  the  critical 
faculty  or  an  incompletion  of  sexual  psy- 
chic differentiation  to  those  of  more  readily 
recognized  types  of  temperaments,  as  the 
schizoid  and  the  cycloid.  Kretschmer  states 
that  maniac  depressive  psychosis  and  de- 
mentia praecox  are  but  culminating  points 
in  a dense  tangle  of  somaticpsychic  consti- 
tutional relation  which  can  be  successfully 
traced  in  those  families  in  which  the  atmos- 
phere is  one  of  the  schizothymic  or  cycloid 
type. 

Constitutional  inadequacy,  then,  may  be 
either  mental  or  physical  in  nature,  but  it 
is  common  to  find  that  individuals  are  de- 
fective in  both.  Anatomic  and  physiologic 
abnormalities  are  not  found  in  all  psycho- 
pathic individuals,  but  frequently  the  phys- 
ical constitution  is  defective.  De  Sanctis, 
in  a survey  of  a large  group  of  children,  con- 
cludes that  conduct  disorders  are  related  to 
maniac  depressive  insanity  and,  further, 
that,  physically,  these  show  distinct  evidence 
of  disturbed  vegetative  and  endocrine  func- 
tion preceding  and  during  the  more  marked 
periods  of  behavior. 

The  effect  of  several  infections,  or  even 
a single  severe  one,  often  leaves  a mark 
on  both  physical  and  mental  fields.  It  often 
so  happens  that  such  a catastrophe  will  be 
the  event  most  vivid  in  the  mind  of  patient 
or  friends  as  the  instigator  of  the  present 
complaint,  which  may  be  an  altered  tem- 
perament, an  unstable  nervous  system,  a 
malfunction  of  the  G.I.  tract,  a lowered  re- 
sistance to  infections,  or  simply  a too  early 
fatigue  on  exertion.  On  examination  of 
these  patients  certain  anatomic  and  physio- 
logic types  are  more  frequently  found  than 
in  the  so-called  normal  group. 

Chronic  focal  infections  are  particularly 
injurious  to  individuals  who  have  either 
physical  or  mental  inadequate  constitutions. 
With  such  a combination  in  hand,  it  is  well 
for  the  physician  to  give  due  thought  before 
offering  a prognosis. 

Time  is  perhaps  well  spent  in  an  attempt 
to  point  out  sign  posts  whereby  one  may 
arrive  at  a definite  conclusion  that  a given 
case  is  one  of  physical  or  mental  inferiority. 
It  should  hardly  be  necessary  to  caution  in 
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regard  to  two  periods  in  life  when  instabil- 
ity of  temperament  is  not  uncommon  and 
may  almost  be  considered  normal,  namely, 
during  adolescence  and  its  climacterium. 
Yet  in  those  with  the  inferior  constitution 
the  period  is  usually  passed  over  with 
greater  difficulty. 

It  is  well  to  recall  that  no  person  is  abso- 
lutely normal  in  all  respects.  Each  has  cer- 
tain peculiarities  and  individual  traits,  or 
else  it  would  be  a monotonous  world,  and  it 
is  difficult  to  draw  a straight  line  of  de- 
marcation between  normal  and  abnormal. 
We  are  often  somewhat  chagrined  when  we 
sometimes  find  that  we  have  been  bending 
every  known  effort  to  effect  a cure  in  one 
whom  we  later  find  is  not  amenable  to  treat- 
ment. 

A few  abnormalities  per  se  are  not  suf- 
ficient to  label  one  abnormal.  The  mental 
and  physical  life  history  must  be  studied 
closely,  for  the  clinical  picture  alone  is  in- 
sufficient. The  whole  life  history,  past  and 
present,  mut  be  known  before  a classifica- 
tion of  the  present  condition  may  be  at- 
tempted. 

Some  knowledge  of  inadequate  constitu- 
tions must  be  had  before  leading  questions 
will  cause  the  patient  to  divulge  the  neces- 
sary information,  or  even  to  gain  it  from 
relatives. 

Among  the  psychic  evidences  to  be  sought 
for  are:  (1)  disorders  of  conduct,  vicious 
habits,  intemperance,  addiction  to  drugs; 

(2)  defects  of  emotional  control,  as  ab- 
normal seclusiveness,  phobias,  irritability 
and  changing  from  one  mood  to  another; 

(3)  mental  attributes,  such  as  egotism,  stub- 
borness  and  destructiveness. 

Of  the  physical  manifestations,  they  may 
be  either  anatomical  or  physiological  in 
form. 


Gross  deviations  of  structure  may  be 
noted,  but  these  must  be  checked  by  what 
one  might  expect  in  view  of  the  individual’s 
parentage.  Of  greater  importance  are  the 
so-called  stigmata,  which  is  called  to  our 
attention  by  Lombroso,  such  as  abnormal 
palate,  irregular  spacing  of  teeth,  abnormal 
trichosis  and  secondary  sex  characteristics 
of  the  opposite  sex.  The  physiological  evi- 
dences are  chiefly  manifested  in  abnormal 
function  of  the  vegetative  system  or  en- 
docrines.  Vasomotor  instability,  cardiac 
and  G.I.  neurosis  are  the  most  common. 

Migraine  and  many  convulsive  conditions 
are  evidence  of  a physiological  inadequacy. 

Many  patients  with  one  or  more  of  these 
forms  of  constitutional  defects  may  go 
through  life  without  ever  showing  signs 
of  decompensation.  Many  of  them  have, 
even  under  great  stress,  yet  when  circum- 
stances seem  to  conspire  to  show  their  latent 
weakness  a collapse  often  occurs. 

As  to  treatment,  these  cases  are  clinically 
interesting,  but,  therapeutically,  heart- 
breaking. Many  have  been  reached  by 
psycho-analysis,  yet  as  many  have  been 
harmed  by  unskillful  workers  with  a lop- 
sided psychology.  Needless  to  say,  every  in- 
dividual is  a different  case.  Every  measure 
may  have  to  be  used,  psycho-therapy,  diets, 
drugs,  physiotherapy  and  even  skillful  neg- 
lect. Often  a tonic  or  a sedative  or  the 
treatment  of  a symptom,  and  leaving  the 
rest  to  the  Lord,  is  as  effective  as  any,  yet 
the  policy  to  be  adopted  must  be  determined 
by  the  circumstance. 

Yet,  in  spite  of  all  treatment,  one’s  fail- 
ures will  multiply  until  their  name  is  legion, 
and  the  throng  increases  as  they  are  joined 
by  those  who  have  tried  others  and  found 
them  wanting. 
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Clinically  three  syndromes  have 
been  recognized  as  due  to  the  blood 
destruction  in  which  the  enlarged 
spleen  is  implicated  and  which  when  re- 
moved cures  them — splenic  anemia,  hemo- 
lytic jaundice,  and  purpura  hemorrhagica. 

Splenic  anemia  with  splenomegaly,  a se- 
vere anemia  and  a tendency  to  gastric 
hemorrhages  is  regularly  curable  by  re- 
moval of  the  spleen.  Hemolytic  icterus, 
either  acquired,  with  its  chronic,  non^ 
obstructive  jaundice,  and  acholuria,  or  the 
familial  variety  where  the  jaundice  is  pres- 
ent from  birth  and  the  patient  is  “more 
icteric  than  sick,”  can  be  suddenly  arrested 
and  permanently  cured  by  splenectomy  on 
the  enlarged  organ  that  destroys  the  blood 
and  makes  the  jaundice  with  its  pigment. 
In  purpura  hemorrhagica,  due  to  the  great 
reduction  in  the  blood  platelets,  giving  rise 
to  alarming  hemorrhage,  extirpation  of  the 
spleen  will  stop  the  bleeding  almost  in- 
stantly as  if  by  magic.  The  diseases  of  the 
spleen  are  better  understood  than  its  physi- 
ology, but  something  of  its  function  is  be- 
coming apparent. 

The  spleen  through  its  internal  secre- 
tions acts  as  a defense  against  certain 
infections.  This  function  is  evidently  only 
an  auxiliary  one  as  proven  by  the  harm- 
less effect  of  splenectomy.  Through  a 
ferment  it  breaks  down  worn  out  red 
blood  corpuscles.  The  hemoglobin  is  car- 
ried to  the  liver  through  the  portal  circula- 
tion. When  the  spleen  is  removed,  this  de- 
struction occurs  in  other  organs,  as  lymph 
nodes  and  bone  marrow.  The  hemoglobin 
then  enters  the  general  circulation  and  gets 
to  the  liver  more  gradually.  The  spleen  is 
an  important  part  of  the  hemopoietic 
system  and  is  made  up  of  reticulo-endothe- 
lial  tissue  which  seems  to  act  as  a sort  of 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  12,  1928. 


lymphatic  filter  of  the  cellular  elements  of 
the  blood  which  are  useless  to  the  individual. 
It  furnishes  about  one-fifth  of  the  portal  cir- 
culation that  is  regarded  as  important  in 
handing  over  to  the  liver  certain  toxic  sub- 
stances for  elaboration  and  further  detoxi- 
cation. It  is  also  considered  as  a filter  as 
many  infections  that  pass  through  it  are 
stopped  there  and  certain  diseases  like  ma- 
laria, tuberculosis  and  syphilis  are  harbored 
by  it  on  account  of  its  action  as  a filtration 
plant.  When  its  function  goes  awry  its  in- 
sufficiency is  declared  by  its  enlargement' 
and  its  inability  to  destroy  the  toxic  sub- 
stances which  come  to  it.  Curiously  enough 
it  destroys  the  very  cells  which  it  is  sup- 
posed to  repair  and  makes  the  disease 
known  as  hemolytic  icterus  by  destroying 
the  too  fragile  red  cells  and  gives  rise  to 
chronic  jaundice.  Then  again,  the  blood 
platelets  are  so  greatly  reduced  by  the  en- 
larged and  diseased  spleen  as  to  cause  pur- 
pura hemorrhagica.  When  the  spleen  is  re- 
moved the  purpura  is  cured  in  a most  mi- 
raculous way.  The  operation  of  splenec- 
tomy for  hemolytic  icterus  has  been  char- 
acterized as  most  brilliant.  Normally  there 
is  a balance  established  in  the  production 
and  destruction  of  red  blood  cells.  The 
amount  of  this  destruction  and  replacement 
was  estimated  by  Eppinger  and  Charnes  as 
1-34  of  the  total  blood  in  twenty-four  hours. 
Any  disturbance  of  these  two  factors,  bal- 
anced as  they  are,  will  produce  an  anemia 
or  the  opposite,  polycythemia. 

We  have  had  six  examples  of  polycythe- 
mia under  treatment.  Two  had  been  diag- 
nosed and  treated  for  pellagra.  None  of 
them  were  in  a sufficiently  good  physical 
condition  to  justify  splenectomy.  The  red 
cells  were  enormously  increased,  the  pa- 
tient’s general  condition  was  very  grave, 
and  while  two  of  them  were  very  markedly 
benefited  over  a long  period  by  X-ray  and 
radium,  resulting  especially  in  the  decrease 
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of  the  red  blood  cells  from  14,000,000  to 
less  than  seven,  none  of  them  were  per- 
manently cured. 

The  bone  marrow  is  the  origin  of  most 
of  the  blood  formation  but  very  little  is 
known  about  its  destruction.  The  spleen 
must  bear  the  guilt. 

Splenic  anemia  is  more  of  a syndrome  of 
many  causes  than  a clinical  entity.  The 
pathological  findings  of  spleens  removed  for 
this  condition  seem  to  bear  out  the  conten- 
tion that  the  disease  is  due  to  infection  by 
bacteria  which  are  existent  only  a short 
period  of  time.  Even  though  cultures  were 
made  of  spleens  soon  after  their  removal, 
no  bacteria  were  obtained  by  many  methods. 
This  theory  is  further  strengthened  by  the 
microscopic  findings.  There  is  an  enormous 
amount  of  protective  type  of  fibrous  tissue 
surrounding  the  pulp  tissue  and  an  atrophy 
of  the  pulp  cells.  The  disease  may  be  due 
to  short  lived  bacteria.  Banti’s  view 
is  that  it  is  a chronic  process,  infectious  in 
nature,  with  its  main  site  in  the  spleen  and 
that  the  poisons  there  produced  cause  the 
proliferation  of  the  endothelial  tissue  as 
well  as  the  anemia  and  later  cirrhosis  of 
the  liver.  In  the  early  stages  of  splenic 
anemia  about  the  only  symptom  noted  is  the 
enlargement  of  the  spleen.  This  enlarges 
very  insidiously  and  slowly.  At  this  time 
the  blood  picture  remains  practically  nor- 
mal. In  a few  years  an  anemia  develops, 
showing  no  characteristic  picture.  It  usual- 
ly begins  in  the  young  and,  if  untreated, 
proves  fatal  after  a few  years.  Its  course 
has  been  divided  into  three  stages  by  Banti : 
(1)  Anemic  or  free  ascitic,  (2)  intermedi- 
ary. (3)  cirrhotic.  The  first  stage,  which 
is  usually  the  longest  (three  to  five  years), 
the  individual  gradually  grows  weaker  and 
more  pallid.  Due  to  abdominal  discomfort 
the  enlargement  of  the  spleen  is  frequently 
discovered.  When  more  advanced,  the  red 
blood  cells  are  reduced  frequently  one-third. 
There  is  a greater  decline  of  the  hemoglobin 
percentage  down  to  one-half  to  one-quarter. 
There  is  also  a marked  leukopenia.  Some 
writers  have  noticed  a lymphocytosis.  The 
differential- count,  as  a rule,  shows  very  lit- 
tle that  is  characteristic  of  the  disease. 


Leukocytosis  occurs  in  some  cases  but  only 
after  hemorrhages  or  some  other  intercur- 
rent infection.  A very  important  feature 
of  the  disease  is  the  marked  tendency  to 
gastric  hemorrhage.  This  occurs  from  the 
erosion  of  the  gastric  veins  or  varices  of 
the  esophagus.  The  enlargement  of  the 
spleen  may  escape  detection  by  the  patient 
for  a long  time.  As  the  disease  progresses, 
recurrent  hemorrhages  increase  in  severity 
and  there  is  bleeding  from  gums,  retinal 
hemorrhages  and  ecchymosis  appear.  The 
third  stage,  as  described  by  Banti,  shows 
pigmentation  of  the  skin  and  jaundice,  ow- 
ing to  the  cirrhosis  of  the  liver.  Marked 
jaundice  rarely  ever  occurs.  There  is  more 
frequently  a yellowish  gray  color  to  the  skin 
and  brown  pigmentation  in  patches  is  dif- 
fuse. Urobilin  is  found  in  larger  amounts 
in  the  urine.  Acites  and  edema  of  the  ankles 
are  frequent  symptoms,  also  hemic  mur- 
murs and  palpitation  of  the  heart. 

Even  if  the  patient  is  quite  sick  and  in 
a stage  of  advanced  anemia,  a transfusion 
or  two  will  tide  him  along  and  increase  his 
chance  of  success.  We  have  had  occasion 
to  perform  transfusions  for  severe  hemor- 
rhage in  splenic  anemia  repeatedly,  in  one 
case  a boy  eight,  the  hemorrhages  from  the 
stomach  had  reduced  the  hemoglobin  to  20 
per  cent.  After  transfusion  the  removal  of 
the  spleen  cured  the  boy  who  is  alive  and 
well  after  eleven  years. 

Hemolytic  Icterus 

This  rather  rare  but  extremely  interesting 
and  brilliantly  curable  disease,  is  a result 
of  a splenomegaly  which  produces  a marked 
destruction  of  the  red  blood  cells.  It  is  di- 
vided into  two  types:  (1)  Congenital  or 
familial  type  and  (2)  an  acquired  form.  In 
the  first  form  the  disease  persists  through 
life.  Often  it  does  not  seriously  impair 
health,  although  at  infrequent  intervals 
there  are  attacks  of  fever,  pain  and  vomit- 
ing of  bile.  Some  are  jaundiced  at  birth. 
One  mother  was  ashamed  to  take  her  baby 
out  as  it  looked  like  a colored  child.  Others 
gradually  develop  a chronic  and  permanent 
jaundice.  Quite  often  these  patients  live 
to  50  or  60  years  of  age  and  describe  them- 
selves as  being  bilious  all  of  their  lives. 
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In  the  acquired  form  the  anemia  is  more 
severe  and  its  course  more  rapid  and  fre- 
quently terminates  in  death  rather  early. 
Most  of  the  cases  studied  showed  chronic 
jaundice  with  bile  pigment  in  the  blood 
serum  but  none  in  the  urine.  This  type  of 
jaundice  is  non-obstructive  as  it  exhibits 
none  of  the  findings  of  obstruction  as  clay 
colored  stools,  itching  of  the  skin  and  brady- 
cardia, or  bile  in  the  urine.  There  is  al- 
ways an  enlargement  of  the  spleen  and  liver. 
The  spleen  is  usually  very  large.  In  child- 
ren the  type  described  by  Gaucher  is  very 
large.  In  older  children  with  Gaucher’s 
diseased  spleen  there  often  occurs  a wedge- 
shaped  thickening  of  the  conjunctiva  called 
pinguicula,  which,  when  present,  is  pathog- 
nomonic (Reuben).  The  anemia  is  severe, 
1,000,000  to  3,000,000  red  blood  cells.  In 
the  severe  forms  of  the  acquired  type  dur- 
ing a crisis,  bile  may  appear  in  the  urine. 
In  1900  Minkowski  described  this  condition 
occurring  in  eight  members  of  one  family 
in  three  generations.  In  one  of  his  cases, 
autopsy  revealed  no  cirrhosis  of  the  liver 
or  obstruction  of  the  bile  passages.  At  the 
Mayo  Clinic,  60  per  cent  of  these  cases 
showed  pigmented  gall  stones,  the  result  of 
the  enormous  destruction  of  the  red  blood 
cells.  In  this  type  there  may  be  some  dif- 
ficulty in  the  diagnosis  as  one  may  have  a 
jaundice  from  the  gall  stones  as  well  as 
from  the  primary  disease  itself.  The  crisis 
of  the  disease  follows  fatigue,  indiscretions 
in  diet  and  excitement.  When  there  is  much 
enlargement  of  the  spleen,  th-e  patient  vom- 
its much  bile  and  the  spleen  enlarges  and  is 
tender  to  touch  and  there  is  a great  increase 
in  the  amount  of  anemia.  They  are  rather 
rare.  In  most  of  them  there  is  a hereditary 
predisposition  and  it  is  found  in  many  mem- 
bers of  the  same  family  and  has  been  traced 
back  for  five  generations.  There  is  prob- 
ably no  sex  factor  in  the  transmission  of 
the  disease  as  both  males  and  females  are 
affected.  Not  all  members  of  the  family 
are  affected. 

The  acquired  form  has  been  found  de- 
veloping in  such  diseases  as  syphillis,  tuber- 
culosis, malaria,  cirrhosis,  toxemia  of  preg- 
nancy, septicemia,  lukemia  and  cholangitis. 
These  conditions  are  closely  associated  with 


diseases  of  the  liver,  spleen  and  bile  ducts 
and  a cure  of  the  underlying  conditions  may 
relieve  the  hemolytic  jaundice.  If  this  jaun- 
dice persists  after  a cure  of  the  so-called 
causative  agent,  it  is  probably  an  un- 
detected case  of  the  congenital  form. 

In  the  familial  type  there  is  a wide  varia- 
tion in  the  severity  of  the  symptoms.  In 
one  family  there  may  be  fairly  normal  in- 
dividuals that  only  show  fragile  erythrocy- 
tes. The  jaundice  is  present  from  birth 
and  only  very  occasionally  comes  in  adult 
life.  Unless  there  is  an  exacerbation  it  is 
frequently  not  seen.  The  blood  serum  is 
highly  colored  and  there  is  a high  icterus 
index.  The  Van  den  Bergh’s  test  by  demon- 
strating the  amount  of  bilirubin  in  the 
blood,  is  of  value  as  it  aids  one  in  differen- 
tiating a pernicious  from  a secondary  ane- 
mia. Occasionally  one  has  to  differentiate  a 
hemolytic  from  an  obstructive  jaundice.  In 
the  former  the  reaction  for  bilirulin  is 
greatly  increased  in  intensity  but  delayed, 
thus  differentiating  it  from  the  obstructive 
type  which  is  immediate  and  called  the  di- 
rect variety.  It  also  helps  to  determine  the 
jaundice  quantitatively  as  well  as  detects  it 
when  it  is  latent.  The  resistance  of  the  red 


blood  corpuscles  to  salt  solution  normally 
begins  at  0.45  and  is  completed  at  0.34. 
In  hemolytic  jaundice  it  begins  at  0.6  per 
cent  or  even  0.7  per  cent  and  may  be  com- 
plete at  0.5  per  cent.  There  are  15  to  20  per 
cent  reticulated  erythrocytes  as  compared 
to  normal  or  less  than  one  per  cent.  The 
feces  are  rather  dark,  not  clay  colored  as 
in  obstructive  jaundice  and  contain  a large 
amount  of  urobilin  (300  to  400  per  cent). 
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This  will  decrease  as  the  patient’s  general 
condition  improves.  There  is  practically  al- 
ways an  enlargement  of  the  spleen  which 
may  reach  as  far  down  as  the  umbilicus. 

The  acquired  form  is  less  frequent  and 
rarely  begins  in  early  life,  usually  after  the 
adolescent  period  is  more  severe  and  is  prac- 
tically always  fatal.  It  produces  more  ane- 
mia, less  jaundice  and  the  crises  are  more 
frequent  and  more  severe  and  there  is  more 
apt  to  be  bile  in  the  urine.  The  decreased 
resistance  of  the  red  cells  is  less  pronounced. 
This  type  may  pursue  a very  rapid  course. 

It  is  in  hemolytic  jaundice  that  splenec- 
tomy has  met  with  its  greatest  success.  We 
observed  an  infant  of  two  who  had  such 
severe  bleeding  from  the  gums  that  the 
hemoglobin  went  down  to  20  per  cent. 
Transfusion  stopped  the  hemorrhage  tem- 
porarily but  the  infant  died  in  the  hospital. 
It  was  before  we  knew  that  splenectomy 
should  have  saved  him. 

Two  men,  34  and  52  with  chronic  hemoly- 
tic jaundice,  refused  operation.  The  latter 
had  three  blood  transfusions  but  died  two 
years  later. 

A boy  of  10  who  had  the  familial  type, 
whose  parents  refused  operation,  was  given 
prolonged  and  intensixe  X-ray  as  the  next 
best  treatment  over  the  enlarged  spleen 
with  very  great  reduction  in  size.  He  lived 
over  ten  years  after  the  treatment  before 
he  died.  Was  always  jaundiced  and  the 
spleen  always  enlarged. 

Purpura  Hemorrhagica 

The  three  characteristics  of  pure  purpura 
hemorrhagica  are,  first,  very  considerable 
length  of  the  bleeding  time;  second,  a non- 
retractile  clot;  third,  a very  great  dimuni- 
tion of  the  blood  platelets  which  normally 
should  be  200,000  to  400,000.  They  some- 
times go  as  low  as  10,000  per  c.c.  but  when 
reduced  to  50,000  the  diagnosis  is  absolute. 
The  spleen  may  be  enlarged.  It  is  not  here- 
ditary. Epistaxis  and  petechia  are  the  two 
obvious  symptoms,  sometimes  hematuria 
and  bleeding  from  the  gums.  The  prolonged 
bleeding  time  is  oftenest  when  the  blood 
platelets  are  at  their  lowest  count.  The 
cause  of  the  decrease  in  the  blood  platelets 
is  unknown.  It  has  been  suggested  that  it 
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may  be  the  result  of  an  infection  of  the 
upper  respiratory  passages.  The  frank 
blood  findings  of  great  dimunition  of  the 
blood  platelets,  great  prolongation  of  the 
bleeding  time,  the  soft  non-retractile  clots, 
and  usually  an  enlargement  of  the  spleen, 
are  the  clinical  manifestations  of  chronic 
hemorrhagic  purpura.  In  the  absence  of 
purpuric  spots  and  these  laboratory  find- 
ings, the  application  of  the  rubber  tourni- 
quet for  three  minutes  stamps  its  impres- 
sion and  is  enough  to  cause  the  appearance 
of  little  petechial  hemorrhages.  The  mega- 
lokaryocytes  of  the  bone  marrow  that  manu- 
facture the  blood  platelets  which  have  to 


Purpura  Lymphatic  Hodgkin’s 

Hemorrhagica  Leukemia  Disease 


do  with  the  clotting  time,  are  sometimes  re- 
duced one-half  or  one-fourth.  It  is  then 
that  purpuric  spots  are  prone  to  occur.  Any 
operation  is  dangerous  on  account  of  oozing 
and  excessive  menstruation  is  often  very 
difficult  to  control  in  women  who  have  pur- 
pura. In  hemophilia  the  blood  simply  does 
not  clot.  In  purpura  it  clots  all  right  but 
it  is  not  retractile  and  the  prolonged  bleed- 
ing time  is  due  to  the  deficiency  of  the  blood 
platelets.  It  takes  a blood  examination  to 
differentiate  between  true  purpura  of  the 
thrombopenic  (blood  platelet  deficiency) 
type  and  hemophilia. 

A true  hemophilia  always  has  a marked 
prolongation  of  the  coagulation  time  from 
one-half  to  four  hours.  There  is  a defici- 
ency in  the  prothrombin  in  the  blood.  The 
number  of  blood  platelets  is  not  decreased 
but  may  be  defective.  The  bleeding  time  is 
ordinarily  normal.  Why  won’t  a skin  punc- 
ture in  hemophilia  continue  to  bleed?  It 
is  due  to  the  thrombo-plastic  activity  of  the 
tissue  juices.  Hemophilia  with  its  severe 
recurrent  hemorrhages  is  hereditary  and 
transmitted  through  the  female  side  but 
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they  do  not  bleed,  only  the  males.  It  gives 
the  inordinate  bleeding  from  trivial  injuries, 
from  the  extraction  of  teeth,  and  severe 
epistaxis,  in  those  who  may  be  called  bleed- 
ers and  is  sometimes  fatal.  It  occurs  also  in 
any  and  all  mucous  membranes  and  some- 
times often  in  the  joints.  Hemophiliacs 
have  normal  blood  platelets,  prolonged 
coagulation  time,  but  not  prolongation  of 
the  bleeding  time.  There  is  no  abnormal- 
ity about  the  blood  clot  and  its  retraction. 
A rubber  band  around  the  arm  causes  no 
purpling  of  the  skin  as  it  does  in  purpura. 

In  purpura  thrombocytopenia  occur  the 
severe  group  of  hemorrhages  from  the  vari- 
ous mucous  membranes.  In  the  fulminat- 
ing type  of  purpura  death  sometimes  en- 
sues within  twelve  or  twenty-four  hours 
and  is  probably  due,  as  has  been  reported 
by  Battley  and  others  to  meningococcus. 
Meningococcus  sepsis  calls  for  prompt  vene- 
section, transfusion  and  anti-meningococcus 
serum.  The  fulminating  cases  are  so  rapid- 
ly fatal  that  no  treatment  or  surgical  inter- 
vention is  feasible  even  in  the  severely  acute 
cases  that  last  only  a fortnight,  surgery  is 
not  indicated,  but  in  those  which  are  pro- 
tracted or  are  chronic  splenectomy  has 
scored  its  greatest  victory.  Whipple  has 
collected  seventy-three  cases  of  splenectomy 
for  the  chronic  form  of  purpura  with  six 
deaths,  whereas  there  were  seven  deaths  in 
eight  acute  cases.  Removal  of  the  spleen 
seems  to  give  almost  immediate  relief.  Pa- 
tients brought  in  exsanguinated  from  hem- 
orrhages and  only  temporarily  benefited  by 
transfusion  stop  bleeding  almost  instantly. 


8 lb.  spleen  successfully  removed  after  2 trans- 
fusions for  splenic  anemia  with  secondary  cirrhosis 
of  liver. 


The  hemorrhages  wherever  they  occur,  stop 
as  if  by  magic.  The  normal  bleeding  time 
is  restored  and  the  blood  platelets  often  go 
up  to  600,000, 10  times  as  many  as  they  were 
before  operation,  in  a most  dramatic  way. 
The  bruised  places  on  the  body  quickly  dis- 
appear and  the  muddy  pallor  of  the  skin 
gives  way  at  once  to  a greatly  improved 
color.  Strikingly  enough,  the  patient  feels 
entirely  well  in  a very  few  days.  Re- 
moval of  the  spleen  has  rescued  these  pur- 
puric cases  that  hitherto  were  not  at  all 
curable  and  led  a very  miserable  and  pre- 
carious existence.  The  only  relapses  have 
occurred  as  a result  of  infection  such  as 
influenza,  tonsilitis,  etc. 

W.  J.  Mayo,  in  analyzing  four  hundred 
and  seventeen  cases  of  removal  of  the  spleen 
for  all  conditions  during  a period  of  twenty- 
two  years,  found  the  average  mortality  was 
a little  over  10  per  cent.  It  is  extremely 
important  to  have  these  patients  progres- 
sively improving  before  operation  can  be 
undertaken,  and  never  until  they  are  re- 
habilitated properly.  If  the  patients  who 
are  on  the  down-hill  are  eliminated  unless 
they  can  be  brought  into  the  improved  class, 
the  mortality  should  be  less  than  five  per 
cent  in  the  opinion  of  Mayo. 

The  brilliant  result  in  purpura  would 
seem  that  in  the  spleen  there  resides  the 
focus  of  the  destruction  of  the  red  blood 
cells  which  is  stopped  when  the  spleen  is 
out. 

An  example  of  purpura  hemorrhagica 
with  enlarged  spleen  occurred  in  a child 
of  three  with  gastro-intestinal  hemorrhages. 

It  received  five  blood  transfusions,  operation 
was  declined,  and  it  died  of  uncontrolled 
gastro-intestinal  hemorrhage. 

Ordinarily  splenomyelogenous  leukemia 
is  non-surgical,  but  where  the  enormous  in- 
crease in  the  white  cells  can  be  brought 
down  to  or  below  30,000  and  the  size  of  the 
spleen  reduced,  the  spleen  can  be  removed 
with  comparatively  little  risk,  the  patient’s 
condition  greatly  improved  with  ability  to  • 
work  for  a number  of  years.  Such  a result 
followed  that  course  in  the  case  of  a wo- 
man, age  62,  with  myelogenous  leukemia. 
In  March,  1924,  she  presented  an  enormous 
spleen  that  filled  the  entire  left  abdomen. 
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The  lower  border  was  down  to  the  crest  of 
the  ilium.  The  white  blood  count  was  177,- 
000;  red  blood  count  5,100,000;  and  hemo- 
globin 70%.  She  was  put  on  X-ray  treat- 
ment and  radium  and  the  spleen  was  re- 
duced in  size  to  where  it  could  barely  be  felt 
under  the  edge  of  the  rib.  Due  to  the  fact 
that  she  was  having  severe  attacks  of  gall 
stone  colic  and  as  her  blood  count  was  down 
to  practically  normal,  she  was  operated  on 
primarily  for  the  gall  bladder  December  2, 
1924.  As  her  condition  was  so  good  on  the 
table  and  the  spleen  seemed  to  be  free  of 


7%  lb.  spleen  removed  from  man  aged  60,  for 
splenic  anemia,  hemoglobin  50%.  3 transfusions. 

Recovery. 


adhesions,  it  was  taken  out  at  the  same 
time.  She  made  an  uneventful  recovery  and 
lived  for  three  years  and  died  with  lobar 
pneumonia. 

Sickle  Cell  Anemia 
This  condition  occurs  as  a hereditary 
anemia  in  the  colored  race  only,  and  is  ac- 
companied by  a curious  sickle-like  distor- 
tion of  the  red  blood  cells.  There  is  severe 
anemia  sometimes  approaching  hemolytic 
jaundice  with  inflammation  of  the  joints, 
abdominal  pain  and  frequently  ulcers  of  the 
leg.  More  than  a hundred  cases  have  been 
reported,  about  a dozen  of  which  have  been 
subjected  to  splenectomy,  a majority  of 
whom  have  been  greatly  benefited,  if  not 
entirely  and  completely  cured.  The  spleen 
is  not  the  cause  of  sickle  cell  anemia,  al- 
though it  is  greatly  damaged  and  probably 
plays  some  minor  roll  iii  the  active  hemoly- 
sis. 


Splenic  anemia  has  been  the  occasion  for 
splenectomy  in  more  cases  than  any  other 
one  splenic  condition  in  our  clinic,  but  it 
has  been  employed  for  pernicious  anemia 
in  a few  cases  with  marked  temporary  im- 
provement but  not  cure.  Of  chronic  mala- 
rial, the  ague-cake  that  was  disabling  and 
causing  reinfection  was  removed  success- 
fully, sarcoma  of  the  spleen  extirpated  in 
one  case  to  be  followed  by  metastasis  to 
lung,  and  wandering  spleen  with  twisted 
pedicle  has  given  recovery  in  two  instances 
by  operation.  In  one  case  of  biliary  cirrho- 
sis, jaundice  and  enlarged  spleen,  splenec- 
tomy was  done  but  too  late  for  recovery. 

Splenic  anemia,  hemolytic  jaundice  and 
purpura  hemorrhagica  constitute  the  tri- 
umvirate of  splenic  diseases  that  can  be 
most  satisfactorily  cured  by  splenectomy 
and  in  no  other  way. 

As  W.  J.  Mayo  has  said,  “With  our  pres- 
ent day  knowledge  of  the  spleen,  the  chron- 
ically enlarged  spleen  must  be  regarded  as 
a menace  to  the  health  of  its  carrier  and 
it  rests  with  the  general  practitioner  to 
show  why  it  should  not  be  removed.” 


DISCUSSION 

DR.  DEWEY  PETERS,  Knoxville;  Dr.  Haggard 
has,  in  his  usual  striking  way,  delivered  to  us  a 
splendid  paper.  I have  often  thought  myself  and 
heard  others  say  that  he  can  say  more  to  the  point 
in  a given  length  of  time  than  any  other  man,  and 
this  paper  is  no  exception.  The  spleen  has  always 
been  a very  interesting  organ.  We  read  with  great 
interest  the  work  which  has  been  done  on  it  in  the 
past.  To  read  how  the  doctors  in  olden  days  had 
these  patients  with  the  large  spleens  to  care  for, 
and  those  with  the  traumatic  conditions  of  the 
spleen  which  they  cared  for  by  surgery,  read  to 
me  like  a novel.  The  interesting  thing  is  that  in 
those  days  they  would  go  to  a legal  authority  and 
surrender  the  patient,  before  the  operation,  giv- 
ing him  up  as  dead.  In  that  there  is  a lesson  we 
should  learn,  that  we  should  make  an  early  diag- 
nosis, for  if  we  wait  until  the  later  stages  there 
is  much  more  danger  and  we  should  go  to  the 
people  of  the  patient  instead  of  to  the  justice  of 
the  peace  and  tell  them  what  may  be  expected. 
Shakespeace  in  “Twelfth  Night”  alluded  to  the 
spleen  in  a very  interesting  way. 

Dr.  Haggard  took  up  the  functions  of  the  spleen. 
The  spleen  is  a rather  puzzling  organ.  We  can 
never  tell  where  it  is  and  what  it  will  do,  for  it 
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is  so  changeable  and  fickle.  In  infant  life  we  see 
it  forming  the  red  blood  cells,  in  adult  life  the 
phagocytes,  and  in  diseased  conditions  we  see  it 
return  to  its  early  stage  and  again  destroy  red 
cells.  It  has  a hemocatatonistic  function  and  it 
is  thought  by  some  men  to  contribute  a great  deal 
to  immunity  in  certain  conditions.  There  is  also 
a question  whether  it  has  the  ability  to  act  on  the 
bone  marrow.  We  see,  for  example,  that  a marked 
anemia  may  be  suddenly  transformed  after  the 
spleen  is  removed. 

Speaking  about  splenic  anemia,  it  was  first  de- 
scribed in  1883  by  Guido  Banti  of  Florence.  There 
are  three  stages  of  enlargement  of  the  spleen  and 
it  is  interesting  to  mention  the  time  order.  The 
first  stage  is  the  longest  and  may  occupy  a period 
of  time  ranging  from  ten  to  twelve  years.  Second 
is  the  stage  in  which  the  liver  becomes  gradually 
enlarged,  and,  third,  the  shrinking  of  the  liver, 
with  ascites,  and  the  stage  Dr.  Haggard  mentioned. 
The  time  for  the  diagnosis  is  in  the  first  stage,  for 
if  we  wait  until  the  later  stages,  certain  general 
changes  will  have  taken  place  and,  though  we  may 
stop  the  disease,  as  we  would  a luetic  disease  at  a 
certain  point,  certain  permanent  marks  are  left; 
therefor,  we  should  make  the  diagnosis  early. 

In  pathology  there  is  fibrosis  of  the  spleen  and 
the  changes  in  the  bone  marrow,  the  red  bone  mar- 
row, and  the  other  well-known  conditions. 

As  to  the  etiology  of  Banti’s  disease,  or  splenic 
anemia,  I was  glad  to  hear  what  Dr.  Haggard  had 
to  say  about  it.  Ordinarily  it  is  said  that  etiology 
is  unknown  and,  therefore,  when  you  find  out  what 
has  caused  a certain  group  of  symptoms  the  case 
goes  out  of  Banti’s  disease  into  another  classifica- 
tion, leaving  Banti’s  disease  to  unknown  causes. 
The  infectious  origin  is  very  important  and  re- 
quires more  study  and  consideration.  I would  offer 
these  two  thoughts  for  consideration:  If  it  is  in- 
fectious, why  does  it  not  affect  the  liver,  which  is 
essentially  of  the  same  structure?  No  one  has 
ever  obtained  positive  cultures  from  the  spleen, 
but  there  are  clinical  conditions  which  make  one 
think  it  is  infectious.  The  etiology  is  not  so  im- 
portant as  the  diagnosis  and  treatment.  I think 
the  diagnosis  of  this  disease,  symptoms  and  the 
method  of  treatment  are  very  well  established. 
In  the  clinical  history  of  Banti’s  disease  we  find 
chronic  gross  enlargement,  a certain  tendency  to 
hemorrhage,  and  digestive  disturbances.  I believe 
that  digestive  disturbances  have  an  important  place 
in  the  history.  Patients  complain  of  pain  in  the 
epigastrium  and  of  gas. 

The  treatment  is  essentially  surgical.  In  han- 
dling these  cases  medically  the  patient  should  have 
iron  and  various  tonics,  but  before  doing  a spenec- 


tomy  it  is  wise  to  give  a transfusion.  If  there  is 
a drop  in  the  hemoglobin  to  below  40  it  is  always 
well  to  transfuse  24  to  48  hours  before  a splenec- 
tomy is  to  be  done. 

DR.  R.  L.  SANDERS,  Memphis:  Dr.  Haggard’s 
paper  is  quite  complete.  Dr.  Peters  has  also  added 
points  of  interest  in  his  discussion.  I arise  to  em- 
phasize a few  phases  of  the  subject  and  to  confess 
that  I have  operated  on  cases  of  acute  purpura 
hemorrhagica  with  fatal  results.  It  is  quite  true 
that  splenic  anemia,  hemolytic  jaundice  and  pur- 
pura hemorrhagica  are  all  amenable  to  surgical 
treatment  by  splenectomy.  In  fact,  I know  of  noth- 
ing more  striking  than  the  prompt  relief  obtained 
in  such  cases.  The  spleen  is  usually  quite  large  in 
cases  of  Banti’s  disease  and  hemolytic  jaundice, 
less  so  in  the  purpura  cases.  There  is  often  much 
technical  difficulty  in  performing  splenectomy  for 
Banti’s  disease.  Troublesome  adhesions  are  en- 
countered and  many  large  friable  vessels  may  be 
found  beneath  the  diaphragm,  making  hemorrhage 
quite  a factor.  We  have  found  the  long  five-yard 
roll  of  gauze,  advocated  by  Balfour,  very  helpful 
in  removing  the  spleen.  The  organ  is  elevated, 
and  the  fossa  packed  with  the  gauze.  This  assists 
in  controlling  the  hemorrhage  and  keeping  the 
spleen  delivered. 

Pulmonary  complications  are  more  frequent  fol- 
lowing splenectomy  for  Banti’s  disease  than  for 
other  splenic  diseases.  This  fact,  together  with 
marked  evidence  of  perisplenitis,  rather  favors  the 
infectious  theory  regarding  Banti’s  disease. 

The  essayist  stated  that  the  mortality  is  very 
great  when  splenectomy  is  done  in  cases  of  acute 
purpura  hemorrhagica.  I can  testify  to  the  truth- 
fulness of  this  statement.  I have  operated  on  three 
such  cases  and  all  of  them  died.  In  one  case  a 
lymphosarcoma  of  the  small  intestine  was  found, 
although  the  picture  was  that  of  a purpura  hemor- 
rhagica. It  is  doubtful  whether  or  not  this  case 
should  be  placed  in  that  group.  The  other  two 
■cases  were  quite  definite,  the  blood  platelets  were 
quite  low  and  were  declining  when  surgery  was 
attempted.  In  the  future  we  shall  not  remove  the 
spleen  in  the  presence  of  such  an  acute  case  with 
a rapid  decline  in  the  already  low  platelet  count. 

In  the  chronic  purpura  cases  splenectomy  is  fol- 
lowed by  most  brilliant  results. 

Occasionally  we  see  a marked  splenomegaly  as- 
sociated with  lues.  Active  treatment  will  not  keep 
the  Wasserman  reaction  negative.  Splenectomy 
cures  such  cases  and  after  the  operation  all  evi- 
dence of  syphilis  disappears. 

Dr.  Haggard’s  paper  is  very  timely.  He  has 
given  us  the  cream  of  present-day  surgical  thought 
regarding  the  surgical  treatment  of  the  spleen. 
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A NEW  STAIN  FOR  TUBERCLE  BACILLUS’^ 


Charles  G.  Ransom,  Nashville 


IN  the  development  of  this  stain,  acknowl- 
edgment is  hereby  made  to  the  Davidson 
County  Tuberculosis  Hospital  for  assist- 
ance in  furnishing  material  for  examina- 
tion. This  work  has  extended  over  a period 
of  one  year. 

Specimens  of  sputum  were  selected  in 
this  series.  In  all,  1,250  samples  were  ob- 
tained from  the  hospitals  which  would  per- 
mit of  study  of  the  organisms  present  in 
varying  numbers. 

Comparative  study  was  made  with  the 
Ziehl-Neelsen  carbol  fuchsin  stain.  As  is 
well  known,  carbol  fuchsin  applied  to  tuber- 
cle bacilli  results  in  a deep  red  color,  which 
is  imparted  to  the  organisms,  as  opposed 
to  a less  deep  but  more  brilliant  red  color 
when  the  stain  in  question  is  used.  This 
point  is  well  taken,  especially  in  very  fluid 
sputums,  which  are  semi-transparent,  and 
the  number  of  organisms  is  reduced.  It  is 
also  of  value  in  those  organisms  which  have 
only  a slight  tendency  toward  retaining  the 
red  stain,  which  is  easily  removed  with  acid 
alcohol.  No  organism  belonging  to  the 
various  strains  of  tubercle  bacilli  fails  to 
take  the  brilliant  red  stain  as  checked  with 
the  carbol  fuchsin  method.  There  is  no 
material  difference  in  the  time  of  applica- 
tion or  in  the  other  steps  of  the  technique. 
The  new  stain,  however,  may  stain  success- 
fully in  one  minute. 

In  an  effort  to  obtain  comparative  results 
by  diluting  sputums  with  saline,  thereby  ma- 
terially decreasing  the  number  of  organisms 
to  the  field,  50  smears  were  made,  showing 
the  following  results: 

No.  OF  Bacilli  per  Field 


Group  I. 

25 

specimens  . 

Carbol 
Fuchsin 
...  2-5 

Ransom 

3-8 

Group  II. 

15 

specimens  . 

. . . 6-9 

8-12 

Group  III. 

10 

specimens  . 

. . . 9-14 

12-17 

This  serves  to  prove  the  likelihood  of 
overlooking  tubercle  bacilli  by  the  carbol 


_ *From  the  Department  of  Bacteriology,  Nash- 
ville_  General  Hospital,  Chas.  G.  Ransom,  Director 
Clinical  Laboratory,  Nashville,  Tennessee. 


fuchsin  method  as  opposed  to  the  easily  dis- 
cernible brilliant  red  color  of  the  new  stain. 

Safranin,  which  is  the  base  of  this  stain, 
was  made  in  various  strengths,  ranging 
from  a 1 per  cent  solution  to  that  of  com- 
plete saturation.  It  was  found  that  a solu- 
tion of  from  1 to  8 per  cent  was  capable  of 
producing  the  desired  stain  so  as  to  with- 
stand the  decolorizing  agent,  but  the  shade 
of  color  was  too  faded  to  make  the  results 
convincing.  In  the  employment  of  an  acid, 
strengths  ranging  from  .05  per  cent  to  10 
per  cent,  using  hydrochloric  acid  were  tried. 
Other  mineral  acids  were  tried  but  were 
discarded.  Effort  was  then  turned  toward 
developing  a satisfactory  stain,  using  an 
alkaline  solution. 

Preparation  of  the  stain  which  was  most 
suited  for  this  purpose  is  as  follows : 

Preparation  of  Stain 

100  cubic  centimeters  of  distilled  water. 

10  cubic  centimeter  of  n/10  NaOH  or  1 c.c.  of 
n/1  NaOH. 

4%  or  4 grams  of  safranin. 

Dissolve  well. 

There  seemed  to  be  material  advantages 
of  this  over  the  well-known  carbol  fuchsin 
method.  They  may  be  enumerated  as  fol- 
lows : 

(1)  The  ease  with  which  the  solution  is 
prepared. 

(2)  It  is  more  stable  and  less  liable  to 
precipitation. 

(3)  The  development  of  a brilliant  red 
over  a dull  deep  red  color. 

(4)  The  likelihood  of  overlooking  tuber- 
cle bacilli  in  liquid  sputums  is  much  less- 
ened. 

(5)  May  be  stained  satisfactorily  in  less 
time. 

Public  health  laboratories,  hospitals,  tu- 
berculosis sanitariums  and  private  labora- 
tories desiring  to  use  or  try  this  new  stain 
may  write  to  Charles  G.  Ransom,  Director 
of  Clinical  Laboratory,  Nashville  General 
Hospital,  Nashville,  Tennessee. 
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INJURIES  OF  THE  EYE* 


T.  C.  Chapman,  M.D.,  Brownsville 


By  injuries  of  the  eye  is  understood  all 
changes  that  may  be  caused  by  trau- 
matism of  mechanical,  thermal,  elec- 
trical, or  chemical  forces.  Few  injuries  are 
confined  to  one  membrane  of  the  eye,  and 
injury  to  one  portion  may  be  felt  in  an- 
other, affecting  the  cosmetics  or  the  func- 
tion of  the  eye,  or  both.  Although  the  eye 
has  been  protected  by  nature  by  the  orbital 
rim  and  by  the  lids,  still  its  exposed  position 
renders  it  peculiarly  liable  to  injury,  and  the 
traumatism,  which  would  be  unimportant 
elsewhere,  is  here  serious  to  the  happiness 
and  to  the  earning  power  of  the  injured. 
About  8 per  cent  of  the  non-fatal  industrial 
accidents  are  to  the  eyes,  and  10  per  cent 
of  our  blindness  is  due  to  these  accidents. 
This  assumes  a great  importance  in  the  loss 
of  time  to  industry,  and  in  the  liability  of 
the  community  to  care  for  the  blind. 

A clinical  classification  of  wounds  of  the 
eye  is  anterior  wounds  through  the  cornea, 
lateral  wounds  through  the  ciliary  region, 
and  posterior  wounds  through  the  con- 
junctiva and  sclera;  and,  further,  as  pene- 
trating and  non-penetrating.  In  practice 
we  should  note  the  size,  shape,  direction, 
character,  and,  of  greatest  importance  in 
penetrating  wounds,  as  to  whether  or  not 
there  is  retention  of  the  foreign  body  with- 
in the  globe,  and  what  that  body  is.  The 
diagnosis  as  to  position  may  be  made  with 
the  X-ray,  and  a history  of  the  case  usually 
clears  up  the  nature  of  the  penetrating  ob- 
ject, which  points  are  essential  as  to  our 
course  of  treatment.  If  the  retained  object 
is  iron  or  steel,  it  is  necessary  that  it  be ' 
removed  or  the  eye  enucleated.  This  is 
usually  best  accomplished  by  the  use  of  a 
giant  magnet,  an  incision  through  the  sclera 
being  made  at  a point  nearest  the  foreign 
body.  No  time  should  be  lost  before  using 
the  magnet,  as  encapsulated  magnetizable 
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objects  are  frequently  impossible  to  remove. 
Where  the  foreign  body  is  brass  it  is  equally 
essential  to  remove  it  or  to  enucleate  the 
eye.  Only  an  aseptic  and  chemically  in- 
different body  can  be  retained  in  the  globe 
without  causing  irritation  and  inflamma- 
tion. The  length  of  time  a foreign  body 
has  been  in  an  eye  is  important,  as  the 
longer  it  has  been  there,  the  greater  is  the 
possibility  of  full  tolerance  being  estab- 
lished. 

Here,  I want  to  report  a case  of  gun- 
shot wound  in  right  eye,  corneo-scleral  mar- 
gin, by  one  No.  5 shot  while  shooting  quail. 
Patient  came  to  the  office  on  December  27, 

1920,  within  one  hour  after  receiving  the 
injury.  Anterior  chamber  filled  with 
blood,  iris  protruding;  vision,  light  percep- 
tion. X-ray  showed  shot  behind  globe  on 
bony  wall  of  orbit.  Treatment : Iridectomy 
of  protruding  iris ; wound  covered  with  con- 
junctival flap;  prophylactic  dose  of  tetanus 
antitoxin  given.  Wassermann,  plus  4, 
hence  specific  treatment.  Kesults : Vision, 
20-20.  One  year  later  patient  reported 
eleven  birds  killed  out  of  twelve  shots,  using 
the  wounded  eye  to  shoot  with.  I want  to 
stress  the  importance  of  a Wassermann  in 
these  graver  eye  injuries,  as  unless  specific 
treatment  is  instituted  when  indicated,  a 
uveitis  usually  intervenes,  with  an  added 
chance  to  lose  the  eye. 

Another  case  of  penetrating  wound  of 
the  eye:  L.  B.,  aged  25.  Date,  July  26, 

1921.  Penetrating  stab  wound,  inner  can- 
thus,  right  eye,  extending  through  sclera, 
ciliary  body,  severing  iris,  and  cutting  three- 
fourths  across  cornea;  with  protusion  of 
iris,  loss  of  lens,  and  loss  of  about  15  per 
cent  of  vitreous.  Enucleation  advised  and 
refused.  Wound  cleansed,  50  per  cent  solu- 
tion of  argyrol  instilled,  iris  replaced, 
wound  closed  with  conjunctival  flap.  Vision 
now,  almost  seven  years  after  accident, 
with  correcting  lens,  20/100.  No  history 
of  sympathetic  irritation.  I am  reporting 
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this  case  to  show  that  eyes  apparently  hope- 
lessly injured,  are  sometimes  saved,  and  as 
one  showing  a gross  injury  of  the  ciliary 
body  without  a following  sympathetic 
ophthalmia  after  a lapse  of  nearly  seven 
years. 

By  far  the  largest  number  of  eye  injuries 
are  small  foreign  bodies  under  the  lids  or 
imbedded  in  the  cornea.  This  is  not  re- 
garded with  sufficient  seriousness  by  the 
average  individual,  and  frequently  a friend 
removes  the  foreign  body  with  a soiled 
handkerchief,  a toothpick,  a knife  blade, 
and  all  of  us  have  had  some  of  these  in- 
fected eyes  come  to  us  later,  with  a vision 
impaired  for  life.  The  importance  of  asep- 
sis in  dealing  with  these  cases  cannot  be  too 
much  impressed  on  the  laity,  and  for  that 
matter  on  physicians  themselves.  Foreign 
bodies  in  the  cornea  can  usually  be  removed 
with  a sharp  spud  with  very  little  trauma, 
and  yet  many  are  the  eyes  sacrificed  through 
false  economy  by  having  some  unskilled  per- 
son pick  a piece  of  emery  or  steel  from  the 
eye.  The  anaesthetic  to  be  used  is  butyn, 
as  it  does  not  dilate  the  pupil,  does  not  cause 
desquamation,  and  is  rapid  in  its  action. 
An  antiseptic,  as  argyrol  50  per  cent,  should 
always  be  used,  and  for  its  prolonged  anti- 
septic action,  I am  also  in  the  habit  of  using 
yellow  oxide  of  mercury  ointment  I or  2 per 
cent.  If  the  foreign  body  has  been  in  the 
eye  long  enough  to  cause  ciliary  injection,  a 
mydriatic  must  be  used.  In  infected  cor- 
neal wounds  5 cc.  to  10  cc.  of  sterilized  milk 
should  be  given  intramuscularly.  This  can 
be  obtained  in  ampoules  ready  for  use.  It 
should  be  repeated  in  three  or  four  days,  if 
needed.  Caution  should  be  exercised  not  to 
give  these  milk  injections  in  cases  of  sus- 
pected tuberculosis. 

Burns  of  the  eye  occurring  in  domestic 
life  are  usually  superficial  and  as  a rule 
not  serious.  With  proper  treatment  they 


usually  heal  in  twenty-four  to  forty-eight 
hours.  In  industrial  accidents  from  explo- 
sions, flames,  scalds,  etc.,  the  injury  is  fre- 
quently a deeper  burn  and  of  graver  con- 
sequence, some  even  terminating  in  a pan- 
ophthalmitis. The  treatment  of  simple 
burns  consists  in  the  removal  of  the  foreign 
body,  boric  acid  wash,  1 per  cent  butyn 
ointment  or  dionin  10  per  cent  for  the  pain, 
iced  compresses  for  the  swollen  condition, 
afterwards  hot  compresses  to  stimulate  the 
nutrition.  In  the  deeper  burns  atropine  is 
indicated  and  morphine  may  be  necessary 
to  relieve  the  pain.  The  deeper  burns  usual- 
ly involve  the  lids  and  from  30  to  40  per 
cent  result  in  the  formation  of  symble- 
pharon,  entropion,  trichiasis,  ankyloble- 
pharon, or  pterygium. 

Freezing  of  the  eyes  seldom,  if  ever,  oc- 
curs. I have  found  no  cases  reported  in 
the  literature. 

Electrical  burns  are  treated  the  same  as 
thermal;  however,  the  vision  is  frequently 
lost,  due  to  the  intense  light  of  the  flash 
being  focused  directly  on  the  macula. 

Chemical  injuries  of  the  eyes  may  be 
from  either  acids  or  alkalies.  The  treat- 
ment is  extensive  douching  with  water,  and 
neutralizing  the  acid  burns  with  weak  solu- 
tions of  soda,  lime  water  or  milk,  and  neu- 
tralizing the  alkali  with  very  dilute  acetic 
acid,  then  treating  the  eyes  as  a thermal 
burn,  except  in  ammonia  cases,  where  an 
immediate  paracentesis  of  the  cornea  should 
be  done,  as  experiments  show  that  soon  after 
the  injury  ammonia  is  found  in  the  aqueous. 

In  conclusion,  let  me  urge  the  importance 
of  early  skilled  treatment  of  all  ocular  in- 
juries, as  trivial  injuries  with  delayed  at- 
tention frequently  result  in  crippled  eyes. 


For  discussion  of  this  paper  see  page  351  of 
the  January  issue. 
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There  have  been  reported  at  intervals 
many  interesting  cases  of  cataract  of 
various  kinds  occurring  in  members 
of  the  same  family.  Nettleship  gave  the 
pedigree  of  a hundred  individuals  during 
five  generations,  thirty  of  ■whom  had  cata- 
ract. Wood,  in  this  country,  reported  six 
cases  of  cataract  in  two  generations  of 
thirty-three  persons.  A,  L.  Brown  recorded 
the  case  of  a woman  with  what  he  called 
congenital  nuclear  cataract,  whose  four  of 
five  children,  and  two  grandchildren,  had 
the  same  condition.  Recently  F.  N.  Knapp 
reported  hereditary  cataract  extending 
through  five  generations.  Koby  described 
a peculiar  type  of  familial  cataract,  consist- 
ing of  a number  of  opacities  varying  from 
thirty  to  one  hundred,  according  to  the  sub- 
jects, and  affecting  all  layers  of  the  crystal- 
line lens,  though  unequally.  Curtin  pre- 
sented six  cases  of  hereditary  cataract  in 
one  family,  the  cataracts  appearing  about 
the  eleventh  year.  Gonzalez,  a Mexican 
opthalmologist,  recently  carefully  studied 
congenital  cataract  seen  in  members  of 
Mexican  families.  This  by  no  means  com- 
pletes the  list  of  reported  cases. 

In  general,  the  mode  of  transmission  is 
from  an  affected  mother  to  her  children  of 
both  sexes,  and  then  from  the  females 
among  them  to  their  offspring,  though  there 
are  some  exceptions.  Many  congenital  eye 
anomolies  are  transmitted  in  a similar  way. 
There  have  been  many  theories  advanced 
regarding  the  etiology  of  transmission,  but 
none  of  them  have  proven  entirely  satisfac- 
tory, and  many  questions  concerning  family 
cataract  are  yet  to  be  answered.  The  effect 
of  consanguinity,  and  mental  deficiencies, 
have  been  suggested  as  “possible  etiological 
factors,  and  other  physical  deformities  have 
been  noted  in  conjunction  with  hereditary 
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cataract.  It  has  at  times  been  observed  in 
connection  with  general  disorders  and  dis- 
turbances of  metabolism,  such  as  syphilis, 
rickets,  tetany,  hyperglycemia  and  endo- 
crine dysfunction. 

Our  knowledge  in  regard  to  the  normal 
and  pathological  crystalline  lens  is  rapidly 
increasing.  This  has  in  a large  measure 
been  due  to  the  introduction  of  the  slit  lamp, 
for  the  anatomy  of  this  most  important  part 
of  the  eye  can  be  studied  as  never  before, 
and  it  has  opened  up  a fertile  field  for  in- 
vestigation in  morphology,  embryology  and 
serology,  and  will  be  of  immense  aid  in 
diagnosis  and  prognosis  of  one  of  the  most 
frequent  causes  of  blindness. 

The  cases  to  be  reported  deal  with  mem- 
bers of  two  separate  families,  recently  seen, 
and  both  exhibiting  rather  unusual  and  in- 
teresting forms  of  hereditary  cataract. 

Case  No.  1.  Mrs.  J.  W.  W.  Age  60  years. 
Parents  not  related.  Both  father  and  mother  had 
poor  eyes  Father  -was  very  “nearsighted.”  Hus- 
band had  good  eyes.  General  health  has  al-ways 
been  good  except  for  occasional  attacks  of  “rheu- 
matism.” Vision  has  been  poor  as  long  as  she 
can  remember.  Has  never  used  glasses  as  none 
ever  seemed  to  improve  her  vision.  Right  eye. 
Vision  20/200.  Unimproved  by  glasses.  Direct 
illumination.  The  •whole  pupillary  space  is  filled 
by  a large  number  of  small,  round  fiattened  opaci- 
ties, varying  slightly  in  size  and  which  do  not 
coalesce.  They  are  so  numerous  that  the  fundus 
cannot  be  made  out,  and  are  more  marked  in  the 
central  area.  Left  eye.  Vision  20/200.  Unim- 
proved by  glasses.  The  opacities  are  as  numer- 
ous, and  a stellate  arrangement  appears  in  the 
central  area  of  the  pupil  and  in  the  posterior  part 
of  the  lens.  In  addition  there  are  a few  spoke- 
like opacities  that  we  commonly  see  in  incipient 
senile  cataract. 

Case  No.  II.  Mrs.  I.  N.  C.  Daughter.  Age  35. 
Married  four  years.  No  children.  No  miscarriages. 
Mother  had  noticed  that  her  eyes  seemed  poor 
when  a child,  but  only  put  on  glasses  five  years 
ago.  Right  eye.  Vision  20/100.  Improved  -with 
glasses  to  20/70.  Opacities  similar  to  mothers, 
dense  in  central  area.  Clearer  space  around  outer 
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edge  of  pupillary  area.  Left  eye.  Vision  15/200. 
Improved  with  glasses  to  20/50.  Opacities  not  quite 
so  numerous  as  in  right  eye.  No  pathology  seen 
in  fundus.  Wearing  O.  D. + 50=+1.25  cyl.  ax 
160.  O.  S.  —.75  = — 1.00  cyl.  ax  10. 

Case  No.  III.  H.  W.  Son.  Age  24.  Has  only 
had  diseases  of  childhood.  Eyes  have  always  been 
bad.  Has  worn  glasses  for  past  few  years.  Uri- 
nalysis negative.  Blood  Wassermann — negative. 
Blood  sugar — 100  mgs.  per  100  c.c.  blood  Right 
eye.  Vision  20/200.  With  glasses  20/70.  The 
round  opacities  are  scattered  throughout  the  pupil- 
lary area,  but  on  dilatation  there  is  a slightly 
clearer  peripheral  zone.  In  the  posterior,  central 
area  there  is  a typical  stellate  figure.  Left  eye. 
Vision  20/200.  With  glasses  20/100.  There  is  a 
similar  condition  of  the  lens  of  this  eye.  The  stel- 
late figures  are  well  made  out  on  oblique  illumi- 
nation, and  appear  whitish.  Wearing:  R.  + 1.50 
cyl.  ax  75  L.  -|-1.50  cyl.  ax  105. 

Case  No.  IV.  L.  W.  Daughter.  Age  21.  This 
patient  was  the  first  one  seen,  two  years  ago. 
There  is  nothing  significant  in  the  past  history. 
Vision  has  been  noticeably  poor  for  past  four  or 
five  years.  Eyes  show  condition  similar  to  other 
members  of  family,  though  not  to  such  a marked 
degree.  Vision  20/70  in  each  eye,  slightly  improved 
with  R.  -I-.75  cyl.  ax  45.  L.  ”75  cyl.  ax.  20. 

There  is  another  sister  whom  I have  not  ex- 
amined, but  who  has  poor  vision.  I examined  a 
niece  of  Mrs.  W.,  and  her  son,  age  7,  and  found  no 
lenticular  opacities  in  either  of  them. 

The  second  series  consists  of  a male,  his 
married  sister  and  one  of  her  daughters. 

Case  No.  V.  The  man,  F.  W.  T.,  age  37,  was 
first  seen  a few  months  ago.  His  mother  and 
father  were  not  related.  He  had  first  noticed  his 
vision  becoming  poor  about  12  years  ago.  Vision 
R.  =20/50.  L.  =20/30.  On  examination  with  the 
ophthalmoscope  numerous  small,  round,  oval  and 
also  somewhat  spindle  shaped  opacities  occupy  the 
pupillary  areas  of  both  eyes.  They  appear  more 
dense  in  the  center.  Fundus  examination  shows 
no  abnormality. 

Case  No.  VI.  Mrs.  J.  E.  P.  Sister.  Age  40. 
Husband  living  and  well,  and  has  no  opacities  of 
lenses.  Mother  of  seven  children,  five  girls  and 
two  boys.  Began  to  notice  about  ten  years  ago 
that  vision  was  poor.  Has  never  been  able  to  get 
glasses  that  seemed  satisfactory.  Is  wearing 
strong  myopic  lenses.  Examination  shows  the  same 
opacities  seen  in  brother’s  eyes,  but  to  a slightly 
more  marked  degree.  These  opacities  are  just 
barely  made  out  with  oblique  illumination  and  do 
not  appear  bluish  as  do  the  rare  forms  of  real 
punctate  cataract,  but  they  show  clearly  as  grayish 
spots  with  the  ophthalmoscope. 


The  seven  children  of  Mrs.  J.  E.  P.  varied  in 
age  from  three  to  fifteen  years.  Each  one  of 
these  children  was  examined  with  the  ophthal- 
moscope, but  the  second  daughter  was  the  only  one 
in  whom  lenticular  opacities  were  found. 

Case  No.  VII.  N.  P.  Daughter.  Age  13.  No 
history  of  convulsions  or  any  serious  illness.  Well 
developed  and  nourished.  Pupils  large.  Opacities 
of  same  type  as  mother’s  and  uncle’s,  but  are  not 
so  numerous.  They  are  more  marked  in  the  cen- 
tral area  but  do  not  fill  the  pupillary  space.  She 
does  not  wear  glasses,  but  holds  things  close  to 
eyes  when  reading. 

General  Remarks 

The  cases  reported  follow  the  general  rule 
of  transmission  from  an  affected  female. 
There  were  no  consanguinous  marriages. 
They  all  appear  intelligent,  and  have  a fair 
education.  Two  of  them  completed  the  sev- 
enth and  eighth  grades  and  only  stopped  on 
account  of  their  eyes.  They  are  well  de- 
veloped physically  and  show  no  other  physi- 
cal abnormalities,  or  signs  of  degeneracy. 
The  opacities  would  seem  to  increase  with 
age,  as  they  were  less  pronounced  in  the 
youngest,  and  the  older  the  patient,  the  more 
marked  was  the  condition.  The  individual 
eye  histories  would  tend  to  bear  out  this 
conclusion.  Judging  by  the  oldest  subject, 
these  opacities  would  seem  to  predispose  to 
senile  degeneration  of  the  lens.  The  area 
of  clear  cortex  seen  in  the  younger  mem- 
bers showed  adult  growth  of  the  lens  which 
had  not  yet  been  affected.  The  condition  in- 
terferes with  vision  but  not  seriously  so 
except  in  the  older  members.  Those  having 
the  stellate  figure  in  what  appeared  the 
posterior  part  of  the  lens,  of  course,  had 
poorer  vision  than  those  without  it.  There 
was  not  nystagmus  in  any  of  them,  and  no 
fundus  abnormalities  were  seen. 

The  condition  as  observed  in  both  families 
appeared  to  me  to  be  a somewhat  unusual 
type  of  lamellar  or  zonular  cataract  with  a 
tendency  to  degeneration  of  the  clearer  cor- 
tex. We  can  only  speculate  as  to  the  etiol- 
ogy of  these  and  similar  cases,  but  the  more 
research  that  is  done  along  this  line,  the 
sooner  will  we  be  able  to  understand  them 
and  more  intelligently  treat  them. 

None  of  the  cases  reported  have  been  ex- 
amined with  the  slit  lamp,  and  none  of  them 
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have  been  operated  upon.  The  data  are,  I 
realize,  incomplete — the  cases  having  been 
observed  over  so  short  a period,  but  their 
rather  unusual  character  made  them  seem 
to  me  worthy  of  consideration  at  this  time. 


DISCUSSION 

PRESIDENT  SIMPSON.  Dr.  Sullivan,  of  Nash- 
ville, will  now  open  the  discussion. 

DR.  ROBERT  SULLIVAN,  Nashville:  Mr. 
Chairman,  I did  not  realize,  until  I heard  Dr. 
Leach’s  paper  and  tried  to  look  up  some  abstracts 
on  this  subject,  how  full  the  literature  was  of  the 
cases  reported  of  hereditary  cataract,  and  the 
many  different  conclusions  arising  out  of  the  causa- 
tive factors  of  it. 

Several  problems  necessarily  arise  in  any  dis- 
cussion of  hereditary  cataracts.  It  might  be  a 
sociological  or  scientific  question,  a question  as  to 
where  a mother  should  be  permitted,  and  whether 
you  should  advise  her  to  marry  or  not,  and  the 
chances  are  that  her  children  and  her  children’s 
children  will  have  hereditary  cataract;  there  would 
be  probably  half  of  them  would  have  cataract. 

We  should  investigate  the  nature  of  the  defect, 
whether  developmental  or  metabolic — its  origin — 
mode  of  transmission — variability  within  a group. 
Because  there  is  a definitely  varying  difference  in 
certain  groups.  Relations  to  other  peculiarities 
that  the  affected  individuals  may  show.  Eastman 
found  that  not  quite  half  of  the  patients  were 
muscle  wasting,  an  atropic  condition  of  the  mus- 
cles, atropia,  and  asthma,  involvements  of  the  mas- 
toid, about  half  of  these  patients  may  have  heredi- 
tary cataract,  or  some  metabolic  change  or  symp- 
toms, and  it  is  interesting  to  study  these  cases  of 
muscle  waste. 

The  etiology  of  acquired  cataract  may  be  used 
as  a guide  in  the  study  of  the  etilogy  of  congenital 
cataracts.  It  is  probably  that  many  as  yet  un- 
known factors  enter  into  the  etiology  of  congenital 
cataracts.  It  is  very  difficult  to  determine  the 
stage  of  development  at  which  the  cataract  has 
formed  and  it  is  also  very  difficult  to  determine 
the  immediate  etiological  factors  of  the  role  played 
by  the  maternal  organism. 

But  in  spite  of  all  this,  a parallelism  may  be 
established  between  the  etiological  factors  in  both 
acquired  and  congenital  cataracts. 

It  has  been  established  that  acquired  cataracts 
may  develop  following: 

1.  Inflammatory  diseases  of  the  eye. 

2.  Diabetes,  nephritis,  rickets,  etc. 

3.  Intoxication  by  naphthalin,  ergotin,  eserin, 
etc. 


4.  Traumatism. 

5.  It  is  equally  well  known  that  cataract  is  often 
hereditary  or  familial. 

All  of  the  above  causes  may  be  present  during 
intrauterine  life  but  in  addition,  the  following  fac- 
tors must  be  added: 

1.  Disorders  in  the  development  of  the  eye. 

2.  Influence  of  the  maternal  organism. 

The  result  of  all  the  recent  investigations  shows 
that  the  following  are  actual  causes  of  congenital 
cataract : 

1.  Inflammatory  diseases  of  the  fetus. 

2.  Defects  of  the  development  of  the  eye. 

3.  Constitutional  diseases. 

4.  Traumatism — by  that  I mean  traumatism  be- 
fore birth,  but  that  is  exceedingly  rare. 

It  has  been  said  and  perhaps  correctly,  .after 
the  study  of  a large  number  of  pedigrees  of  fami- 
lies, affected  with  such  types  of  cataracts,  that 
on  the  whole  their  inheritance  follows  a line  of 
descent,  corresponding  to  the  law  of  Mendel.  That 
the  inheritance  will  be  in  a direct  line  of  descent 
and  in  any  given  generation,  one-half  or  practically 
one-half  of  the  children  will  show  the  defect,  the 
other  half  will  be  normal.  The  affected  ones  in 
the  generation  will,  if  they  have  children,  have 
them  in  the  proportion  of  one-half  affected  and 
one-half  normal  and  the  normal  ones  of  the  gene- 
ration will  have  only  normal  children  or  grand- 
children. 

As  to  the  sociological  question  of  marriage  of 
such  individuals,  it  can  be  answered  fairly  well 
by  reading  a report  made  some  time  ago  of  ocular 
diseases  in  general,  I mean  not  only  of  hereditary 
cataract,  but  people  that  have  some  congenital 
ocular  disease. 

In  the  questions  sent  out  by  Dr.  Loeb  there  were 
286  families,  and  of  that  number  fathers  affected, 
145;  mothers,  152.  Now  the  number  of  children 
affected  was  589;  unaffected,  428,  which  is  a per- 
centage of  affection  of  the  eyes  of  58  per  cent. 

DR.  R.  H.  NEWMAN,  Knoxville:  I would  like 
to  report  a case  of  congenital  cataract  occurring 
in  the  same  family.  There  is  no  history  of  cataract 
in  any  of  the  members  of  either  family,  neither  of 
their  parents,  grandparents,  or  any  of  the  relatives, 
so  far  as  I could  make  out.  The  father  is  a healthy 
man;  the  mother  died  of  pellagra.  Four  years  ago 
this  girl  came  in  with  congenital  cataract  of  both 
eyes,  the  lens  were  uniformly  cloudy  with  a small 
portion  about  one  millimeter  of  the  margin  of 
clear  lens.  She  was  given  at  that  time  a dis- 
cission, and  I gave  her  good,  useful  vision  in 
both  eyes.  In  fact,  she  was  able  to  carry  on,  go 
to  school  and  work,  and  within  a few  years  later 
she  died  of  pellagra.  A few  days  ago  in  comes 
this  sister,  who  is  seven  years  old,  and  first  noticed 
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something  wrong  with  her  eyes  two  years  ago,  and 
she  has  exactly  the  same  condition  that  her  sister 
had,  so  I have  operated  both  her  eyes  now,  and 
she  seems  to  be  getting  along  very  well.  Of  course 
it  is  too  early  to  predict  the  outcome,  but  these 
conditions  seem  to  me  to  come  in  a classification 

that  Dr.  Sethmeyer  calls  — vision. 

Somehow  or  another  it  is  not  finished,  but  it  does 
last;  the  structure  of  the  retina  is  all  right,  but 
it  does  not  last;  the  lens  structure  is  all  right,  but 
it  does  not  last.  The  effect  that  pellagra  had  on 
this  family  I think  is  well  to  consider,  and  pellagra 
is  something  that  we  know  very  little  about  at  all. 


I think  this  classification  is  very  interesting,  I 
think  it  affords  a field  of  considerable  investigation. 

DR.  LEACH,  Knoxville  (closing)  : Just  a few 
words  in  closing.  The  purpose  of  the  paper  was 
really  to  stimulate  interest  in  lens  pathology.  When 
we  find  these  unusual  cases  it  is  always  well  to 
inquire  into  the  family  history  to  see  if  we  can 
find  any  other  members  with  the  same  condition, 
because  when  we  do  find  them  in  members  of  the 
same  family  in  the  various  stages,  we  are  better 
able  to  treat  them,  to  decide  whether  or  not  they 
should  be  operated  on,  and  if  they  are  to  be  operated 
on,  what  kind  of  operation  should  be  done. 


We  can’t  understand  why  there 
seems  to  be  so  much  influenza 
when  all  the  papers  are  full  of 
advertisements  of  remedies  ab- 
solutely guaranteed  to  prevent 
and  cure  it. 

— Nashville  This  Week 
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NEW  METHODS  OF  TRACTION  IN  FRACTURE  WORK* 


Edward  T.  Newell,  B.S.,  M.D.,  F.A.C.S.,  Chattanooga 


IN  an  emergency  service  in  the  treatment 
of  fractures  it  should  be  the  aim  of  the 
surgeon  to  have  not  only  a sufficient 
equipment  to  do  good  work,  but  one  that  is 
simple  and  one  that  requires  the  fewest 
number  of  assistants  consistent  with  ef- 
ficient work. 

This  equipment  should  be  kept  assembled; 
the  fracture  team  or  assistants  should  be 
trained  to  the  work  to  obtain  the  best  re- 
sults. 

The  Triad  in  fracture  treatment  is 
relaxation,  traction  and  equipment.  The 
relaxation  is  obtained  by  general  anesthe- 
sia; the  traction  may  be  obtained  by  pull- 
ing on  the  extremity  by  the  surgeon  or  his 
assistant — and  in  the  case  of  the  fracture 
in  the  upper  arm  or  thigh  in  a strong  mus- 
cular individual,  it  may  be  necessary  to 
make  use  of  the  Hawley  or  some  similar 
table. 

The  Hawley  table  or  the  Albee  table  are 
more  or  less  cumbersome,  expensive,  and  to 
obtain  good  results  it  is  necessary  to  use 
these  tables  frequently.  They  occupy  a 
great  deal  of  space  and  it  is  usual  to  have 
a special  fracture  room  in  which  to  keep 
such  tables  and  equipment. 

To  an  orthopedist  or  one  who  does  only 
bone  surgery,  a Hawley  table  is  indispen- 
sable, but  the  General  Surgeon,  the  indus- 
trial surgeon  or  the  railway  surgeon  sel- 
dom has  use,  or  space,  for  one  of  these 
tables.  Very  few  cases  require  the  Hawley 
tables  to  obtain  the  proper  result  even  in  a 
large  emergency  fracture  service.  Yet  a 
certain  definite  number,  as  outlined  above 
(in  robust  individuals) — upper  arm  or 
thigh— could  not  be  satisfactorily  handled 
in  the  past  without  the  use  of  this  table. 
For  this  reason,  I devised  the  simple  appara- 
tus which  I am  presenting  to  you  today  for 

*Read  before  the  Section  of  Railway  Surgery  of 
the  Tennessee  State  Medical  Association,  Nashville, 
April  10,  1928. 


your  consideration  and  criticism  in  the 
treatment  of  those  few  cases  that  have  re- 
quired the  Hawley  or  Albee  table  in  the 
past. 

The  apparatus  consists  of  a compound 
pulley;  what  is  known  to  timber  men  as  “a 
snatch  block,”  and  to  steamboat  men  as  “a 
block  and  tackle.”  You  have  four  times  the 
power,  with  this  compound  pulley,  that  you 
would  ordinarily  have,  and  in  addition  it  is 
uniform  in  its  traction.  Between  the  com- 
pound pulley  and  the  wall,  to  which  it  is 
attached  by  one  end,  there  is  inserted  a pair 
of  scales  capable  of  lifting  eighty  pounds. 
The  other  end  of  the  pulley  is  attached  to 
the  foot  of  the  fractured  leg,  that  is  sup- 
posed to  have  over  riding  (shortening)  of 
the  femur.  A like  pair  of  scales  is  attached 
in  similar  fashion  to  the  opposite  leg  by 
sash  cord  (no  pulley).  The  patient’s  legs, 
when  stretchers  are  applied,  will  register 
on  the  scales  the  amount  of  pull  that  is 
being  put  on  each  of  them.  It  is  unneces- 
sary on  the  unaffected  leg  to  put  more  than 
twenty-five  to  thirty  pounds  pull.  This  is 
applied  to  even  the  pull  and  to  prevent  tilt- 
ing of  the  pelvis.  There  are  also  two  addi- 
tional pairs  of  scales  attached  to  the  wall  of 
the  room,  opposite  the  scales  that  .are  at- 
tached to  the  legs.  These  are  attached  to 
the  patient’s  overalls  or  trousers  or  to  the 
“Reversible  Jacket,”  made  of  duck,  so- 
called  cotton  gunny  sack  material.  This 
suspends  the  patient  between  four  pairs  of 
scales,  and  in  tightening  up  on  the  com- 
pound pulley  there  is  no  undue  pressure  ex- 
erted on  any  part  of  the  body  or  any  of  the 
joints.  The  Hawley  table,  has  as  you  know, 
a stiff  steel  rod  through  the  center,  to  be 
placed  between  the  legs  of  the  patient  (well 
padded),  that  provides  counter  extension 
when  the  iron  shoe  attached  to  the  foot  is 
pulled  upon.  This  is  accomplished  by  tight- 
ening an  iron  screw  attached  to  a long  iron 
rod,  the  latter  being  attached  to  the  base  of 
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the  table.  You  see,  the  injured  extremity 
is  held  between  the  stiff,  unyielding  iron 
pin  and  iron  shoe. 

The  usual  adhesive  plaster  straps  are 
placed  on  the  arm  or  leg,  as  it  is  commonly 
used  in  the  application  of  the  Thomas  splint. 
The  Thomas  splint,  as  you  will  see  by  the 
photograph,  was  placed  on  the  injured  ex- 
tremity before  the  compound  pulley  is 
tightened,  and  when  the  desired  effect  is 
obtained,  the  rope  is  removed  from  the  pul- 
ley and  attached  to  the  Thomas  splint.  If 
Thomas  splint  is  not  desired,  the  plaster 
paris  cast  is  applied  over  the  adhesive  while 
traction  is  maintained. 

The  entire  equipment,  four  scales  and 
two  compound  pulleys,  can  be  purchased  for 
two  dollars  and  eighty-five  cents ; four 
scales,  forty  cents  each  ($1.60)  ; and  the 
two  pulleys  for  one  dollar  and  twenty-five 
cents.  Quite  a difference  between  this  and 
five  hundred  dollars,  the  usual  price  for  a 
Hawley  table.  The  equipment  suggested 
above  can  be  purchased  from  any  hardware 
store,  or  even  a cross  roads  store,  in  any  city 
or  village,  and  a surgeon  and  one  assistant 
can  do  the  work.  Of  course,  it  is  under- 
stood that  the  patient  is  being  anesthetized 
by  a competent  anesthetist,  and  an  X-ray, 
for  fluouroscopic  and  radiographic  examina- 
tion is  at  hand. 

From  the  limited  experience  that  I have 
had,  I do  not  believe  that  it  is  necessary  to 
use  more  than  forty  to  eighty  pounds  on 
the  injured  extremity  in  reducing  it,  pro- 
vided you  will  maintain  this  amount  of  pull, 
which  is  constant  and  steady,  for  a few  min- 
utes. It  has  been  known  for  a long  time, 
in  the  use  of  the  ordinary  Thomas  splint 
with  traction  in  the  Balkan  frame  with  wide 
abduction,  etc.,  that  from  fifteen  to  twenty- 
five  pounds  weight  is  all  that  is  necessary 
to  obtain  the  proper  amount  of  correction 


in  over-riding  (fractured  femur)  in  an  or- 
dinary individual,  provided  the  case  is 
treated  early.  Of  course,  the  fifteen  to 
twenty-five  pounds  used  in  this  instance  is 
not  a direct  pull  and  you  do  not  obtain,  on 
account  of  friction,  posture,  etc.,  a direct 
pull  equivalent  to  fifteen  to  twenty-five 
pounds. 

Experimenting  with  these  pulleys,  I 
found  that  an  “eighty-pound  pull”  on  these 
scales,  without  foot  against  the  wall,  is  all 
that  an  ordinary  man  can  pull,  and  this  he 
can  only  hold  for  a few  seconds.  With  foot 
against  the  wall,  a man  of  less  strength  and 
small  stature  can  hold  eighty  pounds  for 
possibly  one-half  a minute,  but  with  the 
compound  pulley,  with  your  left  hand  you 
can  easily  hold  eighty  pounds  on  these  scales 
indefinitely,  and  it  is  the  constant  pull  on 
the  muscles — antagonizing  the  contracted 
muscles — that  overcomes  them  and  the  over- 
riding, when  this  simple  apparatus  is  ap- 
plied. 

I have  not  had  sufficient  experience  in  the 
use  of  “the  compound  pulley”  to  definitely 
establish  an  opinion  as  to  its  usefulness,  but 
as  it  is  simple,  safe,  inexpensive  and  sane, 
I hope  that  further  use  and  experimenta- 
tion will  prove  it  to  be  of  some  real  merit 
in  the  treatment  of  the  cases  outlined  above. 


DISCUSSION 

DUNCAN  EVE,  JR.,  Nashville:  I have  enjoyed 
Dr.  Newell’s  paper  on  Treatment  of  Fractures 
of  Long-Bones.  The  doctor  spoke  of  his  method 
of  traction  requiring  less  room  or  space  than  the 
fracture  table.  I hardly  agree  with  Dr.  Newell, 
as  there  are  many  scales,  pulleys,  and  many  yards 
of  rope  to  be  attached  to  the  patient  and  to  the 
wall.  This  makes  the  apparatus  entirely  too  com- 
plicated, and  the  average  man  is  liable  to  become 
entangled  in  the  rope. 

I like  the  fracture  table  and  believe  that  more 
accurate  work  with  better  results  can  be  obtained 
with  the  use  of  the  fracture  table. 
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SARCOMA  OF  THE  MASTOID* 


Harley  Harris,  M.D.,  Memphis 


From  the  literature  available,  one  would 
gather  that  malignant  disease  of  the 
middle  ear  and  mastoid  is  rare.  Sar- 
coma of  this  region  is  extremely  rare,  and 
primary  sarcoma  of  the  mastoid  is  more 
unusual  still. 

Milligan  found  in  the  records  of  the  Lon- 
don Hospital,  for  a ten-year  period  during 
which  time  about  two  million  patients  were 
recorded,  that  there  were  thirty  cases  of 
malignant  disease  of  the  external  ear  and 
not  one  case  of  malignant  disease  of  the 
middle  ear  and  mastoid. 

Theoretically  at  least,  carcinoma  should 
be  more  frequent  after  the  age  of  forty,  and 
sarcoma  should  be  more  usual  in  younger 
individuals.  However,  Alexander  and  Leid- 
ler  have  both  reported  carcinoma  of  this 
region  in  individuals  seventeen  years  of  age. 
While  Milligan  reported  a case  of  angio- 
sarcoma in  a patient  sixty-three  years  of 
age,  sarcoma  does  usually  occur  in  young 
individuals.  Dench,  in  1903,  reported  a case 
of  endothelial  sarcoma  in  a child  eighteen 
months  old. 

The  majority  of  these  cases  die,  and  die 
early,  after  the  diagnosis  is  made.  Fried- 
enwald  and  Kelmer  reported  an  interesting 
case  of  sarcoma  of  the  mastoid.  Twenty- 
seven  months  after  operation  there  had  been 
no  recurrence  and  the  patient  was  appar- 
ently in  good  health.  The  reason,  I think, 
that  these  patients  die  is,  in  many  cases  at 
least,  due  to  the  fact  that  the  diagnosis  is 
not  made  early.  This  is  brought  out  by  the 
fact  that  those  operated  on  with  the  diag- 
nosis before  the  operater  live  longer  than 
the  patients  who  are  operated  on  two  or 
three  times  for  mastoid  and  then  a diag- 
nosis is  made  of  malignancy.  Tobey  saw  a 
patient  thirteen  years  after  operation  and 

*Read  before  the  Eye,  Ear,  Nose  and  Throat 
Section  of  the  Tennessee  State  Medical  Associa- 
tion, Nashville,  April  10,  1928. 


there  was  no  sign  of  recurrence  at  that 
time. 

The  case  in  question  was  a young  female 
adult  about  twenty  years  of  age  and  a dirt 
farmer  by  occupation.  She  was  first  seen 
by  Dr.  Conley  Sanford,  August  11,  1925. 
The  following  history  was  given  by  Dr.  San- 
ford : There  was  swelling  above  and  be- 
hind the  left  ear  which  began  two  months 
previously.  One  month  previously  the  pa- 
tient had  staggering  gait,  instability,  the 
mouth  was  drawn  to  the  right,  and  the  pa- 
tient was  unable  to  close  the  left  eye.  Two 
weeks  previously  there  was  a slight  dis- 
charge from  the  left  ear  with  no  pain.  The 
mass  back  of  the  left  ear  was  not  tender 
nor  had  there  been  any  pain  about  the  ear 
at  any  time.  The  Wassermann  was  nega- 
tive. The  general  physical  examination 
was  negative. 

I saw  the  patient  the  following  day : Au- 
gust 12,  1925.  The  left  ear  drum  was  dull, 
no  perforation,  no  discharge,  and  there  was 
no  sign  of  granulations  or  tumor  in  the 
canal  except  that  the  canal  was  smaller 
than  normal  as  if  from  a general  swelling. 
The  X-ray  showed  marked  increased  density 
in  all  mastoid  cells  on  the  left,  with  oblitera- 
tion of  most  of  the  cells.  There  was  no 
hearing  in  the  left  ear  and  labyrinthine 
tests  gave  no  response.  There  was  a history 
of  gradual  appearance  of  a tumor  and 
otherwise  as  above.  The  patient  had  suf- 
fered no  discomfort  at  any  time  until  three 
days  previously,  when  she  was  seized  with 
a fainting  spell  and  was  unconscious  for 
several  hours.  Since  that  time  she  had 
headache  and  pains  in  the  mastoid  region. 
Operation  was  advised  and  performed  the 
same  day  of  examination.  The  soft  tissue 
from  skin  to  bone  was  very  thick,  of  gray- 
ish red  color  and  was  apparently  the  perios- 
teum, but  had  the  consistency  of  lymph 
gland  tissue.  There  was  no  unusual 
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amount  of  bleeding  in  this  tissue,  but  in 
the  mastoid  there  was  continual  oozing 
throughout  the  operation.  The  bone  of  the 
mastoid  was  soft  and  all  cells  were  filled 
with  this  same  type  of  tissue — grayish  in 
appearance  and  of  the  consistency  of  lymph 
gland  tissue;  a little  stiff er  perhaps  than 
lymph  gland  tissue,  maybe  not  quite  as  re- 
sistant as  liver.  It  was  assumed  at  this 
time  that  the  soft  tissue  external  to  the  bone 
was  a markedly  thickened  periosteum,  since 
there  was  no  line  of  demarcation  between 
this  tissue  and  the  periosteum.  There  was 
much  involvment  in  the  zygomatic  region. 
Nothing  more  than  a rather  extensive  sim- 
ple mastoid  operation  was  done.  A large 
piece  of  tissue  was  sent  to  the  laboratory 
of  the  Methodist  Hospital  for  pathological 
examination.  A report  of  examination  of 
this  tissue  could  never  be  obtained. 

The  wound  healed  after  operation,  but  the 
mass  back  of  the  ear  increased  in  size  after 
four  weeks,  and  six  weeks  after  the  opera- 
tion the  mastoid  was  again  opened  and  be- 
cause of  the  unusualness  of  the  clinical  find- 
ings at  the  first  operation  the  mastoid  was 
gone  into  this  time  with  the  clinical  diag- 
nosis of  sarcoma.  There  was  found  much 
destruction  of  bone  and  a large  amount  of 
soft  tissue  as  well  as  bone  was  removed.  A 
specimen  was  sent  to  Dr.  J.  A.  McIntosh, 
who  made  a diagnosis  of  spindle-celled  sar- 
coma. Immediately  she  was  sent  for  X-ray 
treatments.  She  was  treated  by  Dr.  W.  S. 
Lawrence,  who  has  kept  her  under  observa- 
tion and  treatment  from  that  time  to  the 
present.  Treatment  is  being  kept  up. 

No  conclusion  can  be  drawn  from  this 
case  in  so  far  as  a cure  is  concerned,  be- 
cause the  tumor  was  rather  far  advanced 
when  she  was  first  seen,  but  we  can  say 
that  the  only  hope  for  either  type  of  malig- 
nancy about  the  ear  is  an  early  diagnosis 
and  radical  operative  procedure. 
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DISCUSSION 

DR.  E.  B.  CAYCE,  Nashville:  Mr.  Chairman 
and  Gentlemen:  I have  never  seen  a case  of  sar- 
coma of  the  mastoid,  so  anything  that  I might  add 
by  way  of  discussion  would  be  what  I have  secured 
from  looking  up  the  literature  on  the  subject.  Me-. 
Callum  says  that  it  is  impossible  ever  to  determine 
either  clinically  or  by  laboratory  findings  the  origin 
of  sarcoma. 

I think  the  doctor  is  very  fortunate  in  being  able 
to  save  the  patient.  They  are  proverbially  fatal, . 
and  I think  his  case  is  very  exceptional,  and  due 
to  his  skill  in  handling  the  complications  as  they 
arose. 

DR.  M.  M.  CULLOM,  Nashville:  Mr.  Chairman, 
about  1912  I had  a case  of  mastoid  in  a man  about 
forty  years  old.  It  was  a neglected  case,  and 
when  I operated  on  him  the  infiltration  extended 
so  far  back  and  the  destruction  was  so  great  that 
I had  an  examination  made,  which  disclosed  the 
fact  that  the  man  had  sarcoma.  It  is  the  only  case 
I ever  saw,  and  this  case  proved  fatal  in  about  a 
month.  But  they  are  very  rare  indeed,  and  in  the 
experience  that  I have  had  I have  only  seen  this 
one  case. 

DR.  ROBIN  HARRIS:  Sarcoma  clinically  is 
rather  a significant  affair.  It  is  interesting.  A 
man  who  has  seen  several  sarcomas  often  can  make 
a clinical  diagnosis ; sometimes  he  may  not  be  right, 
but  he  is  suspicious.  I remember  the  first  sarcoma 
I ever  saw.  And  I might  add  that  any  man  who 
took  his  preliminary  surgery  under  W.  A.  Bryan 
might  be  a little  more  interested  in  sarcomas  than 
an  ordinary  man  would  be,  and  might  be  a little 
more  capable  of  making  a diagnosis.  I remember 
the  first  sarcoma  I ever  saw  was  one  of  the  knee. 
The  diagnosis  was  made  clinically.  The  next  one 
I saw  was  a sarcoma  that  looked  like  a peritonsillar 
abscess,  and  I opened  it — I was  house  surgeon,  and 
the  visiting  surgeon  came  around  and  I told  him 
before  he  saw  the  patient  just  what  the  appear- 
ance was,  and  just  what  I did,  and  he  said  “that 
is  a sarcoma.”  The  diagnosis  was  confirmed  at 
biopsy.  Of  course  the  patient  died.  I saw  the 
patient  Dr.  Harley  Harris  has  described.  There 
was  something  significant  about  it,  about  the  tis- 
sue, and  from  the  appearance  of  it  I judged  that 
it  came  from  the  periosteum,  although  it  might 
not  have,  because  there  was  an  early  involvement 
of  the  internal  ear.  This  patient  had  total  deaf- 
ness one  month  before  her  first  examination,  and 
it  was  apparently  from  an  involvement  of  the 
internal  ear. 
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The  thing  that  strikes  me  most  in  this  case  is 
that  the  patient  is  still  living. 

The  only  case  that  I can  find  on  record — and 
there  are  very  few  on  record — ^that  has  lived  any 
length  of  time  is  Toby’s  case.  I don’t  think  there 
is  any  mistaken  diagnosis  in  Toby’s  case  because 
he  is  one  of  the  best  ear  men  that  this  country 
has  ever  had.  His  patient  was  living  and  well 
thirteen  years  after  he  operated  on  her. 

DR.  LEATHERWOOD:  I just  want  to  report 
another  case.  About  eighteen  years  ago  a negro 
man  of  the  early  forties  presented  himself  to  the 
Clinic  of  the  Memphis  Eye,  Ear,  Nose  and  Throat, 
and  there  was  a swelling,  just  a regular  mastoid 
posterior  extended  swelling  on  the  left  ear.  It 
happened  that  it  was  a little  fluctuating,  and  we 
suspected  right  away  that  of  course  a mastoid, 
and  then  this  negro  from  the  history  had  been 
neglected,  he  complained  of  his  trouble  beginning 
several  weeks  previously,  and  we  just  made  a 
diagnosis  of  a mastoid  acute  that  had  been  neg- 
lected, and  had  gotten  to  where  we  figured  there 
was  a periosteal  abscess.  An  operation  was  at- 
tempted; it  happened  to  fall  on  my  service.  When 
I went  into  the  mastoid  I expected  to  find  a big 
sub-periosteal  abscess  of  the  mastoid,  but  we  found 
that  which  could  be  expected  in  this  condition,  in 
making  the  incision  a sero  sanguinous  discharge 
was  encountered.  There  was  a lot  of  necrosis  of 
the  bony  structures;  the  mastoid  was  cleaned  out 
by  a simple  mastoid  operation.  The  wound  was 
closed.  We  were  not  suspicious  at  all  of  any  trou- 
ble at  the  time  any  further  than  just  a mastoiditis. 
The  wound  healed  fairly  well  but  in  the  lower  por- 
tion and  up  around  the  zygomatic  region  it 
began  to  break  down  after  about  a week,  and 

began  to  have  trouble  getting  the  wound  closed 


the  patient  did  not  come  in  for  treatment  a 
while,  and  in  about  two  weeks  time  we  noticed 
a swelling  beginning  around  the  orifice,  and 
in  three  weeks  on  around  over  the  carotid  area, 
this  continued,  kept  up  drainage,  and  we  had 
to  finally  decide  to  go  in,  possibly  that  there  was 
some  tissue  overlooked,  or  something;  so  the  wound 
was  reopened,  and  found  quite  a bit  of  destruction 
around  before  the  anterior  carotid  gland  and  all 
soft  tissues,  then  we  began  to  get  suspicious  of 
this  case  and  a section  was  made,  and  this  case 
was  proved  out  to  be  a sarcoma,  and  the  patient 
died  in  about  three  months.  We  just  stumbled 
right  into  that.  The  appearance  of  the  case  did 
not  suggest  anything  except  a periosteal  abscess, 
and  a simple  mastoid. 

DR.  W.  LIKELY  SIMPSON  emphasized  the  im- 
portance of  diagnosis.  A thorough  study  of  the 
tissue  by  the  pathologist  is  most  important.  This 
was  emphasized  by  the  report  given  by  Dr.  Leather- 
wood.  His  patient  had  had  two  mastoid  opera- 
tions and  later  had  a diagnosis  of  sarcoma  of  the 
mastoid  by  a pathologist.  At  a later  date  another 
pathologist  gave  the  report  of  carcinoma  of  the 
mastoid.  (Dr.  Simpson  exhibited  slides  of  this 
case.)  Dr.  Simpson  said  he  had  a patient,  a man, 
with  a naso-pharygeal  tumor  with  extension  to 
the  brain  cavity;  paralysis  of  the  external  rectus, 
left  side  and  a bilateral  vestibular  destruction. 
Specimens  were  examined  from  this  tumor  by  sev- 
eral prominent  pathologists  and  no  two  gave  the 
same  diagnosis. 

DR.  HARLEY  HARRIS,  Memphis  (closing  dis- 
cussion) : I haven’t  anything  further  to  add,  ex- 
cept as  Dr.  Cayce  mentioned,  possibly  a case  of  a 
history  where  his  patient  did  not  give  him  any 
, history  at  all  definite  of  any  previous  ear  trouble. 
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EDITORIAL 


The  State  Meeting  in  April 

Plans  are  well  under  way  for  the  meeting 
of  the  Tennessee  State  Medical  Association, 
which  takes  place  in  Jackson  on  April  9, 
10  and  11. 

The  program  for  the  meeting  is  nearing 
completion.  The  night  program  will  consist 
of  the  address  of  the  President,  Dr.  K.  S. 
Hewlett.  Also  an  address  by  the  President 
of  the  American  Medical  Association,  Dr. 
W.  S.  Thayer,  and  the  showing  of  a motion 
picture  film,  “The  Diagnosis  and  Treat- 
ment of  Infections  of  the  Hand.” 

Announcements  with  reference  to  the 
completed  program  will  be  made  in  the 
March  issue  of  the  Journal. 

The  committee  on  arrangements  is  ac- 
tively at  work. 

It  may  be  that  the  only  trouble  with  the 
entertainment  committee  will  be  that  of  fur- 
nishing so  much  entertainment  that  the 
scientific  sessions  may  be  interfered  with. 

From  all  indications  the  present  program 
will  be  good.  The  entertainment  will  be 
good.  The  Jackson  meeting  will  be  a suc- 
cess. So  put  down  this  date,  April  9,  10, 
11,  on  your  calendar,  or  cuff,  so  as  not  to 
forget  it. 


Membership  Dues 

It  seems  necessary  to  call  to  the  attention 
of  the  membership  that  state  dues  are  due 
and  payable  on  January  1st  of  each  year. 

A number  of  counties  are  not  yet  heard 
from.  The  reports  from  secretaries  indi- 
cate that  members  in  spots  are  delinquent 
in  paying  dues.  This  delay  multiplies  the 
efforts  of  all  the  officers  all  the  way  up  and 


down  the  line,  so  please  pay  your  secretary 
your  county  and  state  dues  at  once.  The 
books  of  this  office  are  audited  as  of  March 
31st,  and  it  throws  us  out  of  joint  to  have 
dues  coming  in  after  the  audit. 


Dr.  Joseph  Goldberger 

The  lay  press  has  carried  the  sad 
news  of  the  death  of  Dr.  Joseph  Goldberger, 
surgeon  of  the  United  States  Public  Health 
Service,  Washington,  D.  C.  His  passing 
represents  a distinct  loss  to  the  cause  of 
preventive  medicine. 

Dr.  Goldberger  was  a scientist.  He  might 
be  termed  an  applied  scientist  as  distin- 
guishing him  from  a group  which  might  be 
classified  as  pure  scientists,  the  pure  scien- 
tist being  one  who  seeks  a scientific  truth 
for  truth’s  sake  alone,  regardless  of  its  final 
application  and  regardless  of  the  importance 
of  its  relationships.  A practical  scientist 
being  one  who  devotes  himself  to  the  ap- 
plication of  scientific  truths  to  conditions 
as  they  are. 

While  Dr.  Goldberger  sought  diligently 
for  technical  truths,  he  did  not  fail  to  recog- 
nize and  apply  practical  truths,  even  when 
he  himself  could  not  fully  understand  the 
“reasons  why.” 

The  life  work  of  Dr.  Goldberger  affected 
the  health  of  the  South.  The  last  several 
years  of  his  life  were  devoted  to  the  study 
of  pellagra.  He  studied  it  both  in  the  field 
and  the  laboratory.  He  studied  it  clinically 
and  experimentally.  He  subjected  himself 
to  hazards  that  he  might  develop  a truth  of 
value  to  humanity. 

As  a scientist,  Dr.  Goldberger  was  honest ; 
at  least  we  believe  he  was  thoroughly  hon- 
est. In  all  his  statements  and  writings  on 
the  subject  which  occupied  his  entire 
thought  he  never  claimed  he  had  discovered 
the  cause  of  pellagra.  His  statements 
were  always  in  substance  about  as  follows : 
“The  evidence  seems  to  show,  etc.”  That 
his  work  and  life  have  had  a practical  bear- 
ing on  the  reduction  of  the  prevalence  of 
pellagra  there  is  no  doubt. 

Dr.  Goldberger  was  a credit  to  his  profes- 
sion. He  was  a credit  to  the  service  of  the 
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government,  of  which  he  was  a part.  He 
has  earned  a place  in  the  affectionate  mem- 
ory of  mankind. 


(The  following  is  an  editorial  prepared 
by  Dr.  Percy  Toombs,  of  Memphis. 

It  is  in  reality  an  abstract  of  an  address 
by  Dr.  Palm  Findley  before  the  American 
Association  of  Obstetricians,  Gynecologists 
and  Abdominal  Surgeons,  in  Toronto  last 
fall. 

Space  for  this  abstract  is  presented  to 
Dr.  Toombs  with  pleasure.) 

If  we  are  to  accept  the  statement  made  recently 
in  an  address  by  Dr.  Palmer  Findley  before  the 
American  Association  of  Obstetricians,  Gynecolo- 
gists and  Abdominal  Surgeons,  radical  changes 
are  needed  in  our  attitude  toward  the  teaching  of 
Obstetrics.  According  to  this  authority  there  has 
been  an  improper  assignment  of  obstretrics  for 
teaching,  the  ratio  to  general  surgery,  exclusive 
of  surgical  specialities,  being  as  4 to  18.  In  the 
report  of  the  Committee  on  Maternal  Welfare 
(1925)  the  statement  is  made  that  a physician’s 
practice  is  proportioned  about  as  follows:  Inter- 
nal Medicine,  50  per  cent;  obstetrics,  35  per  cent; 
minor  surgery,  fractures,  life  insurance,  etc.,  15 
per  cent. 

Maternal  morbidity  and  mortality  which  in  the 
United  States  has  not  decreased  in  the  last  15 
years  and  is  today  the  highest  of  the  twenty-one 
leading  nations,  is  chargeable  to  educational  defects. 

There  is  need  for  more  practical  instruction  in 
obstetrics.  American  schools  compare  favorably 
with  those  in  Europe  in  the  theoretic  teaching  of 
obstetrics.  The  number  of  clinical  beds  in  most 
of  our  teaching  hospitals,  however,  is  entirely 
inadequate  for  proper  training  of  students.  There 
must  be  more  clinical  facilities  and  students  must 
be  given  time  to  use  them.  This  can  be  done  by 
a careful  revision  of  the  curricula  of  our  medical 
schools  to  the  end  that  our  students  may  be  pre- 
pared to  meet  the  demands  of  the  general  practice 
of  medicine. 

The  present  maternal  and  fetal  mortality  and 
morbidity  associated  with  pregnancy  and  child- 
birth will  not  be  appreciably  improved  until  there 
is  more  adequate  teaching  and  training  in  ob- 
stetrics. 

In  the  efficient  practice  of  obstetrics  is  to  be 
found  the  greatest  example  of  preventive  medicine 
in  the  medical  curriculum. 

Dr.  Percy  W.  Toombs, 
MemphiSj  Tenn. 
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Dr.  J.  W.  Macquillan,  72,  died  at  his 
home  in  Chattanooga,  on  January  23rd,  af- 
ter a short  illness.  Dr.  Macquillan  gradu- 
ated from  the  University  of  Dublin  in  1881. 


Dr.  L.  L.  Alexander,  78,  of  Paris,  died  on 
January  17th.  Dr.  Alexander  graduated 
from  the  University  of  Louisville  School  of 
Medicine  in  1877. 


Dr.  William  K.  Vance,  77,  died  at  his 
home  in  Bristol,  on  December  29th.  Dr. 
Vance  graduated  from  the  Bellevue  Hos- 
pital Medical  College,  New  York,  in  1877, 
and  was  licensed  to  practice  in  1889. 


Dr.  Joseph  T.  Freeman,  52,  of  Paris,  died 
suddenly  on  January  25th.  Dr.  Freeman 
graduated  from  the  College  of  Physicians 
and  Surgeons,  Memphis,  in  1907. 


MEDICAL  SOCIETIES 


REGULAR  MEETINGS  OF  COUNTY 
SOCIETIES 

Anderson  County — -First  Monday  of  each 
month  at  2 p.m.  in  Clinton,  Tenn. 

Bedford  County — ^Third  Thursday  of 
each  month  at  2 p.m.,  Shelbyville,  in  Dr. 
Ray’s  office. 

Blount  County — Every  Thursday,  8 p.m.. 
First  National  Bank  Building,  Maryville. 

Bradley  County-First  and  third  Thurs- 
days of  each  month,  7 p.m.,  at  the  court- 
house, office  of  county  health  officer. 

Carroll-Weakley-Benton-Henry  Counties 
— Every  second  Tuesday  at  McKenzie. 
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Carter  County — First  Thursday  of  each 
month,  7 :30  p.m.,  at  the  Lynnwood  Hotel, 
Elizabethton. 

Coffee  County — First  Thursday  of  each 
month. 

Cumberland-Overton-P  u t n a m-W  h i t e 
Counties — Third  Thursday  of  each  month. 

Davidson  County — Every  -Tuesday,  8 
p.m..  Doctors’  Building,  Nashville. 

Dyer-Crockett-Lake  C o u n t i e s— First 
Thursday  of  each  month. 

Fayette-Hardeman — First  Thursday  in 
each  month. 

Franklin  County — Last  Friday  in  each 
month  at  Winchester. 

Greene  County — First  Monday  of  each 
month,  11  a.m..  First  National  Bank  Build- 
ing, Greeneville. 

Hamilton  County — Each  Thursday,  8 
p.m..  Manufacturers’  Association,  815 
Broad  Street,  Chattanooga. 

Hardeman  County — First  Tuesday  in 
January,  April,  July  and  October,  Bolivar. 

H a r d i n-Lawrence-Lewis-Perry -Wayne 
Counties — Last  Tuesday  of  January  at 
Lawrenceburg. 

Hancock-Claiborne-Union  Counties — Sec- 
ond Monday  in  each  month. 

Haywood  County — Last  Tuesday  of  each 
month.  Brownsville,  7 p.m. 

Jackson  County^ — First  Friday  of  each 
month  at  the  courthouse,  Gainesboro. 

Knox  County — Every  Tuesday,  8 p.m.,  at 
Society  Hall  Medical  Building,  Knoxville. 

Lauderdale-T  i p t o n Counties — Second 
Thursday  of  each  month. 

Marshall  County — Every  fourth  Thurs- 
day; Lewisburg. 

McMinn  County — Every  second  Thurs- 
day, 2 p.m.,  in  Athens. 

McNairy  County — Third  Thursday  in 
March  at  1 p.m.,  at  Selmer. 

Macon-Clay- Jackson  — First  Wednesday 
of  each  quarter. 

Madison  County— First  and  third  Tues- 
day, 7 :30  p.m.,  at  the  Y.M.C.A. 


Montgomery  County  — Every  third 
Thursday  night,  Clarksville. 

Roane  County— First  and  third  Tuesday, 
1 p.m.,  at  the  Red  Cross  Rooms,  Harriman. 

Robertson  County — Third  Tuesdays  of 
each  month. 

Sevier  County — First  Monday  of  each 
month,  7 :30  p.m..  Central  Hotel,  Sevierville. 

Shelby  County — First  and  third  Tuesdays 
Medical  Arts  Building,  Memphis. 

Smith  County — First  Friday  of  each 
month. 

Warren  County — First  Wednesday  of 
each  month,  1 :30  p.m..  First  Trust  Co.,  Mc- 
Minnville. 

Washington  County — Second  Thursday 
of  each  month,  at  noon.  Hotel  John  Sevier, 
Johnson  City. 

Weakley  County — Third  Wednesday  of 
f’ebruary.  May,  August  and  November  at 
Martin.  (Joint  scientific  meetings  monthly 
at  McKenzie.) 

White  County — Second  Thursday  of  each 
month.  Dr.  S.  E.  Gaines’  office. 

Williamson  County— Second  Tuesday  of 
each  month. 

Wilson  County — First  Wednesday  of  each 
month,  10 :30  a.m.,  at  Lebanon. 


1929  Officers 

Bradley  County — Dr.  W.  H.  Sullivan,  Cleveland, 
President;  Dr.  J.  L.  McKenzie,  Cleveland,  Vice- 
President;  Dr.  E.  R.  Ferguson,  Cleveland,  Secre- 
tary-Treasurer. 

Campbell  County — Dr.  J.  W.  Presley,  Pioneer, 
President;  Dr.  H.  T.  Fortner,  Jellico,  Vice-Presi- 
dent; Dr.  F.  A.  McClintock,  Newcomb,  Secretary- 
Treasurer. 

Davidson  County — Dr.  J.  0.  Manier,  Nashville, 
President;  Dr.  T.  G.  Pollard,  Nashville,  Vice-Presi- 
dent; Dr.  Sam.  P.  Bailey,  Nashville,  Secretary. 

Giles  County — Dr.  A.  M.  Allen,  Pulaski,  Pres- 
ident; Dr.  W.  J.  Johnson,  Pulaski,  Secretary ; Dr. 
G.  D.  Butler,  Pulaski,  Treasurer. 

Greene  County — Dr.  L.  E.  Coolidge,  Greenville, 
President;  Dr.  W.  T.  Mathes,  Greeneville,  Vice- 
President;  Dr.  M.  A.  Blanton,  Mosheim,  Secretary. 
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Madison  County — Dr.  J.  R.  Thompson,  Jackson, 
President;  Dr.  Sam  T.  Parker,  Jackson,  Vice-Pres- 
ident; Dr.  B.  C.  Arnold,  Jackson,  Secretary-Treas- 
urer. 

McNairy  County — Dr.  R.  M.  Kendrick,  Selmer, 
President;  Dr.  H.  C.  Sanders,  Selmer,  Secretary. 

Monroe  County— Dr.  H.  C.  Shearer,  Madison- 
ville.  President;  Dr.  T.  M.  Roberts,  Sweetwater, 
Vice-President;  Dr.  H.  M.  Kelso,  Madisonville,  Sec- 
retary-Treasurer. 

Weakley  County — Dr.  T.  B.  Wingo,  Martin, 
President;  Dr.  G.  C.  Thomas,  Greenfield,  Vice- 
President;  Dr.  J.  E.  Taylor,  Dresden,  Secretary- 
Treasurer. 


Bradley  County — The  annual  banquet 
was  held  at  the  Cherokee  Hotel,  Cleveland, 
January  17th.  The  new  officers  were  in- 
stalled. Dr.  J.  L.  McKenzie  acted  as  toast- 
master. 


Weakley  County — Dr,  J.  E.  Taylor,  sec- 
retary of  the  Weakley  County  Medical  So- 
ciety, reported  their  election  of  officers  and 
the  date  of  their  regular  meeting.  These 
items  appear  elsewhere  in  the  Journal. 

Though  the  Weakley  County  Society 
meets  every  three  months  to  discuss  local 
problems,  it  meets  every  month  at  McKenzie 
with  Henry,  Benton  and  Carroll  Counties 
for  scientific  discussions. 


Davidson  County — During  the  month  of 
January  the  following  papers  were  read  be- 
fore the  Nashville  Academy  of  Medicine  and 
the  Davidson  County  Medical  Society:  “In- 
testinal Anastomosis,”  by  Dr.  R.  A.  Barr; 
discussed  by  Dr.  Robert  Caldwell;  “Intesti- 
nal Obstruction  due  to  Improper  Rotation 
of  the  Colon,”  by  Dr.  W.  A.  Bryan;  dis- 
cussed by  Dr,  R.  W.  Grizzard;  “Tumors  of 
the  Kidney,”  by  Dr.  Henry  Douglass  and 
Dr.  Charles  Smith;  discussed  by  Dr.  Perry 
Bromberg. 


Madison  County — On  January  14th,  Dr. 
J.  P.  Kane,  of  the  Gorgas  Institute,  Wash- 
ington, D.  C.,  addressed  the  membership  of 
the  Madison  County  Society.  Officers  were 
elected  at  the  same  meeting. 


Montgomery  County- — At  a meeting  of 
the  Christian  County,  Kentucky,  Medical 
Society  about  twenty-five  members  of  the 
Montgomery  County  Society  were  present. 

Two  addresses  were  given  by  Nashville 
doctors,  “Empyema  in  Children,”  by  Dr. 
Beverly  Douglas,  and  “Uterine  Bleeding,” 
by  Dr.  John  C.  Burch. 


Hamilton  County — The  Chattanooga  and 
Hamilton  County  Medical  Society  is  having 
its  annual. 


Blount  County,  Tennessee,  Medical  Society 
Report,  1928 

Clinics 

Meetings  Case  Papers  Papers  Pre- 
Attended  Reports  Read  Discussed  sented 


Brickell  . . 

. . . 1 

0 

1 

0 

0 

Bryant  . . . 

...39 

9 

2 

4 

0 

Burchfield  , 

. . . 16 

1 

0 

3 

0 

Carson  . . . 

...42 

12 

2 

6 

0 

Crowder  . . 

...26 

11 

2 

1 

1 

DeLozier  . 

. . . 42 

9 

1 

3 

0 

Dennis  . . . , 

...  5 

1 

1 

1 

0 

Ellis  

...21 

18 

1 

6 

0 

Gamble  . . . 

...21 

3 

2 

3 

0 

Griffin  .... 

...23 

18 

2 

2 

0 

Hall  

. . . 3 

2 

0 

0 

0 

Hannah  . . 

. . . 0 

0 

0 

0 

0 

Hyder 

...28 

14 

0 

4 

0 

Isham  .... 

. . . 5 

2 

1 

0 

0 

Jones  .... 

. . . 4 

3 

2 

2 

0 

Kittrell  . . 

. . . 7 

4 

0 

1 

0 

LeQuire  . . , 

...45 

25 

2 

10 

0 

Lovingood 

...39 

25 

0 

8 

0 

Lowe 

. . . 42 

9 

2 

3 

0 

McCulloch 

...46 

17 

2 

9 

4 

McMahan 

. . . 0 

0 

0 

0 

0 

Norton  ... 

...  0 

0 

0 

0 

0 

Singleton  . 

. . . 2 

1 

0 

0 

0 

Thomas  . . 

. . . 3 

0 

1 

1 

0 

Tipton  . . . . 

, . . 0 

0 

0 

0 

0 

Vinsant  . . 

...39 

12 

1 

8 

0 

Zoller  . . . . , 

...19 

9 

1 

6 

0 

Total  number  of  meetings,  48.  This  in- 
cludes two  scientific  papers  by  visitors,  also 
two  addresses  on  the  tuberculosis  problem. 

Also  active  participation  in  the  institut- 
ing and  operating  of  a County  Tuberculosis 
Preventorium  for  children,  which  is  proving 
to  be  very  satisfactory. 

J.  A.  McCulloch,  Secretary. 
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For  his  work  in  an  investigation  of  the 
ductless  glands  and  particularly  in  his  iso- 
lation of  pituitary  hormones,  Dr.  Oliver 
Kamm,  director  of  chemical  research  of 
Parke,  Davis  & Company,  manufacturing 
chemists,  has  been  awarded  the  $1,000 
prize  by  the  American  Association  for  the 
Advancement  of  Science  for  the  most  note- 
worthy contribution  to  science  presented  at 
the  annual  meeting. 

The  isolation  of  two  hormones  from  the 
posterior  lobe  of  the  pituitary  gland,  as  re- 
vealed by  Dr.  Kamm,  is  held  by  chemical 
scientists  to  be  equal  in  importance  to  the 
isolation  of  insulin  and  the  discovery  of 
adrenalin. 

Dr.  Kamm  isolated  the  alpha  and  beta 
hormones  of  the  posterior  pituitary  after 
twelve  years’  work  in  the  Parke,  Davis  re- 
search laboratories. 

The  alpha  hormone  is  the  so-called  oxy- 
tocic principle.  The  beta  hormone  is  the 
blood  pressure-raising  principle.  Dr.  Kamm 
also  showed  definitely  that  the  beta  hor- 
mone has  the  power  of  controlling  the  ex- 
cessive output  of  water. 

The  usefulness  of  this  beta  hormone  is 
now  under  investigation  in  diseases  char- 
acterized by  excessive  loss  of  water,  such 
as  diabetes,  insipidus,  burns,  cholera,  and 
other  infectious  diseases,  and  surgical 
shock. 


Dr.  J.  C.  Ellington,  of  the  State  Health 
Department,  has  been  placed  in  charge  of 
the  Obion  County  Health  Unit  during  the 
illness  of  Dr.  C.  B.  A.  Turner. 


For  the  information  of  our  readers,  we 
publish  the  following  clipping  reporting  the 
action  of  the  Greene  County  Medical  So- 
ciety : 

Office  Call 11.00  to  ?5.00  cash 

Day  calls  in  town $3.00  6 a.m.  to  9 p.m. 

Night  calls  in  town $4.00  9 p.m.  to  6 a.m. 

Day  calls  to  the  country  beyond  the  city  limits, 
$1.00  per  mile — ^night  calls  one-half  more. 


Obstetrics — $25.00  to  $75.00.  No  cases  to  be  at- 
tended without  previous  engagement  and  satis- 
factory arrangement  as  to  payment  of  fees. 
Consultation  fee $5.00  and  up 

The  above  advances  in  medical  fees  are  made 
necessary  through  the  demands  of  modern  medical 
practice. 

The  above  revised  fee  will  become  effective  Feb- 
ruary 1,  1929. 

We  quote  a portion  of  a letter  recently 
referred  to  this  office.  If  anyone  knows  of 
a location  meeting  the  requirements,  kindly 
let  us  know,  so  that  we  can  communicate 
with  the  writer. 

“I  am  a native  of  Tennessee  and  am 
anxious  to  come  back.  I am  willing  to  do 
country  practice,  if  I am  in  a good  terri- 
tory and  can  earn  $7,000  or  $8,000  per 
year.” 

Annual  Meeting  of  the  American  As- 
sociation FOR  THE  Study  of  Goiter 
AT  Dayton 

The  annual  meeting  of  the  American  As- 
sociation for  the  Study  of  Goiter  will  be 
held,  this  year,  at  Dayton,  Ohio,  on  March 
25,  26,  and  27.  The  primary  object  of  this 
association  is  to  bring  together  each  year 
men  who  are  especially  interested  in  the 
study  of  goiter  and  its  associated  problems. 
Members  of  state  and  provincial  medical 
societies  are  eligible  and  cordially  invited  to 
participate  as  attending  members. 


The  American  Psychiatric  Association 
and  its  allied  Societies,  Psychopathological, 
Psychoanalytic,  Orthopsychiatric,  Epilep- 
tic, and  Feeble-minded,  will  hold  their  an- 
nual convention  in  Atlanta  during  the  week 
of  May  13th. 

A cordial  invitation  is  extended  to  all 
members  of  the  Tennessee  State  Medical 
Association  who  are  interested  in  these  sub- 
jects to  attend. 

Dr.  J.  E.  Mathis,  of  Eastland,  Tenn.,  has 
been  appointed  assistant  physician  at  the 
Eastern  State  Hospital. 


The  Speck  Hospital  has  thrown  its  doors 
open  to  any  reputable  physician  and  is  now 
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known  as  the  Cleveland  General  Hospital. 
In  connection  with  this  hospital  the  Brad- 
ley County  Medical  Society  has  sponsored  a 
biological  laboratory  operated  by  Mr.  A.  A. 
Treese. 


Drs.  Frank  Faulkner  and  Charles  Arm- 
strong, former  internes  at  the  Knoxville 
General  Hospital,  have  opened  offices  in 
Knoxville  to  do  general  practice. 


Dr.  Victor  H.  Bean  has  been  elected  med- 
ical director  of  the  Beverly  Hills  Sanator- 
ium. 


Dr.  Eugene  Elder  has  been  appointed  as 
superintendent  of  the  Knoxville  General 
Hospital. 


The  new  contagious  unit  of  the  Knoxville 
General  Hospital  was  opened  January  21, 
1929. 


The  following  Christmas  greeting  was  re- 
ceived by  the  editor.  We  are  sorry  it  was 
impossible  to  put  it  in  the  January  Jour- 
nal. The  postscript,  which  really  is  the 
important  thing  to  us,  was  a penned  addi- 
tion to  the  general  greeting  sent  out. 

Doctor!  How  can  I avoid  the  flu? 

Maybe  some  other  asked  instead  of  you. 
Anyway  maybe  if  you  have  an  itching  nose, 
And  eyes  the  color  of  a red,  red  rose, 

You  yourself  would  like  to  know. 

So  here  goes,  I’ll  tell  you  (maybe),  “sho,” 
Drink  lots  of  water,  hot  and  cold. 

Not  eat  too  much  also  I’m  told. 

Fresh  air,  sunshine  (in  the  day  time). 

Fresh  air,  pure  air  (in  the  night  time). 

And  always  wash  your  hands  and  face 
Before  you  eat  or  even  “say  grace,’’ 

But  if  you  get  chilly  and  begin  to  ache. 

And  feel  like  all  your  bones  will  break. 

Go  to  bed,  cover  up  to  your  chin 
And  ask  someone  to  call  the  doctor  in. 

A Merry  Christmas  I wish  to  you. 

One  without  the  troublesome  “flu.” 

P.  S. — Doctor: 

I hope  though  if  it  just  has  to  be. 

You’ll  get  your  quota  to  go  to  see. 

J.  H.  McSwain. 


GLEANINGS 


The  Fight  on  Flu 

There  is  something  dishearteningly  child- 
ish about  the  news  which  has  appeared  in 
the  press  for  some  weeks  past  about  the 
mobilization  of  national  health  forces  to 
fight  the  influenza  and  about  that  which 
now  comes  from  the  meeting  of  health  of- 
ficers in  Washington. 

In  the  first  place,  if  these  gentlemen  can 
do  anything  about  the  matter,  why  the  great 
delay?  Why,  in  the  first  place,  wait  for  an 
epidemic  to  start?  That  there  would  be 
another  influenza  epidemic  sometime  was 
certain.  The  proverb  about  preparing  for 
war  in  time  of  peace  applies  even  more 
emphatically  to  disease  epidemics. 

The  mortality  of  the  war  epidemic  of  in- 
fluenza was  sufficiently  great  to  warrant 
that  the  most  strenuous  efforts  be  made  by 
the  health  authorities  to  get  this  • disease 
under  control  before  another  epidemic  ap- 
peared. But  during  the  decade  since  prac- 
tically nothing  has  been  accomplished. 

Some  months  ago  when  the  present  epi- 
demic began,  talk  about  mobilizing  the  na- 
tional health  forces  began  also.  It  might 
almost  be  said  that  the  threat  was  made 
that  if  the  epidemic  got  bad  enough  the 
health  officers  would  get  together  and  do 
something  about  it. 

It  seemed  to  occur  to  nobody  in  authority 
that  if  it  was  possible  to  do  anything  by  any 
sort  of  national  conference  of  health  au- 
thorities that  not  a second  should  be  lost. 

Finally  when  the  epidemic  has  pretty  well 
swept  the  country  the  much-talked-of  meet- 
ing has  come  about.  Incidentally,  the  com- 
mander-in-chief is  not  present,  as  he  is 
suffering  from  the  disease  himself.  He 
sent  a message,  however,  the  gist  of  which 
is  that  the  mortality  in  the  present  epi- 
demic is  not  high,  but  that  a more  severe 
type  with  a higher  mortality  may  follow. 

The  latter  part  of  this  communication  is 
spoken  of  as  a warning.  It  might  be  spoken 
of  as  a prophecy  or  as  a guess  more  ap- 
propriately. As  long  as  there  is  nothing 
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anybody  can  do  about  it,  it  is  unfair  to  call 
such  an  announcement  a warning. 

Possibly  the  surgeon-general  intends  that 
we  should  make  our  wills  and  put  our 
houses  in  order.  It  might  be  considered  a 
warning  in  that  sense.  But,  as  a matter  of 
fact,  the  surgeon-general  has  no  reason  for 
making  any  such  suggestion,  no  reason  in 
any  established  knowledge  of  the  disease, 
that  is  to  say.  It  sounds  too  much  like  a 
helpless  confession  of  ignorance. 

If  there  were  any  good  prospects  that  the 
present  meeting  would  result  in  knowledge 
which  would  be  used  in  preventing  flu  epi- 
demics in  the  future,  it  would  not  be  so 
sad.  But  there  is  every  reason  to  expect 
that  when  the  next  severe  epidemic  of  in- 
fluenza approaches  it  will  find  the  national 
health  service  as  helpless  as  ever,  taking 
no  steps  of  any  sort,  beyond  the  issue  of  fu- 
tile “warnings”  until  the  epidemic  has  fully 
established  itself  and  pretty  well  run  its 
course. 

We  do  not  know  what  the  present  con- 
ference proposes  to  do  or  thinks  it  can  do 
or  will  do,  but  whatever  it  is,  it  should  have 
done  it,  say,  a year  ago,  or  even  longer  ago. 
It  wasn’t  at  all  necessary  for  an  epidemic 
to  come  before  preparing  for  it. — The  Nash- 
ville Tennessean. 


The  Country  Doctor 
One  of  the  great  institutions  which  has 
almost  entirely  succumbed  to  the  ruthless 
march  of  progress  is  the  country  doctor, 
the  capable  general  practitioner  of  our 
fathers  who  served  his  community  and  knew 
enough  about  all  the  ailments  of  the  human 
body  to  be  able  to  give  relief  to  all  the 
suffering  within  his  reach.  This  is  the  age 
of  specialists,  and  nowhere  has  the  idea  of 


specialization  had  greater  development  than 
in  the  medical  world.  Doubtless  it  is  ad- 
vancement; it  seems  entirely  reasonable  to 
assume  that  a doctor  who  specializes  in 
throat  troubles  will  know  more  about  his 
subject  than  one  who  tries  to  know  a little 
about  everything;  but  the  virtual  elimina- 
tion of  the  old-fashioned  general  practi- 
tioner has  been  hard  on  many  communities 
which  need  him. 

Recognizing  the  need  for  aiding  and  per- 
petuating the  rural  physicians,  a campaign 
is  now  under  way  in  New  York  state  look- 
ing to  the  raising  of  a fund  of  $2,000,000, 
which  will  be  devoted  to  giving  such  doc- 
tors an  opportunity  to  keep  abreast  of  the 
latest  developments  in  medical  knowledge. 
Half  of  the  funds  will  be  used  to  endow 
training  of  good  general  practitioners,  and 
the  remainder  will  be  used  for  graduate 
work,  research  and  a system  of  cooperative 
effort  to  spread  popular  knwoledge  of 
medicine  and  health  protection.  There  will 
also  be  conducted  economic  surveys  to  de- 
termine where  doctors  are  needed  and  can 
be  supported. 

Here  is  work  which  deserves  the  support 
of  the  philanthropists.  Not  everybody  in 
the  United  States  is  able  to  avail  himself 
of  the  excellent  services  provided  by  the 
highly  specialized  physicians  to  be  found 
in  the  cities.  The  rural  population  is  scat- 
tered in  inaccessible  places,  out  of  touch 
with  the  specialist ; and  the  old  practitioner 
with  his  saddle-bag  dispensary  is  still  an 
important  factor  in  the  lives  of  these  peo- 
ple. To  keep  these  country  doctors  abreast 
of  the  times  and  maintain  the  opportunities 
for  them  to  serve  the  people  who  need  them 
is  a work  which  challenges  the  best  atten- 
tion of  the  philanthropically  inclined. — The 
Nashville  Tennessean. 
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ABSTRACTS  OF  CIMEMT  UTERATUM 

• 

ANESTHESIA 

By  Hugh  Barr,  M.D. 

Medical  Arts  Bldg.,  Nashville 

Anesthetic  Mixture  for  Short  Operations.  Hall  G« 
Holder,  M.D.,  San  Diego.  The  American  Jour- 
nal of  Surgery,  Octo'ber,  1028. 

The  author  describes  a mixture  for  giving  short 
anesthetics  such  as  reduction  of  fractures,  minor 
surgery  and  painful  dressings  or  examinations. 
May  be  used  in  office  or  home  as  well  as  hospital. 
Induction  is  simple  without  discomfort,  anesthesia 
lasting  five  or  ten  minutes  with  relaxation  and 
rapid  recovery  and  no  after  effects. 

For  convenience,  four  anesthetic  doses  are  pre- 
pared at  one  time.  The  formula  is  as  follows: 
Chlorofqrm,  2 c.c.,  ether  99  c.c.,  ethyl  chloride 
22  c.c.,  oil  of  orange,  1 c.c.  This  is  left  on  ice 
when  not  in  use. 

For  induction,  one  ounce  is  poured  on  a suffi- 
ciently large  piece  of  cotton  with  an  ordinary 
rubber  bathing  cap  fitted  over  face  as  a rebreath- 
ing bag.  This  results  in  instantaneous  anesthesia 
which  may  last  five  or  ten  minutes  with  rapid  re- 
covery. 


CLINICAL  PATHOLOGY 

By  R.  H.  Monger,  M.D. 

Medical  Building,  Knoxville 


“Filtrable  Forms”  of  the  Tubercle  Bacillus. 

Cooper  & Petroff.  Jour.  Inf.  Dis.  43,  1928. 

Stimulated  by  the  great  number  of  papers  oc- 
curing  in  foreign  literature  on  this  subject  the 
authors  in  a review  have  indicated  certain  pos- 
sible or  probable  errors  in  technique  and  have 
added  many  of  their  own  observations.  Two 
angles  are  discussed,  first  the  filtration  of  various 
tuberculous  materials  through  chamberland  and 
other  filters  and  the  inoculation  into  animals  of, 
and  attempts  to  obtain  growth  from  the  filtrates. 
Very  rarely  was  there  a positive  culture  or  a 
positive  tuberculous  process  obtained  in  the  guinea 
pigs  and  these  that  did  occur  may  have  been  the 
result  of  a chance  passage  of  the  filter  by  the 
whole  tubercle  bacillus.  Evidence  supporting  the 
occurrence  of  the  filtrable  forms  has  been  the 
finding  of  acid-fast  rods  in  the  swollen,  but  not 
caseous,  lymph  nodes  and  the  development  of 
cachexia  in  the  inoculated  animals.  The  first  ob- 
servations are  weakened  by  finding  acid-fast  or- 
ganisms in  the  lymph  nodes  in  33  per  cent  of 
normal  or  at  least  inoculated  guinea  pigs  and  the 
development  of  cachexia  is  known  to  follow  inocu- 
lation of  foreign  proteins,  and  may  be  the  result 
of  intercurrent  disease  and  infections  such  as 
in  the  middle  ear  or  sinuses.  The  second  point 
is  concerned  with  the  possible  passage  of  the  fil- 


trable form  from  mother  to  offspring.  The  opin- 
ion is  that  tubercle  bacilli  are  transmitted  very 
rarely  from  mother  to  offspring  when  the  placenta 
is  perfectly  normal  and  free  from  tuberculosis. 
However,  placental  tuberculosis  is  not  nearly  as 
rare  as  is  generally  supposed  and  in  clinically  ac- 
tive tuberculosis  it  is  very  probable  that  the 
permeability  of  the  blood  vessel  may  be  so  altered 
as  to  permit,  without  actual  placental  infection, 
the  escape  into  the  fetal  blood  of  intact  whole 
organisms.  These  ideas  indicate  that  congenital 
tuberculosis  when  it  does  occur  can  be  explained 
without  the  involvment  of  filtrable  forms  of  bac- 
teria. 


The  Gastro-Intestinal  Flora  in  Pernicious  Anemia 

Davidson  L.  S.  P.  Jour.  Path.  & Bact.  31,  1928. 

The  author  did  not  find  any  evidence  to  in- 
dicate that  any  individual  type  of  organism  was 
specifically  related  to  pernicious  anemia,  or  that 
bacterial  hemolysins  are  of  etiologic  importance 
in  the  disease.  A great  increase  of  organisms 
that  were  normal  inhabitants  of  the  intestines, 
such  as  B.  Coli,  Streptococci  and  especially  B. 
Welchii,  were  found  to  occur  in  the  gastro-intes- 
tinal  contents  in  cases  of  pernicious  anemia.  Evi- 
dence was  found  that  these  organisms  differed 
qualitatively  from  those  found  in  healthy  persons. 
The  great  quantitative  increase  of  bacteria,  es- 
pecially at  levels  of  the  small  intestine  which  in 
normal  persons  are  relatively  bacteria-free,  is  a 
factor  of  great  etiologic  importance. 


DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Bnilding,  Nashville 


Liver  Diet  in  Acne  Vulgaris  and  in  Furunculosis. 
Richard  L.  Sutton,  M.D.,  Kansas  City,  Mo.  Ar- 
chives of  Dermatology  and  Syphiology,  Decem- 
ber, 1928. 

In  twenty-seven  private  patients  with  furuncul- 
ous and  acne  vulgaris  the  results  were  so  pleasing 
to  merit  further  trial  and  investigation.  Some  of 
the  cases  of  furunculosis  there  was  slight  rise  in 
white  count  but  as  a rule  there  were  no  blood 
changes  aside  from  a simple  secondary  anemia. 
The  raw  liver,  alcoholic  or  powdered  extract  may 
be  used.  The  most  satisfactory  results  were  ob- 
tained in  those  patients  presenting  deep  seated 
lesions,  or  indolent  type,  so  common  in  patients 
whose  skins  are  pale,  moist  and  flabby,  and  lack- 
ing in  both  tonicity  and  color. 

Gold  and  Sodium  Thiosulphate  in  the  Treatment 
of  Lupus  Erythematosus.  Hiram  E.  Miller. 
California  and  Western  Medicine,  October, 
1928. 

The  writer  states  that  Schamberg’s  favorable  re- 
port, in  February,  1927,  on  the  treatment  of  lupus 
erythematosus  with  gold  and  sodium  thiosulphate 
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was  so  convincing  that  the  therapy  is  now  being 
used  extensively.  The  author  reports  the  results  of 
this  form  of  treatment  in  fifty-three  patients  with 
lupus  erythematosus  and  twenty-one  patients  with 
various  other  chronic  skin  diseases  and  with  tuber- 
culous background.  Sixty  per  cent  of  the  fifty- 
three  patients  with  lupus  erythematosus  are  clini- 
cally well.  Thirty  per  cent  are  markedly  improved 
and  will  probably  clear  under  further  treatment. 
Patients  with  lupus  vulgatis,  erythema  induratum 
and  papulonecrotic  tuberculide  are  improved,  but 
have  not  entirely  cleared  after  a rather  prolonged 
use  of  the  drug. 


Radiotherapy  in  Actinomycosis.  Arthur  U.  Des- 
jardins. Radiology,  October,  1928. 

Considers  the  question  of  actinomycosis  in  some 
detail,  particularly  from  the  viewpoint  of  radio- 
therapy. The  author  presents  a series  of  thirty 
cases,  arranged  in  tabular  form,  to  show  the  symp- 
toms, presenting  lesions,  antecedent  treatment, 
treatment  after  diagnosis  and  subsequent  course 
of  the  disease  as  seen  at  the  Mayo  Clinic.  The 
results  of  radiotherapy  in  these  cases  show  that 
roentgen  rays  are  an  active  therapeutic  agent 
against  actinomycosis.  The  earlier  and  more 
superficial  the  lesions  the  more  rapidly  they  are 
made  to  undergo  involution  and  disappear  by  ex- 
posure to  the  X-rays.  Lesions  around  the  head 
and  neck  can  almost  always  be  eradicated  by 
thorough  irradiation,  by  drainage  of  purulent  col- 
lections and  by  the  internal  use  of  increasing 
daily  doses  of  sodium  or  potassium  iodide.  When 
the  disease  attacks  the  intestine  or  lungs,  it  often 
becomes  extensive  before  its  real  identity  is  recog- 
nized. Irradiation  in  such  cases  is  seldom  success- 
ful in  bringing  about  a cure,  but  some  improve- 
ment is  not  unusual. 


GASTRO-ENTEROLOGY  AND 
PROCTOLOGY 

By  Edward  Guy  Campbell,  M.D. 

1109  First  Natl.  Bank  Bldg.,  Memphis 


Gastric  Polyposis.  Alfred  A.  Strauss,  Jacob  Meyer 
and  Arthur  Bloom.  American  Journal  of  the 
Medical  Sciences,  November,  1928. 

They  summarize  as  follows:  A report  is  made 
of  two  cases  of  gastric  polyposis,  polyadenoma,  en 
nappe,  thus  increasing  the  number  reported  to 
seven.  The  clinical  picture  of  gastric  polyposis, 
while  not  definitely  characteristic,  is  suggested  by 
the  story  of  a chronic  gastric  discomfort,  repeated 
gastric  hemorrhages,  achylia  gastrica,  increased  or 
normal  gastric  motility,  abnormal  amounts  of  gas- 
tric mucus  of  egg-white  consistency,  the  general 
appearance  of  wellbeing,  and  a characteristic  mot- 
tling of  the  gastric  roentgenogram.  The  problem 
of  clinical  diagnosis  is  not  only  one  of  recognition, 
but  of  differentiation  from  chronic  gastric  ulcer, 


gastric  carcinoma,  gastric  syphilis,  achylia  gas- 
trica. Where  the  extent  of  involvement  permits, 
gastric  resection  after  the  manner  of  the  Polya 
resection  is  advised. 


Colitis The  Spastic  Type.  E.  L.  Eggleston,  Bat- 

tle Creek,  Mich.  The  Journal  of  the  A.  M.  A., 
December  29,  1928. 

The  principal  etiologic  factor  in  spastic  colitis, 
or  entero-spasm,  is  nervous  instability.  The  spasm 
and  secretion  of  mucus  are  due  to  disturbance  of 
the  sympathetic  and  parasympathetic  effects  on 
the  distal  portion  of  the  colon.  Unless  this  is 
taken  into  consideration,  all  attempts  to  relieve  the 
intestinal  stasis  are  doomed  to  failure.  The  mu- 
comembranous  type  of  colitis  is  an  aggravated 
form,  or  end-product,  of  the  spastic  type. 

The  following  therapeutic  measures  are  sug- 
gested as  of  the  greatest  value:  Heat  is  the  most 
effective  measure  for  relief  of  the  spasm  and  may 
be  applied  in  the  form  of  the  hot  enema  (from 
114  to  120  F.),  fomentations  or  sitz  baths.  The 
oil-enema  given  in  the  knee-chest  position  and 
retained  all  night  is  advantageous. 

Diet  is  important.  A liberal  diet  is  indicated, 
and  in  the  more  acute  stages  of  the  disease  should 
be  bland  and  devoid  of  bulk  or  roughage,  which 
may  be  added  as  the  patient  improves.  The  gas 
with  which  these  patients  are  troubled  is  usually 
due  to  the  stasis,  and  will  disappear  as  the  con- 
stipation is  relieved. 

For  general  improvement  the  tonic  effects  of 
the  cold  rub  massage,  and,  in  selected  cases,  dia- 
thermy are  of  value.  If  drugs  are  needed,  bella- 
donna is  serviceable  as  an  antispasmodic,  and  the 
barbituric  acid  group  as  sedatives. 

Psychotherapy  for  the  removal  of  these  emo- 
tional or  fear  states  that  are  responsible  for  the 
disordered  function  of  the  viscera  is  an  important 
part  of  the  treatment. 


INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

Medical  Building,  Knoxville 


Clinical  Course  and  Treatment  of  Pneumonia  As 
Related  to  the  Pneumococcus  Type.  Dr.  Horace 
Baldwin.  Med.  Clinics  of  N.  A.  November, 
1928. 

As  result  of  Neufeld,  Lister,  Dochez  and  Gilles- 
pie, three  dominant  biologic  types  of  pneumococci 
have  been  found.  Namely  I,  II  and  III.  A fourth 
group  referred  to  as  Group  IV  comprises  a collec- 
tive group  of  other  cocci. 

As  result  of  • efforts  of  the  author,  Cecil  and 
Larsen  on  a study  of  2,000  cases  of  pneumonia 
in  Bellevue  Hospital,  some  correlation  of  types 
with  clinical  manifestations,  complications  and 
other  features  were  made. 
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Type  I.  Pneumonia  occurred  in  33.6  per  cent 
of  all  pneumococcus  pneumonia.  It  is  most  apt  to 
occur  in  the  young  and  in  patients  under  30  years 
of  age,  it  occurred  in  42  per  cent  of  cases,  while 
in  those  over  60  it  comprised  only  20  per  cent  of 
cases.  It  is  less  common  to  find  an  antecedent  in- 
fection of  a respiratory  tract  infection. 

Onset  with  chill  and  pain  in  chest  occurred  in 
70-80  per  cent  of  cases  and  it  was  rare  not  to 
have  clear  cut  physical  signs  of  lobar  consolida- 
tion and  rusty  sputum.  Crisis  occurred  in  56  per 
cent  of  cases.  In  this  group  complications  oc- 
curred in  12  per  cent  while  there  was  a mortality 
of  20  per  cent. 

Type  II.  Comprised  19  per  cent  of  the  cases 
and  was  the  most  virulent  form.  It,  too,  had  a 
sudden  onset  with  chill,  pain  and  ended  by  crisis 
in  the  majority  of  instances.  Twenty  per  cent 
of  the  pneumonias  under  40  years  of  age  were 
due  to  Type  II.  The  mortality  in  the  series  was 
42  per  cent,  93  patients  out  of  221  dying. 

Type  III  comprised  13  per  cent  of  all  pneu- 
mococcal pneumonias,  an  anteceding  respiratory 
infection  occurred  in  60  per  cent  of  cases. 

The  onset  is  usually  gradual  without  abrupt 
chill,  pain  in  chest  and  sudden  prostration.  There 
was  a definite  tendency  to  attack  those  in  the 
second  half  of  life.  Under  50  years  the  incidence 
was  four  per  cent  as  compared  to  24  per  cent  over 
50  and  33  per  cent  over  60. 

Its  tendency  to  attack  those  with  some  consti- 
tutional disease  is  seen  in  the  ratio  of  32  per  cent 
of  those  dying  while  64  per  cent  were  so  afflicted. 
Elderly  women  were  also  more  often  attacked 
than  were  men. 

In  a large  series  of  cases  it  will  he  found  that 
Type  IV  pneumonia  comprises  about  33  per  cent. 
Age  plays  no  factor,  and  it  follows  preceding 
respiratory  infection,  with  a beginning  similar  to 
Type  III  and  ends  by  lysis  as  the  rule.  The  mor- 
tality in  the  series  was  29  per  cent. 

Of  the  factors  most  important  in  prognosis  the 
author  would  list:  Age,  alcoholism,  pre-existing 
systemic  disease,  the  type  of  pneumococcus  and 
the  presence  or  absence  of  bacteremia.  The  im- 
portance of  this  latter  is  seen  by  the  statement 
that  in  those  showing  bacteremia  there  was  a 
mortality  of  83  per  cent,  while  in  those  with 
sterile  blood  cultures  there  was  only  18  per  cent 
mortality. 

Type  I was  less  fatal  either  with  or  without 
bacteremia.  The  author  also  shows  the  relation- 
ship between  the  development  of  protective  bodies 
in  the  blood  serum  of  the  untreated  patient  and 
prognosis.  Its  presence  is  associated  with  re- 
covery, its  absence  with  death.  Further,  the  pro- 
tective bodies  and  pneumococci  in  the  blood  stream 
simultaneously  are  antagonistic.  Of  30  patients, 
20  showed  protective  bodies  during  the  course  of 


the  disease  and  three  died,  five  with  no  protective 
bodies,  and  all  died. 

The  object  of  specific  therapy  is  an  attempted 
establishment  hy  artificial  means  of  a balance  of 
protective  substance  in  the  hlood  stream  of  the 
same  type  as  that  causing  the  disease. 

At  present  the  author  believes  that  such  a sub- 
stance is  available  for  Types  I and  II  developed 
by  Felton  of  Harvard. 

Since  1925  clinical  trials  have  been  in  prog- 
ress at  Bellevue,  and  the  results  in  all  four  types 
in  which  bacteremia  was  present  is  shown  in  con- 
trast to  a group  in  which  the  serum  was  not  used. 


Control  Treated 

Types  cases  died  cases  died 

1 11  2 10  1 

II  13  6 17  2 

III  4 3 5 2 

IV  20  6 22  4 


NEUROLOGY  AND  PSYCHIATRY 

By  H.  J.  Hayes,  M.D. 

899  Madison  Are.,  Memphis 


Chloride-Bromide  Treatment  in  Epilepsy.  J. 

Nothin,  M.D.,  New  York. 

Concludes  as  follows: 

Bromide  therapy  should  be  put  on  a scientific 
basis;  the  relationship  of  sodium  bromide,  which 
is  involved  in  this  treatment,  is  clarified.  To  make 
this  therapy  rational,  the  relationship  between 
these  two  halogens  must  be  regulated  in  each 
person.  This  relationship  is  established  from  the 
amount  of  sodium  chloride  each  needs  for  proper 
physiologic  function  and  is  apparently  different 
in  various  races. 

My  studies  of  bromide  content  in  the  blood 
give  much  higher  figures  than  those  obtained  by 
Bernoulli  or  Wuth  without  showing  signs  of  bro- 
mide intoxication.  The  blood  bromide  does  not 
seem  to  depend  on  the  amount  of  the  intake,  as 
smaller  doses  give  equally  high  bromide  contents; 
this  probably  depends  on  the  amount  of  sodium 
chloride  it  replaced  in  the  organism. 

The  four  deaths  that  occurred,  apparently  not 
immediately  produced  by  bromide,  make  me  think 
that  physically  debilitated  patients  should  per- 
haps be  excluded  from  this  type  of  therapy. 

Instead  of  estimating  the  table  salt  content  in 
the  organism,  I reduced  the  daily  intake  to  about 
70  grains  (4.5  G.),  which  is  sufficient  for  proper 
physiologic  function,  and  added  at  first  a small 
dose  of  bromide  (from  8 to  17  grains  daily)  and 
increased  gradually  until  the  maximum  optimal 
dosage  was  reached.  To  give  the  patient  a sur- 
plus of  salt  in  case  of  deficit  the  bromide  is  com- 
bined with  10  per  cent  sodium  chloride. 
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A quantitative  analysis  of  the  blood  bromide 
by  Bernoulli’s  or,  even  better,  by  Wuth’s  method, 
is  desirable  but  not  essential  in  experienced  hands. 

The  treatment  of  patients  with  bromide  poison- 
ing^  is  based  on  the  elimination  of  bromide  and 
administration  of  table  salt,  which,  in  my  experi- 
ence, has  been  most  successful  in  the  form  of 
enemas. 


OBSTETRICS 

By  James  R.  Rcinbcrger,  M.D. 
416  Medical  Arts  Bldg.,  Memphis 


Controllable  Spinal  Anesthesia  in  Obstetrics. 

George  P.  Pitkin,  M.D.,  and  Frank  C.  McCor- 
mack, M.D.  Surgery,  Gyneocology  and  Obstet- 
rics, November,  1928. 

The  author  used  controllable  spinal  anesthesia 
successfully  in  273  gyneocological  and  rectal 
cases.  Realizing  the  possibilities,  he  attempted  to 
experiment  with  it  in  difficult  obstetrical  opera- 
tions. The  results  were  so  satisfactory  in  89  cases 
of  instrumental  deliveries,  versions,  breech  cases, 
that  it  seemed  worth  while  to  make  a report  of 
his  findings  and  deductions.  The  technique  he 
uses  is  as  follows: 

The  patient  should  be  turned  on  her  side,  pref- 
erably the  right.  The  knees  should  be  flexed  upon 
the  abdomen,  the  head  bent  forward,  so  that  the 
chin  rests  on  the  chest,  and  the  back  bowed  out. 
The  head  of  the  delivery  table  is  elevated  from 
15  to  20  degrees.  If  for  any  reason  the  physician 
is  not  familiar  with  this  position,  the  patient  may 
be  permitted  to  sit  on  the  side  of  the  delivery 
table  with  the  feet  hanging  over  the  side,  the 
body  bent  forward,  the  elbows  resting  upon  the 
knees,  and  the  back  bowed  outward. 

The  skin  from  the  eighth  dorsal  to  the  lower 
part  of  the  sacrum  is  painted  with  three  per  cent 
iodine,  and  as  the  lumbo-sacral  interspace  is  the 
logical  site,  i.  e.,  between  the  fourth  and  fifth 
lumbo  vertebra,  and  a subcutaneous  wheal  is 
raised  with  0.65  c.c.  solution  of  novacaine,  0.013; 
ephederine,  0.51  and  normal  saline  q.  s.  1.3.  A 
fine  needle  of  25  to  27  gage  is  used  for  this  pur- 
pose and  the  needle  is  not  withdrawn,  but  is  in- 
jected directly  into  the  interspinus  ligament  and 
the  other  0.65  c.c.  of  the  solution  injected  as 
the  needle  advances.  Spinal  puncture  is  made 
thru  this  wheal  with  a fine  22  gage  lumbar  punc- 
ture needle.  As  soon  as  clear  fluid  returns  a 
solution  consisting  of  novacaine,  .2;  gliodin  .13 
strychine  sulphate,  .022;  glucose,  .065  and  normal 
saline  solution  q.  s.  .5  in  introduced.  The  spinal 
fluid  is  not  mixed  with  this  solution.  The  pa- 
tient remains  in  either  position  from  12  to  15 
minutes,  and  then  the  semi-reclining,  or  the  re- 
verse Trendelenburg  position  of  from  15  to  20 
degrees.  This  should  be  maintained  from  one 
and  one-half  to  two  hours  after  injection  so  as 
to  avoid  the  possibility  of  having  the  anesthesia 


ascend  into  the  dural  sac.  With  this  amount  of 
solution,  and  in  this  position,  the  anesthesia  is 
confined  to  the  cervix,  vagina,  perineum,  vulva  and 
sphinctures  of  the  anus  and  bladder.  If  for  any 
reason  higher  anesthesia  is  desired,  it  can  be  ob- 
tained by  mixing  the  solution  with  spinal  fluid. 
This  is  done  by  aspirating  and  reinjecting  2,  4 
or  6 c.c.  of  the  spinal  fluid.  Four  c.c.  aspirated 
and  reinjected  will  produce  anesthesia  of  the  legs. 
Six  c.c.  will  carry  anesthesia  to  the  umbilicus,  and 
8 c.c.  to  the  costal  margin.  For  the  higher  anes- 
thesia the  viscid  alcohol  solution  is  preferable  as 
this  will  permit  the  patient  to  be  placed  in  a level 
or  Trendelenburg  position.  The  heavier  solution 
(the  one  used  in  this  article)  should  never  be 
used  when  the  head  is  lowered. 

He  sights  the  advantages  of  controllable  spinal 
anesthesia  and  gives  them  as  follows: 

Preoperative  narcotics  are  not  necessary  and 
therefore  the  child  is  not  affected.  The  simplicity 
of  this  procedure  gives  it  the  distinct  advantage 
over  caudal  and  transsacral  anesthesia,  in  that  this 
technique  requires  tremendous  experience.  It  can 
be  used  in  safety  where  all  other  general  anes- 
thetics are  contra-indicated,  such  as  heart  disease, 
pulmonary  tuberculosis,  shock  from  hemorrhage 
or  exhaustion,  eclampsia,  nephritis,  acidosis,  dia- 
betes, or  the  enemas  of  pregnancy.  It  is  likewise 
indicated  to  give  the  patient  a rest  prior  to  an 
operative  procedure,  and,  he  says,  that  it  will  ab- 
solutely relax  a localized  contraction  ring  or  a 
Bandl’s  ring.  Forceps  and  versions  can  be  car- 
ried out  because  of  the  marked  relaxation  of  the 
soft  parts  and  their  lack  of  resistance. 

He  says  that  the  contraindications  are  negligible, 
that  dry  taps  are  due  to  inexperience,  that  injury 
to  the  spinal  cord  and  dura  will  not  take  place  if 
carried  out  with  the  instruments  and  precisions 
according  to  his  technique,  that  since  the  intro- 
duction of  the  starch  paste  (gliodin)  that  the 
anesthesia  is  absolutely  controllable,  and  that  the 
blood  pressure  is  not  affected,  because  none  of  the 
vasomotor  constrictors  is  anesthetized,  and  that 
the  height  of  the  anesthesia  can  absolutely  be 
controlled  by  regulating  the  tilt  of  the  table. 

The  reviewer  has  given  considerable  thought 
and  study  to  local  anesthesia,  and  has  used  suc- 
cessfully transsacral  and  caudal  anesthesia  for 
cervicle  and  perineal  repairs.  He  has  likewise  car- 
ried out  operative  obstetrical  procedures,  but  is 
convinced  that  it  is  only  applicable  to  operative 
obstetrics.  He  feels  that  if  this  solution  of  Pitkins 
does  not  desseminate  that  it  will  be  ideal  for  opera- 
tive obstetrics,  in  that  transsacral  and  caudal  anes- 
thesia requires  patience  and  experience,  and  will 
fail  in  quite  a number  of  cases,  for  anyone  who 
can  do  a lumbar  puncture  can  carry  out  con- 
trollable spinal  anesthesia.  He  is  waiting  for  this 
heavy  solution  to  be  placed  on  the  market  and 
will  make  some  remarks  concerning  same  in  the 
very  near  future. 
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OPHTHALMOLOGY 

By  Robert  J.  Warner.  M.D. 
Doctors’  Building.  Nashville 


Iris  Prolapse  from  Corneal  Ulcer:  Treatment  by 
Conjunctival  Flap.  R.  A.  Peterson,  M.D.,  Nan- 
king, China.  American  Journal  of  Ophthamol- 
ogy,  December,  1928. 

Iris  prolapse  from  corneal  ulcer  is  common  in 
China.  Thirty-eight  such  cases  were  treated  with 
a sliding  conjuctival  flap,  using  mattress  sutures 
for  firm  fixation,  excising  the  prolapsed  iris  tis- 
sue. Visual  iridectomy  was  done  after  two  weeks. 

The  author’s  pre-operative  treatment  consisted 
of  thorough  clearing  up  of  the  conjunctival  in- 
flammation to  a point  where  the  conjunctival  sac 
was  free  of  pathological  organisms.  Nitrate  of 
silver  and  atropine  sulphate  were  used  for  several 
days  preceding  the  operation.  Local  anesthesia 
was  used  when  possible.  The  operation  consisted 
in  the  preparation  of  a large  conjunctival  flap, 
the  placing  of  two  mattress  sutures  needed  for 
firm  fixation,  excision  of  the  prolapsed  iris  tissue, 
and  tying  the  sutures.  Vaselined  silk  sutures  were 
used. 

An  optical  iridectomy  was  done  after  the  sec- 
ond week.  The  false  ptyergium  remaining  after 
retraction  of  the  excess  of  conjunctival  tissue  was 
not  disturbed  for  at  least  two  months.  The  au- 
thor reports  very  satisfactory  results  from  this 
procedure. 


The  PI  ace  of  Ophthalmology  in  Medicine.  Edward 

Jackson,  M.D.,  Denver. 

Dr.  Jackson  delivered  a lecture  upon  the  above 
subject  before  the  Denver  County  Medical  So- 
ciety, November  20,  1928.  In  this  lecture  he  em- 
phasized the  importance  of  ophthalmology  in  its 
relation  to  the  other  branches  of  medicine  and 
refers  to  the  eye  as  a museum  of  pathology,  in 
which  could  be  seen  and  studied  during  life,  the 
pathologic  processes  of  many  diseases. 

Upon  the  subject  of  Biomicroscopy  he  had  the 
following  to  say:  Biomicroscopy,  examination  of 
the  living  tissues  with  the  compound  microscope, 
is  still  in  its  infancy;  but  no  equally  favorable 
field  for  it  is  offered  outside  the  eye.  It  has  had 
limited  application  in  laboratories  of  physiology 
and  pathology;  but  its  use  in  ophthalmic  practice 
with  the  “corneal  microscope”  and  slitlamp  illumi- 
nation, is  becoming  common,  and  is  accumulating 
observations  that  will  prove  of  value  in  general 
diagnosis.  The  vascularity  of  the  conjunctiva  and 
cornea,  and  the  nerve  endings  in  these  parts,  are 
more  subject  to  local  influences  than  the  vascular- 
ity and  exudates  of  the  retina  and  choroid.  But 
accessibility  makes  experiment  possible  on  the 
anterior  segment  of  the  eye;  and  it  is  fairly  cer- 
tain that  biomicroscopy  of  this  part  will  yield  re- 


sults important  to  general  medicine.  The  ex- 
perimental study  of  the  effects  of  infections,  anti- 
bodies, radiations,  temperature,  drugs  and  local 
irritants  on  these  exposed  tissues  will  have  results 
•important  to  ophthalmology,  but  perhaps  even 
more  important  to  general  medicine. 


ORTHOPEDIC  SURGERY 

By  Robert  F.  Patterson.  M.D. 

Acoff  Bnilding,  Knoxville 


Recurrent  Anterior  Dislocation  of  the  Shoulder  a 
New  Operation.  Tonjuck  Nicola.  Journal  Bone 
and  Joint  Surgery,  January,  1929. 

Nicola  has  added  a new  operation  to  the  al- 
ready considerable  list  for  this  troublesome  con- 
dition. One  has  the  advantage  of  working  in  a 
field  where  important  vessels  and  nerves  are  easily 
avoided. 

He  enumerates  three  groups  of  cases — boney, 
capsular  and  muscular.  The  operation  proposed  is 
applicable  to  all  of  them.  In  this  operation  the 
incision  runs  from  the  clavicle  above  the  coracoid 
process  downward,  in  line  with  the  anterior  margin 
of  the  deltoid  muscle.  The  upper  anterior  fibres 
are  separated  from  the  clavicle  for  sufficient  dis- 
tance for  ample  retraction.  The  pectoralis  major 
and  cephalic  veins  are  retracted  inward  and  the 
deltoid  outward.  This  exposes  the  head.  The 
transverse  ligament  is  slit  in  line  with  the  tendon 
of  the  long  head  of  the  biceps  and  the  tendon  is 
severed  below  point  of  external  entrance  into  the 
canal.  A hole  is  then  bored  from  the  point  of 
entrance  of  the  tendon  through  the  head  to  the 
center  of  the  articular  surface  with  a quarter 
inch  drill,  then  the  proximal  section  of  the  tendon 
is  pulled  through  this  tunnel  and  re-attached  to 
the  distal  portion.  The  proximal  portion  is  at- 
tached to  the  capsule  at  point  of  exit  to  remove 
tension.  The  shoulder  is  simply  bandaged  to  side 
with  forearm  flexed  to  forty-five  degrees. 

Comment 

This  is  analgous  to  the  ligamentation  teres  in 
the  femur.  The  possibility  of  joint  pain  from 
the  perforation  and  from  the  pinching  of  this 
large  tendon  between  the  joint  surfaces  must  be 
considered. 


OTOLOGY,  LARYNGOLOGY, 
RHINOLOGY 

By  W.  G.  Kennon,  M.D. 

Doctors  Building,  Nashville 


Dental  Caries  In  Paranasal  Sinus  Infections. 
Gordon  Berry,  M.D.,  Worcester,  Mass.  Archives 
of  Otolaryngology,  December,  1928. 

Able  and  careful  authorities  have  taught  that 
20  per  cent  of  maxillary  sinus  infections  are  of 
dental  origin.  Since  then  the  X-ray  apparatus 
has  been  perfected.  Team  work  has  been  estab- 
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lished  between  the  dentist,  the  radiologist  and 
the  rhinologist.  Modem  medicine  has  entered  on 
what  may  be  termed  a prophylactic  era. 

Among  other  efforts  there  has  been  a concerted 
drive  against  foci  of  infection.  The  internist,  the 
obstetrician,  the  urologist  and  the  surgeon  have 
joined  in  the  hue  and  cry  against  the  innocent 
grinders.  I,  too,  have  partaken  of  this  mob  psy- 
chology for  I am  proposing  that  60,  and  perhaps 
80,  per  cent  rather  than  20  per  cent  would  be  a 
more  accurate  estimate  of  the  dental  participa- 
tion in  maxillary  sinus  infections. 

I have  been  impressed  with  the  frequency  of 
dead  or  abscessed  teeth  in  patients  with  para- 
nasal sinus  infections,  and  I have  had  it  rather 
forcefully  demonstrated  that  a dentist  can  step 
in  and  remove  a tooth  for  other  reasons  and  my 
patient  proceeds  to  get  well.  A study  of  the  re- 
lation of  the  teeth  to  the  maxillary  sinuses  both 
in  the  anatomic  specimen  and  X-ray  film,  and  a 
review  of  my  routine  private  practice  records 
since  January  1,  1926,  in  an  attempt  to  find  all 
the  cases  in  which  the  diagnosis  was  some  form  of 
sinus  trouble,  are  the  basis  of  this  report. 

Examination  of  anatomic  specimens  shows  two 
main  groups.  Those  with  small  cavities  and  thick 
floors,  and  those  with  large  cavities  and  thin 
floors.  The  dental  roots  mound  up  into  or  strad- 
dle the  floor  in  the  large  cavity  type.  In  a typical 
film  of  a dental  abscess,  the  infection  has  pro- 
gressed through  the  dental  canal  and  seeping  out 
through  its  apex  has  gradually  destroyed  enough 
bony  tissue  to  show  rarefaction  in  the  film.  Fail- 
ure to  find  such  an  area  of  rarefaction  results  in 
a negative  report.  If,  however,  a root  reaches 
nearly  to  the  antrum,  by  its  very  nature  there  is 
little  or  no  bony  absorption  before  the  infection 
reaches  the  antrum  itself.  With  the  establish- 
ment of  a fistula  into  the  antrum  there  is  little  or 
no  more  bony  destruction  and  the  film  therefore 
does  not  show  the  typical  abscess  which  its  reader 
seeks. 

It  is  my  observation  that  this  is  the  type  of 
case  which  has  been  missed  and  I feel  that  a dead 
tooth  of  which  the  root  is  seen  in  the  film  to  ex- 
tend to  or  nearly  to  the  floor  of  the  antrum  is  an 
active  menace  which  must  be  carefully  watched 
and  seriously  considered.  This  infection  may  be 
escaping  slowly,  but  surely,  into  the  antrum,  and 
thence,  if  the  ostium  is  free  into  the  middle  meatus 
of  the  nose,  or  by  an  accessory  ostium  behind 
the  middle  turbinate  into  the  posterior  nares.  It 
is  my  conviction  that  one  may  look  to  this  source 
for  a considerable  portion  of  those  nasal  difficul- 
ties which  have  been  recorded  under  such  inclusive 
terms  as  chronic  rhinitis,  nasal  polypi,  chronic 
anterior  ethmoiditis  and  some  vasomotor  forms. 

The  152  patients  were  not  examined  with  es- 
pecial reference  to  this  investigation  but  received 
a routine  examination  with  the  exception  that  a 


transilluminator,  such  as  dentists  have  for  lighting 
up  alveolar  processes  was  employed.  It  is  sur- 
prising how  surely  and  accurately  it  will  pick  out 
the  dead  or  devitalized  teeth.  With  comparative 
safety  the  patient  can  be  told  which  teeth  should 
be  examined  by  X-ray  and  which  teeth  are  beyond 
suspicion.  When  the  tooth  root  reaches  the  floor 
of  the  antrum  or  when  the  reading  of  the  X-ray 
film  is  in  doubt  and  the  peridental  lamina  is  not 
clear,  an  electric  vitality  test  gives  further  evi- 
dence. It  is  proved  in  some  cases  that  two  tooth 
roots  may  be  alive  and  the  third  one  dead,  so  that 
tooth  is  reported  alive  and  yet  the  third  root  may 
show  an  abscess  on  the  end  at  the  time  of  extrac- 
tion. Usually  such  a tooth  will  show  diminished 
vitality  in  the  test,  indicating  a dying  condition. 

The  cases  are  divided  into  four  types.  The 
first  that  of  the  common  cold  recurring  with  great 
frequency  where  he  found  antrum  disease  sec- 
ondary to  tooth  infection.  Two  illustrative  cases 
of  this  condition  are  reported.  The  second  type 
is  a further  advanced  condition;  chronic  colds 
with  recurring  acute  exacerbations  in  which  the 
same  antrum  always  becomes  involved.  Three 
cases  are  reported  in  which  the  removal  of  dead 
teeth  promptly  affected  great  improvement  or  a 
complete  cure  of  the  condition.  The  third  type 
of  case  is  the  classic  one  of  acute  or  chronic  al- 
veolar fistula  into  the  antrum,  the  result  of  tooth 
extraction.  The  author  is  of  the  opinion  that 
provided  surrounding  necrosed  tissue  is  removed 
and  any  other  suspected  tooth  is  pulled  that  these 
fistulae  will  clear.  He  doubts,  to  some  extent,  the 
dangers  of  infection  due  to  entrance  of  food  by 
this  route  and  wonders  whether  in  cases  in  which 
the  dental  origin  is  fairly  certain,  this  should  not 
be  the  approach  of  choice.  An  illustrative  case 
report  is  appended.  One  more  general  type  is 
referred  to:  Those  of  chronic  antrum  trouble  in 
which  lesser  measures  fail,  in  which  diseased  teeth 
may  be  found  and  removed  without  relief,  or  in 
which  diseased  teeth  have  been  removed  years 
before  the  patient  is  examined.  These  cases  are 
pictured  as  starting  with  dental  infection  which 
caused  bony  necrosis  on  the  floor  of  the  antrum 
which  was  not  removed  with  the  extracted  teeth. 
In  cases  of  this  character  there  was  found  at  opera- 
tion polypoid  tissue  and  granulations  most  abund- 
ant just  above  the  areas  from  which  the  teeth 
had  been  removed.  The  “proved”  cases  of  dental 
infection  approximates  20  per  cent.  To  this  may 
be  added  the  probable  group.  This  makes  the 
result  48  per  cent. 

If  one  could  investigate  these  cases  more  in 
detail  and  watch  these  patients  through  their 
dental  history  it  would  be  found  that  in  most  of 
the  “possible”  cases  of  nasal  and  para  nasal  dis- 
turbance will  be  found  to  have  some  contributing 
dental  cause.  In  only  11  per  cent  of  cases  in  this 
series  was  a possible  dental  source  not  found.  In 
the  light  of  his  experience  he  feels  that  one  may 
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venture  60  per  cent  or  80  per  cent  instead  of  20 
per  cent  as  the  estimate  of  dental  infection  com- 
plicating infection  of  these  sinuses. 

His  conclusions  are:  sinus  infections  are  more 
frequent  in  adult  life.  There  are  no  changes 
taking  place  in  the  nose  that  would  predispose  to 
such  infections.  The  teeth  are,  however,  decay- 
ing during  this  period.  They  are  anatomically  in 
close  proximity.  Advancing  caries  reaches  the 
pulp  chamber  and  the  easiest  path  for  infection 
caught  under  the  filling  is  up  through  the  dental 
canal  to  just  beneath  the  antral  floor.  The  X-ray 
has  been  relied  upon  to  reveal  dental  abscess. 
The  author  feels  that  the  relatively  prompt  dis- 
charge of  this  infection  into  the  antrum  stops  the 
bony  resorption  which  one  looks  for  in  the  film; 
and  that  in  this  type  of  case,  unless  new  diagnostic 
methods  are  devised,  it  is  the  rhinologist,  working 
with  the  dentist  and  roentgenologist,  who  will  de- 
termine whether  harm  is  resulting.  A dead,  or 
dying,  tooth,  close  to  the  antral  floor,  no  matter 
how  harmless  in  appearance,  is  a threat.  Re- 
curring pains  in  the  antrum  on  this  side,  occa- 
sional seepage  of  pus  from  the  middle  meatus, 
small  polypi  in  this  region  and  even  a chronic 
unilateral  nasal  congestion  otherwise  unexplained 
should  attract  attention  to  the  teeth  or  to  a pos- 
sible buried  root.  The  removal  of  such  a nearby 
septic  focus  will  clear  up  many  a stubborn  nasal 
and  para  nasal  condition. 

This  claim  is  reasonable  and  has  the  support  of 
experience. 


PEDIATRICS 

By  John  M.  Lee,  M.D. 
Doctors  Building,  Nashville 


Observations  on  the  Use  of  Irradiated  Ergosterol 
in  Active  Rickets.  Jacob  Sobel,  M.D.,  and 
Irving  Claman,  M.D.  Archives  of  Pediatrics, 
January,  1929. 

At  the  Hospital  for  Joint  Diseases  the  authors 
have  observed  the  results  of  the  use  of  irradiated 
ergosterol  in  a limited  number  of  cases  of  active 
rickets.  Ergosterol  is  derived  from  fungi,  yeast, 
mushrooms,  and  more  particularly  from  ergot,  ir- 
ridiated  with  a mercury  vapor  quartz  lamp  for 
one-half  hour  at  a distance  of  one  foot,  then  sus- 
pended in  oil  in  a one  per  cent  strength.  Pre- 
pared in  this  way,  two  and  one-half  drops  contain 
one  mgm.  of  the  drug,  which  is  claimed  to  pos- 
sess an  antirachitic  potency  equal  to  fourteen 
teaspoonfuls  of  cod  liver  oil. 

In  the  cases  treated  there  was  noted  a decided 
improvement  in  the  general  well  being,  appetite, 
digestion,  weight,  color,  behavior,  animation,  and 
muscular  tone.  Craniotabes  disappeared  in  two 
weeks,  and  the  open  anterior  fontanelle  decreased 
in  size  rapidly.  There  was  rapid  and  progressive 
calcification  of  the  bones  at  the  epiphyses,  and 


the  size  of  the  rosary  diminished  but  did  not  yield 
completely  during  the  period  of  observation.  Cal- 
lous formation  and  calcification  were  hastened  and 
increased  in  fractures  in  rachitic  children.  The 
blood  phosphorus  was  brought  to  a normal  level. 

At  present  the  dosage  of  ergosterol  has  not 
been  established.  The  authors  suggest  for  pre- 
matures one  or  two  drops  daily;  for  children  under 
one  year  of  age  three  to  five  drops  daily;  for  those 
over  one  year  old  eight  to  ten  drops  daily,  divided 
into  two  or  three  doses.  After  three  to  six  weeks 
administration  the  drug  may  be  discontinued  or 
the  dose  reduced  according  to  the  result  shown  by 
X-ray  and  blood  examination.  Hess  and  Lewis 
suggest  the  possibility  of  hypermineralization  from 
over  dosage  with  ergosterol  resulting  in  loss  of 
weight,  fever,  vomiting  and  a peculiar  drowsiness. 
German  investigators  report  massive  calcium  de- 
posits in  all  the  viscera  of  laboratory  animals  dying 
from  massive  doses  of  ergosterol.  The  toxic  dose 
is  estimated  to  be  10,000  times  the  therapeutic 
dose. 

The  product  used  by  the  authors  is  not  yet  on 
the  market.  However,  Steenbock,  of  the  Uni- 
versity of  Wisconsin,  holds  a patent  on  ergosterol 
and  pharmaceutical  houses  have  received  licenses 
to  manufacture  the  drug,  the  potency  of  which  is 
to  be  controlled  by  Steenbock,  so  that  it  will  soon 
be  available  to  the  profession. 

These  writers  confirm  the  observations  of  num- 
erous writers,  all  of  whom  feel  that  ergosterol  is 
a most  powerful  antirachitic  agent  and  is  much 
more  effective  in  the  treatment  and  prevention  of 
rickets  than  cod  liver  oil  and  ultraviolet  therapy, 
and  bids  fair  to  supplant  these  two  agents  in  the 
prophylaxis  and  treatment  of  this  disease. 


ROENTGENOLOGY 

By  C.  M.  Hamilton.  M.D. 
Doctors'  Building,  Nashville 


Lipiodol  In  Its  Relation  to  Chest  Diagnosis.  B.  H. 

Nichols,  M.C.,  Cleveland  Clinic,  Cleveland,  Ohio. 

Radiology,  January,  1929. 

Lipiodol  injection  has  become  a valuable  aid 
in  diagnosing  chest  conditions.  Sicard  and  Fores- 
tier  first  used  lipiodol  to  visualize  the  bronchial 
tree  in  1922. 

The  following  methods  are  employed: 

1.  Through  the  cricothyroid  membrane  by 
syringe. 

2.  Through  the  trachea,  below  the  isthmus  of 
the  thyroid  gland. 

3.  The  bronchoscopic  route. 

4.  The  transglottic  route,  by  means  of  the  laryn- 
geal syringe. 

5.  The  laryngeal  and  tracheal  route,  by  means 
of  a catheter,  which  may  be  passed  to  any  desired 
point  in  the  right  or  left  bronchus. 
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Most  writers  employ  only  one  method  of  in- 
jection. This  is  probably  because  each  individual 
becomes  proficient  in  one  method.  It  seems  that 
the  method  should  vary  to  suit  each  individual 
case.  Mosher  concurs  in  this  opinion.  He  says 
that  so  many  cases  in  Massachusetts  General  Hos- 
pital have  been  diagnosed  as  lung  abscess  that  he 
concludes  that  the  shadow  is  only  an  area  of  lung 
drowned  with  lipiodol.  He  recommends  weaker 
solutions.  The  quantity  seems  to  be  more  im- 
portant. 

The  catheter  method  of  injection  is  used.  Under 
local  anesthetic  the  catheter  is  passed  into  the 
trachea.  The  patient  grasps  the  catheter  between 
the  teeth  and  the  oil  is  injected  before  the  fluoro- 
scope  with  the  patient  lying  on  the  affected  side. 
If  the  lower  lobe  is  involved  the  head  is  elevated. 
In  case  of  involvement  of  the  upper  lobe,  the 
head  is  lowered.  When  the  medium  reaches  the 
periphery,  the  injection  is  discontinued. 

This  method  requires  only  a small  amount  of 
lipiodol.  It  is  particularly  applicable  to  the  study 
of  bronchiectasis  and  tumors. 

The  lipiodol  is  absorbed  by  hylus  glands,  which 
give  the  appearance  of  calcification. 

In  lung  abscesses  the  bronchoscopic  method  is 
best.  The  cavity  can  be  aspirated.  Foreign  bodies 
may  be  detected.  In  non-tuberculous  cases  who 
have  had  hemorrhages,  granulations  and  biopsies 
may  be  removed  through  the  bronchoscope. 

Injection  through  cricothyroid  membrane  is 
practiced  in  children. 

Armand-Delille  and  Gelston  think  that  the 
iodized  oil  has  some  therapeutic  value  in  dilated 
bronchi  in  children.  The  cough  and  expectora- 
tion seems  to  improve  after  its  use. 

In  case  of  hylus  lesions,  insufflation  of  bismuth 
subcarbonate  is  advocated.  It  should  be  preceded 
by  bronchoscopy. 

The  presence  of  pulmonary  tuberculosis  is  a 
contraindication  to  lipiodol  injection  in  every  one’s 
hands.  The  following  are  considered  so  by  the 
authors : 

1.  Hyperthyroidism.  It  should  be  given  cau- 
tiously, especially  in  cases  who  have  had  Lugol’s 
solution  or  other  iodine  medication.  Some  have 
developed  iodism. 

The  Germans  don’t  believe  that  the  oil  is  ab- 
sorbed in  lungs.  They  urge  great  care  to  prevent 
its  entrance  into  alimentary  tract. 

2.  Presence  of  advanced  cardiac  disease.  Any 
respiratory  manipulation  may  embarrass  respira- 
tion. 

3.  Marked  elevation  of  temperature.  Injection 
should  be  given  with  extreme  caution. 

In  case  of  tuberculosis,  the  injection  may  cause 
hemorrhage  or  the  appearance  of  bacilli  in  the 
sputum.  On  the  other  hand  cases  with  fibrosis 
and  old  cavities  may  not  be  disturbed  by  the  pro- 


cedure. Archibald  advocates  the  supraglottis 
route  in  tuberculous  subjects. 

The  greatest  value  of  lipiodol  injection  is  in  the 
diagnosis  of  bronchiectasis  and  lung  abscess.  The 
size  and  position  of  a cavity  may  be  determined 
by  this  method.  It  aids  in  differentiating  pleural 
and  lung  lesions.  The  position  of  iodized  trachea 
may  be  helpful  in  cases  of  tumors  or  aneurism. 
It  is  very  valuable  in  cases  of  pulmonary  fistula. 
Bismuth  injection  may  cause  trouble,  whereas 
lipiodol  is  comparatively  harmless. 


SURGERY  ~ GENERAL  AND 
ABDOMINAL 

By  John  L.  Dies*  M.D. 

1213  Exchange  Bnilding.  Memphis 


The  Preparation  and  Management  of  the  Diabetic 

Subject  to  Amputation  for  Gangrene.  Bernard 

C.  McMahon,  M.D.,  Rudolph  Scharf,  M.D.,  and 

Walter  M.  Bartlett,  M.D. 

The  object  of  this  report  and  the  conclusions 
drawn  from  a careful  study  of  the  results  are 
that  to  be  successful  the  most  radical  treatment 
may  prove  to  be  the  most  conservative.  In  view 
of  the  high  mortality  involved,  it  cannot  be  con- 
sidered a conservative  procedure  to  amputate  and 
re-amputate  gangrenous  extremities.  It  is  more 
conservative  to  subject  the  patient  primarily  to  a 
more  radical  amputation  if  life  can  thereby  be 
spared.  This  series  of  cases  is  small  but  care- 
fully studied  and  when  considered  simultaneously 
with  other  reports  on  the  same  subject  the  con- 
clusions are  essentially  the  same. 

1.  All  diabetic  patients  with  gangrene  of  an 
extremity  show  advanced  arteriosclerosis. 

2.  Patients  with  dry  gangrene,  which  is  not  too 
far  advanced,  often  recover  entirely  by  adequate 
medical  treatment  and  do  not  require  surgical  in- 
tervention. 

3.  Diabetic  gangrene  is  frequently  precipitated 
by  thrombosis  in  vessels  the  caliber  of  which  is 
already  restricted  by  advanced  arterial  disease. 
This  is  favored  by  irritation  from  pressure,  heat 
or  cold,  corns  and  calluses. 

4.  The  operative  indications  are  (1)  the  pres- 
ence of  signs  of  a rapidly  spreading  process;  (2) 
the  presence  of  a violent  infection  with  signs  of 
septicaemia  or  severe  toxaemia;  (3)  the  presence 
of  a diabetic  condition  which  can  no  longer  be 
controlled  by  means  of  frequently  repeated  and 
increasing  insulin  dosage  with  proper  dietary  treat- 
ment. 

5.  Amputations  for  diabetic  gangrene  are  to 
be  considered  as  emergency,  life  saving  procedures, 
to  be  carried  out  in  the  most  expeditious  and  effi- 
cient manner  possible. 

6.  The  most  radical  amputation  yields  the  best 
results. 
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7.  The  Stokes-Gritti  amputation  should  be  given 
preference  when  conditions  permit. 

8.  The  pre-operative  treatment  must  establish 
control  of  diabetes  and  combat  acidosis.  Cardiac 
stimulant  may  be  used  if  indicated. 

9.  Post-operatively,  the  patient  should  be  con- 
sidered as  a case  in  acidosis  or  diabetic  coma  and 
proper  measures  should  be  instituted  to  combat 
this  condition.  During  convalescence  the  aim  is 
to  restore  the  patient  gradually  to  a normal  diet. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S., 
and  F.  K.  Garvey,  M.D. 
Medical  Building,  Knoxville 


Separate  Kidney  Function  With  Further  Observa- 
tions on  the  Specific  Gravity  Test  and  Improve- 
ments in  Technique.  L.  C.  Todd,  M.D.,  Char- 
lotte, N.  C.  Jama.,  Vol.  92,  January  19,  1929. 

One  hundred  and  thirty-one  cases  of  compara- 
tive renal  function  tests  made  with  dye  excretion 
and  specific  gravity  test  (salt  excretion)  was  re- 
ported previously  by  Todd,  with  the  conclusion 
that  the  two  tests  ran  closely  parallel,  but  that  the 
specific  gravity  method  was  less  liable  to  error, 
simpler,  less  trying  on  patient  and  more  time  sav- 
ing to  the  urologist. 

Recently  the  tests  have  been  repeated,  running 
contemporarily,  in  a series  of  200  cases.  The 
previous  conclusions  were  confirmed.  Occasional- 
ly the  parallel  was  disturbed  by  a leakage  of  dye 
around  catheter. 

Previous  methods  were  (1)  use  of  Saxe  Pyko- 
meter  using  3 c.c.  of  urine;  (2)  1 c.c.  Gay-Lussac 
specific  gravity  bottle,  and  (3)  an  immiscible 
balance  (chloroform  and  benzene  mixture)  using 
only  a few  drops.  Due  to  the  smaller  amount  of 
urine  necessary,  this  method  is  preferable.  Re- 
cently it  has  been  modified,  using  Exton’s  immis- 
cible balance,  a mixture  of  two  widely  varying 
gravities,  purified  petroleum  benzene  and  carbon 
tetrachloride. 

A few  drops  of  urine  is  obtained  from  each 
pelvis,  diuresis  not  promoted  by  preliminary  water 
drinking  as  in  the  dye  test,  one  drop  of  urine 
being  placed  in  each  of  a series  of  bottles  of  be- 
fore hand  prepared  varnolene-carbon  tetrachloride, 
the  specific  gravity  ranging  from  1.001  to  1.040 
by  one  degree  steps.  The  specific  gravity  is  de- 
termined by  the  bottle  which  suspends  the  drop. 

The  test  is  not  satisfactory  for  bloody  urine. 
Pus  must  be  removed  by  centrifuge,  as  well  as 
any  other  cloudy  substance. 


Operative  Treatment  of  Abscess  of  the  Prostate. 

R.  LeFur,  Paris  Chir.,  1928  xx,  36.  Abstract 

S.  G.  & O.,  Vol.  xlviii,  No.  1,  January,  1929,  by 

Pace. 

Operative  treatment  is  indicated  for  prostatic 
abscess  only  when  the  abscess  is  of  a certain  size, 
or  having  opened  into  the  urethra  or  the  rectum, 
cannot  be  cured  by  ordinary  measures  such  as 
massage  of  the  prostate  and  progressive  dilatation 
of  the  posterior  urethra  combined  with  copious 
urethrovesical  lavage.  The  persistence  of  fever  in 
spite  of  the  spontaneous  opening  of  a prostatic 
abscess,  and  especially  the  appearance  of  peri- 
prostatitis, is  an  indication  for  surgical  interven- 
tion. 

The  abscess  may  be  opened  surgically  by:  (1) 
the  rectal  route,  (2)  the  hypogastric  route  (when 
the  patient  has  undergone  a prior  cystostomy), 
or  (3)  the  perineal  route.  The  procedure  of 
choice  is  perineal  prostatotamy. 

In  the  technique  used  by  the  author  the  skin  is 
incised  two  fingerbreadths  anterior  to  the  anus 
from  one  ischiatic  tuberosity  to  the  other.  The 
incision  is  made  slightly  convex  anteriorly  in  order 
to  avoid  the  rectum  as  much  as  possible.  The 
posterior  surface  of  the  urethra  is  then  isolated 
because  the  deep  incision  is  made  immediately 
below  it.  The  superficial  and  deep  muscular  raphes 
having  been  incised,  the  prominence  made  by  the 
urethral  sound  is  followed  to  the  posterior  surface 
of  the  prostate.  If  both  lobes  are  equally  large 
and  tense,  they  are  opened  separately.  The  open- 
ing is  made  with  a cannulated  sound  or  a bistoury 
and  enlarged  with  the  finger,  the  cavity  of  the 
abscess  then  being  emptied  very  carefully  and 
drainage  established  by  means  of  a rubber  tube. 

Daily  lavage  is  begun  one  or  two  days  after  the 
operation.  The  dressings  are  changed  daily  as 
long  as  the  suppuration  is  abundant,  and  when 
the  suppuration  decreases,  every  two  or  three  days. 
On  the  sixth  or  seventh  day  the  rubber  drain  is 
replaced  by  a wick. 

Vaccinotherapy  is  given  by  local  application  or 
subcutaneous  injection.  In  case  of  oozing  hemor- 
rhage, the  abscess  cavity  is  tamponed  with  wicks 
moistened  with  haemostyl.  If  the  hemorrhage  is 
arterial,  the  artery  is  ligated.  In  cases  with  a 
urinary  fistula  the  wound  is  kept  open.  If  the 
fistula  does  not  close  as  the  wound  heals,  it  is 
saturated.  When  the  fever  and  poor  general  con- 
dition persist,  a further  prostatic  or  periprostatic 
focus  is  sought  and  tests  for  a blood  infection  are 
made.  If  there  are  purulent  fistulae  of  the  ischio- 
rectal fossae,  the  obturator,  or  the  retropubic 
region,  an  incision  at  the  focus  is  made. 
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Nephrolithiasis,  Livermore,  G.  R.  (Southern 
I M.  J.,  1928,  xxi,  443).  Abstracted  by  J.  Edwin 
Kirkpatrick,  M.D.,  (S.  G.  & O.  1928,  vol.  xlvii.). 

The  author  reviews  several  theories  in  regard  to 
the  cause  of  kidney  stone.  In  his  opinion,  the 
chief  causes  are  stasis  and  infection  associated 
with  faulty  metabolis.m. 

The  symtoms  of  kidney  stone  are  variable.  The 
silent  stone  causes  no  subjective  symptoms,  where- 
as obstructing  stones  caues  symptoms  that  are 
very  severe.  Objective  findings  are  always  pres- 
ent. The  urine  contains  pus,  blood,  and  epithelial 
cells,  and  often  uric  acid  crystals.  The  stones  can 
be  easily  seen  in  the  roentgenogram  in  from  70 


to  75  per  cent  of  the  cases.  In  the  remainder 
they  may  be  rendered  visible  by  coating  them  with 
a pyelographic  medium.  Other  methods  of  diag- 
nosis include  the  use  of  the  wax-tipped  catheter 
and  its  modifications. 

A kidney  stone  is  a foreign  body  and  should  be 
removed  before  it  damages  the  tissues.  Stones 
continue  to  increase  in  size,  injuring  the  kidney 
function.  , Frequently  they  cause  malignancy. 
When  operation  for  the  removal  of  a kidney  stone 
would  be  dangerous  to  life,  palliative  measures 
such  as  lavage  of  the  kidney  pelvis  and  treatment 
to  improve  the  kidney  function  are  indicated. 
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It  is  alleged  often,  that  there  are  large  communi- 
ties in  Tennessee  without  a doctor. 

We  have  on  file  applications  for  information  as 
to  good  locations  for  well  trained  doctors. 

The  members  who  know  of  good  locations  are 
requested  to  furnish  this  office  with  complete  in- 
formation. 

We  may  be  able  to  help  the  community  get  a doc- 
tor and  help  the  doctor  get  a location. 

ADDRESS 

JOURNAL  TENNESSEE  STATE  MEDICAL 
ASSOCIATION 

DOCTORS’  BUILDING,  NASHVILLE 


The  card  illustrated  to  the  left,  to 
be  hung  in  the  doctor’s  reception 
room, 

a pad  of  one  hundred  periodic- 
health-examination  blanks, 

and  one  copy  of  the  A.  M.  A. 
Manual  of  Suggestions  fot  the 
Conduct  of  Periodic  Examinations 
of  Apparently  Healthy  Persons, 

will  be  sent  to  any  member  of  the 
Society  who  fills  out  and  mails  the 
attached  coupon  with  one  dollar  to 

THE  TENNESSEE  STATE 
MEDICAL  ASSOCIATION 

510  Doctors  Bldg. 
Nashville,  Tenn. 

Write  or  Print  Plainly  " 


Even  Though  You  Are  Now  Apparently  in  Good  Health 
HELP  YOURSELF 
to  a 

Health  Examination  Blank 
and  possibly  to 

Better  Health  and  Longer  Life 


Answer  the  questions  on  the  History  side  of  the  blank 
and  arrange  with  the  physician  of  your  choice 
for  the  physical  examination 


The  Medical  Society  of  the  State  of  Tennessee  has  prepared 
the  blank  in  its  endeavor  to  encourage 
Periodic  Physical  Examinations 


Enclosed  find  $1.00  for  which  please  send  me  pad  of 
100  periodic-health-examination  blanks,  office  card,  and 
manual  of  suggestions. 

Name  - 

Street  and  Number  - 

City  and  State  

Member  of County  Medical  Society 
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THE  STATE  CARE  OF  THE  MENTALLY  ABNORMAL* 


Dr.  David  H.  Keller,  Bolivar 

Assistarit  Superintendent  and  Clinical  Director,  Western  State  Hospital 


IN  selecting  a subject  for  tonight’s  pro- 
gram, I do  not  wish  to  cause  any  misun- 
derstanding as  to  my  purpose.  It  will 
be  impossible  to  make  any  very  new  or 
startling  statement  in  regard  to  the  ques- 
tion of  the  state  care  of  the  mentally  ab- 
normal, but  it  may  be  possible  to  present 
a brief  outline  of  what  is  being  done  for 
these  unfortunates  at  the  present  time,  and 
what  may  have  to  be  done  in  the  future, 
unless  some  rational  plan  is  inaugurated  to 
prevent  the  continued  increase  in  the  num- 
ber of  these  dependents  who*  are  constantly 
demanding  the  aid  of  the  state. 

In  addition  to  the  insane  who  have  been 
accorded  the  right  of  state  care  for  many 
years,  there  have  arisen  during  the  last  few 
decades  many  additional  groups,  who,  while 
they  are  classified  under  the  insanities,  do 
not  belong  to  the  psychoses  in  the  true  sense 
of  the  word.  It  is  these  extra-psychotic 
cases  whose  presence  in  the  institution  for 
the  insane  create  such  an  additional  burden 
on  the  resources  of  our  taxpayers.  Already 
many  of  our  larger  commonwealths  are  al- 
most unable  to  continue  the  financial  bur- 
den of  caring  for  these  groups.  During  the 
last  thirty  years  the  ratio  of  those  who  are 

*Read  before  the  Madison  County  Medical  So- 
ciety, Jackson,  Tennessee,  October  2,  1928. 


being  cared  for  by  the  state  in  proportion  to 
those  who  are  furnishing  the  necessary 
funds,  through  taxes,  to  maintain  these 
mental  derelicts  of  society,  has  become 
greater  and  greater,  until  at  the  present  time 
many  of  the  states  in  this  Union  are  devot- 
ing 20  to  30  per  cent  of  their  net  revenues 
toward  the  maintenance  and  improvement 
of  their  eleemosynary  institutions.  It  has 
been  recognized  that  this  expenditure  can- 
not continue  at  the  same  rate  for  many 
more  years  without  absolutely  crippling  the 
financial  resources  of  even  our  most  pros- 
perous commonwealths.  When  a state  like 
New  York  spends  within  a period  of  ten 
years  one  hundred  and  fifty  million  dollars 
for  state  institutions  and  then  acknowledges 
that  she  is  only  beginning  to  care  for  the 
problem  and  that  there  are  as  many  mental 
cases  outside  of  her  institutions  as  are  in- 
side, the  danger  that  presents  itself  to  the 
American  people  can  be  readily  seen.  For- 
tunately, it  is  felt  that  each  of  these  prob- 
lems presents,  at  least,  a vision  of  cure,  and 
the  old  adage,  that  “An  ounce  of  prevention 
is  worth  a pound  of  cure,”  is  here  extremely 
appropriate. 

The  first  problem  to  be  considered  is  that 
of  the  feebleminded.  The  mentally  deficient 
are  a great  deal  more  conspicuous  now  than 
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they  were  two  hundred  years  ago.  This  is 
true  partly  because  the  higher  education  of 
our  people  has  become  rather  general 
through  the  excellent  public  school  systems 
which  are  installed  in  every  locality.  The 
moron  and  the  imbecile  do  now  attract  at- 
tention, whereas  fifty  or  seventy-five  years 
ago  they  were  simply  recognized  as  a nor- 
mal part  of  the  population  of  every  village 
or  city.  The  problem  of  their  care  is  be- 
coming more  and  more  difficult  as  civiliza- 
tion becomes  more  and  more  complex.  The 
congestion  of  society,  the  more  closely  the 
people  live  together,  the  more  intolerant 
they  are  of  those  who  are  not  up  to  the 
average,  as  far  as  intellect  is  concerned. 
Consequently,  these  feebleminded  individ- 
uals are  coming  in  constant  conflict  with 
the  law,  and  the  commonwealth  is  demand- 
ing that  they  be  cared  for  in  such  a way  as 
not  to  be  a source  of  annoyance  to  the  nor- 
mal portion  of  the  population.  The  only 
plan  that  has  been  universally  adopted  so 
far  is  that  of  segregation  in  colonies  and 
training  schools,  and  the  State  of  Tennessee 
has  not  been  backward  in  providing  such 
a home  for  the  feebleminded.  This  State 
Colony  and  Training  School  in  Tennessee, 
however,  is  taking  care  of  only  a small  frac- 
tion of  the  feebleminded  of  the  state,  and 
there  are  as  many  cases  outside  of  its  walls 
as  there  are  inside.  It  is  felt  that  no  state 
will  ever  be  sufficiently  rich  to  care  for  all  of 
the  feebleminded  within  its  borders  by  seg- 
regation. 

The  only  rational  thing  to  do  in  regard 
to  such  a condition  is  to  prevent  the  birth 
of  future  generations  of  the  feebleminded, 
a condition  which  can  only  be  done  by  a 
thorough  and  efficient  application  of  the 
surgical  procedure  known  as  sterilization. 
Sterilization  will  have  to  come  eventually; 
the  imbecile  and  the  moron  must  not  be 
allowed  to  propagate  their  kind.  It  is  be- 
lieved that  when,  in  addition  to  the  segre- 
gation and  sterilization  of  those  who  are  a 
social  menace  to  the  community,  we  add  the 
sterilization  of  as  many  defectives  as  pos- 
sible, allowing  them  to  remain  in  their  home 
community  as  workers,  the  problem  of  the 
feebleminded  will,  at  least,  begin  to  be 


solved.  It  is  hopeless  in  these  cases  to  ex- 
pect anything  from  the  educational  and 
training  program  which  has  been  inaugu- 
rated and  put  into  effect  in  many  of  our 
states.  The  feebleminded  can  be  taught  to 
do  only  what  their  mentality  permits  them 
to  learn,  and  if  any  attempt  is  made  to  edu- 
cate them  beyond  their  mental  age,  it  is 
bound  to  end  in  failure. 

Another  large  group  which  is  constantly 
demanding  the  care  of  the  state  is  the  epi- 
leptics, or  those  suffering  from  the  convul- 
sive disorders.  It  is  now  realized  that  there 
is  no  disease  known  as  epilepsy,  but  that 
there  are  many  epilepsies,  and  the  new 
name  for  this  group  is  the  “Convulsive  Dis- 
orders.” These  cases  cannot  easily  be  cared 
for  in  the  average  home,  and,  consequently, 
have  to  be  separated  from  the  normal  por- 
tion of  the  population.  On  this  account 
many  of  the  states  have  already  founded 
colonies  for  the  Epileptics.  These  patients 
do  very  well  amid  rural  surroundings,  and 
make  excellent  help  in  all  animal  industry. 
They  are  capable  of  doing  a certain  amount 
of  work  on  the  farm,  and,  in  some  instances, 
if  placed  amid  the  proper  environment  and 
cared  for  by  people  who  understand  their 
peculiarities,  can  become  self-supporting. 

We  now  realize  that  many  of  these  con- 
vulsive disorders  are  caused  by  the  trau- 
matism of  childbirth,  and  the  obstetrician 
and  pediatrician  are  rapidly  learning  to 
recognize  cerebral  hemorrhage  very  early 
after  the  birth  of  the  child  and,  by  proper 
surgical  procedure,  remove  the  blood.  Thus 
it  is  hoped  that  they  will  be  able  to  prevent 
some  cases  of  epilepsy  in  future  years.  It 
is  believed  that  cerebral  spastic  hemiplegia, 
or  Little’s  disease,  can,  in  a certain  per- 
centage of  cases,  be  prevented  by  such  sur- 
gical measures  if  they  are  applied  in  the 
first  few  hours  of  the  infant’s  life.  There 
is  no  doubt  that  as  this  fact  becomes  better 
known  and  surgery  is  more  widely  used,  the 
procedure  will  contribute  its  share  toward 
the  lessening  of  such  epilepsies  in  future 
generations. 

The  question  of  transference  of  epilepsy 
from  one  generation  to  another  by  the  mat- 
ing of  epileptics  is  still  a noted  point,  but 
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it  is  believed  that  the  only  proper  advice  to 
give  epileptics  is  not  to  produce  future  gen- 
erations. It  is  certain  that  defective  par- 
entage can  never  produce  perfect  children, 
and  there  is  no  reason  for  being  hopeful  of 
the  intelligence  of  the  offspring  of  epileptic 
parents. 

Epileptics  should  not  be  cared  for  in  the 
same  hospital  with  the  insane.  Their  prob- 
lems, their  lives,  their  diet,  their  occupa- 
tions are  entirely  different  and  separate 
from  the  psychiatric  cases,  and  they  are 
much  happier  when  they  are  isolated  and 
kept  by  themselves  in  their  own  institu- 
tions. 

More  and  more  the  alcoholic  class  is  at- 
tracting the  attention  of  the  workers  in 
state  hospitals  for  the  insane.  It  seems  an 
irony  of  fate  that  the  prohibition  acts  have 
apparently  caused  a great  increase  in  the 
amount  of  various  liquors  made  and  con- 
sumed, especially  by  the  morci  ignorant 
classes.  The  result  of  this  reckless  drink- 
ing is  a great  influx  of  alcoholic  psychoses 
into  the  state  institutions.  The  amount  of 
home  brew  and  local  home-made  whiskey 
that  these  unfortunate  experimenters  in  al- 
coholism are  able  to  drink  is  astonishing. 
The  consumption  of  a quart  a day  of  home- 
made whiskey  over  a period  of  three  and 
four  years  is  not  an  uncommon  history  for 
our  patients,  and  the  effect  on  the  mentality 
and  nervous  system  is  just  about  what 
could  be  expected  from  the  constant  ab- 
sorption of  such  enormous  doses  of  a deadly 
poison.  The  cases  are  being  treated  in  hos- 
pitals for  the  insane  because  this  is  the 
only  place  in  which  they  can  be  cared  for 
under  our  existing  social  conditions;  but  it 
certainly  seems  that  if  alcoholism  increases 
in  the  future,  it  may  be  necessary  to  have 
state  homes  for  inebriacy.  However,  an 
unexpected  wave  of  prohibition,  in  fact  as 
well  as  in  name,  may  eventually  save  the 
American  public  from  the  alcoholic  habit. 

These  cases  of  alcoholism  are  closely  al- 
lied with  another  condition  which  is  not 
perfectly  understood  but,  at  the  same  time, 
is  causing  more  and  more  discussion  among 
the  psychiatric  specialists  of  the  medical 
fraternity.  I allude  here  to  the  class  of 


psychopathic  personality,  in  which  class  we 
are  placing,  with  greater  frequency,  the  so- 
called  criminal  insane.  It  has  become  quite 
the  customary  thing  to  do;  in  fact,  it  has 
become  quite  fashionable  to  enter  the  plea 
of  insanity  for  every  criminal  who,  being 
caught  in  the  act,  has  either  sufficient  funds 
or  influential  friends  to  work  in  his  interest. 
It  is  considered  practically  no  disgrace  at 
all  to  be  declared  a criminal  insane  and  sent 
to  a state  hospital  for  the  insane,  whereas, 
it  is  felt  that  a term  in  the  penitentiary  is 
quite  a social  obstacle  to  the  future  happi- 
ness of  the  unfortunate  criminal.  As  a re- 
sult, the  state  hospitals  for  the  insane  are 
being  called  upon  to  care  for  this  class  of 
fashionable  criminals,  and  are  thus  forced 
to  take  over  the  work  that  previously  was 
entirely  cared  for  by  the  penal  institutions. 
It  would  not  be  at  all  fair  simply  to  dismiss 
this  subject  by  saying  that  all  criminals  are 
insane,  or  the  converse,  that  none  of  the 
criminals  are  insane,  but  simply  law  vio- 
lators in  the  old  meaning  of  the  term. 

There  is  no  doubt  that  there  is  a large 
group  of  society  who  are  neither  insane  nor 
feebleminded,  but  who  constitute  a definite 
menace  to  the  peace  and  happiness  of  so- 
ciety. These  can  properly  be  termed  the 
psychopathic  personalities.  The  important 
diagnostic  features  of  these  cases  are : 
First,  the  fact  that  they  begin  early  in  life 
a career  which  demonstrates  an  absolute 
disregard  for  the  rights  of  other  people; 
second,  they  are  willing  to  do  anything 
whatever  to  gain  their  own  end,  and  last, 
they  have  an  idea  that  the  only  absolute 
weakness  that  they  may  show  is  to  be 
caught  in  the  criminal  act.  This  class  is 
the  one  described  by  Kraeplin  under  his 
diagnosis  of  “moral  imbecile”  or  “constitu- 
tional inferior.”  At  present  we  believe 
that  these  people  are  neither  imbecile  nor 
inferior,  but  that  they  are  just  as  bright 
and  clever  as  the  average  citizen.  The  con- 
stant disregard  for  the  rights  of  other  peo- 
ple, the  deliberate  and  repeated  violation 
of  the  laws  in  every  respect,  the  constant 
tendency  to  excuse  themselves  and  place  all 
the  blame  on  other  people,  are  a few  of  the 
characteristics  which  distinguish  this  group 
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from  the  normal.  They  do  not  belong  in 
the  hospitals  for  the  insane,  because  they 
are  not  insane;  and,  to  a certain  extent,  it 
is  useless  to  confine  them  in  penitentiaries, 
because  there  the  terms  are  short  and  there 
is  no  corrective  value  in  the  imprisonment, 
unless  it  should  be  for  life. 

The  suggestion  has  been  made  by  some 
of  our  foremost  thinkers  that  these  people 
should  be  segregated  in  farm  colonies,  and, 
after  being  sterilized,  should  be  permitted 
to  marry  each  other  and  establish  at  least 
some  resemblance  of  a home  life.  It  is  felt 
that  if  such  a procedure  were  conducted  on 
a large  scale  and  applied  to  all  the  criminal 
class  who  show  that  they  belong  to  the  psy- 
chopathic personality  state,  in  the  course 
of  thirty  years  the  criminal  situation  in  the 
United  States  would  be  largely  solved.  In 
fact,  it  is  believed  that  if  such  a national 
law  were  passed,  supported  by  state  laws, 
and  these  psychopathic  personality  cases 
forced  to  realize  that  at  the  time  of  the  sec- 
ond or  third  conviction  they  would  be  steri- 
lized and  placed  for  life  on  a farm  colony, 
the  fear  inspired  by  such  a procedure  would 
be  so  great  that  they  would  immediately 
leave  the  country  for  places  in  the  world  in 
which  they  would  receive  a more  lenient 
treatment.  It  is  a surprising  fact  of  human 
nature  that  while  a man  has  apparently  no 
fear  at  all  for  the  death  penalty,  he  will 
shrink  with  horror  from  the  idea  of  the  loss 
of  his  manhood  through  a sterilizing  opera- 
tion. 

Another  group  which  is  causing  more  and 
more  concern  to  the  psychiatrists  in  state 
institutions  is  the  so-called  senile  group.  It 
is  becoming  more  and  more  difficult  in  the 
stress  of  modern  society  to  care  properly 
for  the  old  people.  The  younger  generation 
do  not  stay  at  home.  More  women  are 
working  outside;  the  homes  are  getting 
smaller;  the  cost  of  foods  and  rentals  is 
increasing.  Thus  it  is  becoming  a very  dif- 
ficult problem  to  care  properly  for  the  aged, 
especially  in  the  urban  communities.  For 
these  reasons,  it  has  become  the  custom  to 
call  upon  the  state  hospitals  for  the  insane 
to  care  for  these  old  people  who  have  com- 
mitted no  crime  against  society,  except  to 


outlive  the  period  of  their  usefulness.  If 
the  most  rigid  effort  were  not  made  to  pre- 
vent it,  the  state  institutions  in  all  parts 
of  our  country  would  become  overfilled  with 
this  class  of  patients,  who  would  form  an 
almost  immovable  population  and  take  the 
places  that  were  intended  for  the  acute 
psychiatric  cases.  As  a matter  of  fact,  even 
though  these  old  people  do  not  do  well  at 
home  and  frequently  die  within  a few 
months  after  being  brought  to  a state  in- 
stitution, if  they  survive  this  period  of  ad- 
justment, they  live  on  indefinitely.  All  that 
they  require  is  a warm  bed,  good  food  that 
is  easily  digested  and  warm  and  clean  cloth- 
ing. They  are  furnished  all  these  in  state 
institutions,  and,  I am  proud  to  say,  at  the 
Bolivar  institution  we  have  special  wards 
for  the  care  of  the  aged  on  which  they  are 
undoubtedly  treated  much  more  humanely 
and  sensibly  than  they  would  be  treated  in 
the  average  home.  The  ever-growing  ten- 
dency of  modern  society  to  shift  the  care 
of  the  aged  from  the  family  and  commu- 
nity to  the  state  is  a proper  cause  of  con- 
cern, as  it  is  believed  that  if  this  tendency 
continues  and  the  demand  on  the  state  in- 
creases, eventually  the  commonwealth  will 
have  to  provide  special  homes  for  the  aged, 
these  homes  to  be  accessible  to  all  of  the 
citizens  of  the  state. 

If  all  of  the  aforementioned  cases  could 
be  excluded  from  state  hospitals  for  the  in- 
sane, the  treatment  of  the  psychotic  cases 
by  the  state  would  be,  at  least,  a little  bit 
more  hopeful.  Yet,  even  the  care  of  the 
true  insanities  is  almost  more  than  any 
commonwealth  can  finance,  and  it  is  be- 
lieved that  in  the  future  some  method  of 
mental  hygiene  must  be  devised  to  prevent 
the  ever-increasing  number  of  phychotics. 
In  some  diseases  this  prevention  can  be 
effected,  as  in  the  psychoses  connected  with 
syphilis;  but  in  other  insanities,  in  which 
the  etiology  is  obscure,  it  will  be  very  dif- 
ficult to  work  out  some  plan  whereby  the 
incident  of  their  occurrences  can  be  les- 
sened. The  state  is  responsible  for  the  care 
of  the  abnormal,  but,  at  the  same  time,  it  is 
believed  that  the  legislature  should  adopt 
prophylactic  measures,  and  thus,  do  every- 
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thing  in  their  power  to  relieve  the  state  in- 
stitutions of  a part  of  the  burden  which 
they  are  bearing.  A better  classification  of 
these  cases  should  be  obtained  by  the  erec- 
tion of  separate  institutions  for  the  care  of 
the  epileptics,  the  aged  and  the  psycho- 
pathic personalities  and,  eventually,  some 
definite  method  must  be  devised  for  caring 
for  the  criminal  insane  and  alcoholic  types. 


When  this  time  comes,  when  there  is  per- 
fect harmony  between  the  legislators  and 
the  medical  profession,  it  is  believed  that 
the  wisdom  of  future  generations  will  be 
able  to  find  adequate  measures  to  prevent 
the  constantly  increasing  cost  of  caring  for 
the  abnormal  mentally  within  the  borders 
of  our  nation. 


The  Ninety-Sixth  Annual  Meeting  of  the 

Tennessee  State  Medical  Association 

Will  Be  Held  At 

JACKSON,  APRIL  9,  10,  11 

Read  the  Tentative  Program  as  Published  in  This  Issue 
And  We  Know  You  Will  Come. 

Write  AT  ONCE  Direct  to  the  New  Southern  Hotel  for  your  reservation. 

HELP  MAKE  THIS  THE  BEST  MEETING  IN  THE  HISTORY 
OF  YOUR  ASSOCIATION 
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VOMITING  OF  PREGNANCY=^ 


John  B.  Haskins,  M.D.,  F.A.C.S. 


1AM  sure  that  many  of  you  have  had  ex- 
periences in  your  own  home  that  make 
this  subject  one  of  great  interest  to  you. 
It  is  said  that  vomiting  of  pregnancy  oc- 
curs in  from  45  to  70  per  cent  of  all  con- 
ceptions and  that  around  10  per  cent  ap- 
proach the  pernicious  type. 

It  is  really  hard  to  say  which  case  is  ap- 
proaching the  pernicious  and  which  one  is 
not,  unless  the  patient  is  studied  closely  and 
blood  chemistry  is  gone  into  from  day  to 
day,  as  the  psychic  element  plays  such  a 
part  in  many  of  these  cases  that  it  misleads 
us  clinically. 

We  must  remember  that  uterine  displace- 
ments, hemorrhoids  and  fistula  in  ano  will 
aften  make  the  patient  more  neurotic  and 
add  to  the  nausea. 

It  is  said  that  every  pregnant  woman 
gains  in  weight  if  she  is  physiological,  but, 
of  course,  the  nauseated  case  is  pathologi- 
cal and  loses  weight,  and  if  the  nausea  is 
severe  enough  she  becomes  dehydrated  and 
takes  on  starvation  acidosis. 

Hyperemesis  gravidarum  may  be  divided 
into  three  groups  according  to  the  severity 
of  the  symptoms:  (1)  Mild,  (2)  moder- 
ately severe,  (3)  pernicious. 

Mild  cases  are  those  which  show  more  or 
less  nausea  with  some  vomiting;  the  mod- 
erately severe  cases  are  those  in  which  the 
patient  is  ill  most  of  the  day  with  persistent 
vomiting,  but  not  necessarily  in  serious  con- 
dition ; while  the  serious  or  pernicious 
group  is  made  up  of  those  patients  who  are 
emaciated  and  dehydrated,  with  beginning 
nephritis,  acidosis  and  even  jaundice.  The 
last  are  unable  to  retain  food  or  water  and 
usually  are  in  desperate  straits. 

The  work  of  Underhill  and  Rand,  as  well 
as  Ewing,  in  1910,  demonstrated  that  in 
hyperemesis  gravidarum  there  is  an  under- 

*Read  before  the  Chattanooga  and  Hamilton 
County  Medical  Association,  Chattanooga,  July, 
1928. 


lying  disturbance  of  carbohydrate  metabol- 
ism and  storage. 

Duncan  and  Harding  next  expressed 
themselves  as  convinced  that  “in  early  tox- 
emias of  pregnancy  the  dominant  factor  is 
a metabolic  one,”  due  largely  to  a carbo- 
hydrate deficiency. 

About  the  same  time,  Hoffmann,  Givens 
and  Titus  were  conducting  investigations 
along  the  same  lines,  and  their  work  served 
further  to  strengthen  this  “carbohydrate 
deficiency”  theory. 

Carbohydrate  deficiency  during  preg- 
nancy is  of  two-fold  origin:  (1)  A relative 
deficiency  due  to  an  unexpected  demand  for 
glycogen  on  the  part  of  the  fetus  and  the 
enlarging  uterus,  and  (2)  an  actual  de- 
ficiency, from  lessened  carbohydrate  intake 
in  the  presence  of  nausea  and  vomiting. 

Various  theories  have  been  advanced  to 
explain  the  origin  or  source  of  the  various 
toxemias  of  pregnancy,  among  them  the 
idea  that  toxemia  is  of  (1)  gastro-intestinal 
origin,  (2)  the  result  of  disturbances  in  the 
glands  of  internal  secretion,  (3)  of  fetal 
origin,  (4)  through  improper  function  fetal 
waste  products  are  permitted  access  to  the 
maternal  blood.  The  general  trend  of  opin- 
ion appears  to  be  toward  a combination  of 
many  factors. 

However,  the  pathologic  progress  of  tox- 
emia seems  to  be  dependent  on  a carbohy- 
drate deficiency  in  the  maternal  organism. 
It  has  been  confirmed,  both  clinically  and 
pathologically,  that  the  liver  and  its  func- 
tions play  an  important  part  in  the  pa- 
tient’s ability  or  inability  to  recover. 

The  liver  is  the  carbohydrate  storing  or- 
gan of  the  body,  its  cells  being  filled  with 
glycogen,  and  a carbohydrate  deficiency  in 
the  maternal  organism  causes  a glycogen 
depletion  of  the  liver.  It  is  also  known  to 
be  the  great  detoxicating  organ  of  the  body. 
It  functions  less  powerfully  in  the  latter 
respect  if  depleted  of  its  sugar,  as  is  proved 
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by  the  fact  that  an  animal  starved  of  car- 
bohydrates may  be  killed  by  a smaller  dose 
of  any  poison  than  is  required  for  a similar 
animal  that  has  been  well  fed.  (Roger.) 

Pregnancy  causes  a relative  and  sudden 
carbohydrate  starvation  of  the  mother,  be- 
cause the  fetal  tissues  are  synthesized  from 
glycogen,  it  having  been  demonstrated  by 
Siemens,  simultaneous  analyses  of  maternal 
and  fetal  bloods  that  the  nutritive  exchange 
through  the  placenta  is  almost  entirely  in 
the  form  of  glycogen. 

If  it  be  granted,  therefore,  that  the  fetus 
suddenly  begins  to  require  of  the  mother 
enormous  quantities  of  glycogen;  that  the 
liver  is  called  on  as  a glycogen  storehouse  of 
the  body  to  supply  this ; that  an  improperly 
balanced  diet  fails  to  furnish  glycogen  with 
which  to  restore  the  liver;  that  it  is  thus 
depleted  of  its  sugar,  and  that  when  so  de- 
pleted it  becomes  less  able  to  combat  any 
toxins  that  happen  to  be  in  the  body,  the 
mechanism  by  which  a pregnancy  toxemia 
develops  and  progresses  can  be  explained. 
(Titus.) 

This  double  source  of  deficiency  in  carbo- 
hydrates, lower  intake  with  extra  fetal  con- 
sumption is  peculiar  to  pregnancy  and  may 
be  considered  as  an  actual  starvation.  Every 
pregnant  woman  should  be  considered  as  a 
potential  subject  for  toxemia,  and  a de- 
ficiency of  carbohydrates  permits  this  to 
develop  precisely  as  the  starved  dog  may  be 
poisoned  more  easily  than  the  well-fed  one. 

Frequent  meals,  consisting  chiefly  of  car- 
bohydrates, have  been  in  use  for  years  in 
the  relief  of  nausea  and  vomiting  of  early 
pregnancy;  it  has  seemed  impossible  that 
the  striking  results  so  obtained  could  be  due 
entirely  to  the  “suggestibility  of  neurotic 
patients.” 

In  the  dietetic  treatment  of  mild  cases  of 
hyperemesis  gravidarum  patients  should  be 
given  precise  directions  as  to  when  and 
what  to  eat.  They  should  be  told  to  eat  a 
total  of  at  least  seven  small  meals  a day  at 
definite  intervals,  beginning  before  arising 
in  the  morning  and  ending  at  bedtime  in  the 
evening.  Carbohydrate  foods  of  all  kinds 
should  be  chosen,  and  the  physician  should 
particularly  specify  such  articles  as  cooked 


fruits,  dates  and  raisins,  green  vegetables, 
crackers  and  cookies,  honey,  sugar,  and 
such  desserts  as  puddings,  custards  and 
ices. 

A formula  may  be  given  the  patient  to 
prepare,  as  follows:  ounces  of  lactose, 

21/^  tablespoohsful  of  sodium  bicarbonate, 
dissolve  in  1 pint  of  water,  this  being  ap- 
proximately 10  per  cent  of  lactose  and  2 
per  cent  of  soda  in  solution.  Two  ounces 
of  this  is  to  be  taken  every  two  hours. 
(Titus.) 

In  the  treatment  of  the  moderately  se- 
vere cases  hospitalization,  wherever  possi- 
ble, is  advisable.  Beginning  the  treatment 
in  the  evening,  if  possible,  she  should  fast 
completely  for  a few  hours,  then  be  given 
only  water  in  small  amounts  by  mouth  until 
morning.  Then  easily-assimilated  liquids, 
such  as  sweetened  orange  albumin,  glucose 
solution,  or  broth,  are  begun  and  given  at 
hourly  intervals  until  the  patient  goes  to 
sleep  at  night. 

Two  daily  enemas  (morning  and  eve- 
ning) are  given,  each  followed  by  a dose  of 
chloral,  10  grains,  and  bromides,  30  grains 
by  bowel,  proctoclysis  of  glucose  and  soda 
solution  being  given  as  constantly  as  pos- 
sible. Intravenous  injections  of  glucose 
should  be  given  promptly,  especially  if  vom- 
iting does  not  cease  at  once,  and  are  re- 
peated once  or  twice  daily,  depending  on  in- 
dications and  response  to  the  treatment. 

Usually  by  the  third  day  small  and  fre- 
quent “doses”  of  soft  nourishment  will  be 
retained,  and  this  improvement  is  followed 
by  a gradual  daily  increase  in  both  quantity 
and  variety  of  food.  Usually  a week’s  treat- 
ment suffices,  and  at  the  end  of  that  time  a 
return  to  normal  diet  can  be  made. 

Kosmak  has  formulated  an  absolutely 
fundamental  rule  in  the  treatment  of  these 
patients.  He  says,  “The  cardinal  fact  to 
be  borne  in  mind  is  that  no  routine  method 
applicable  to  all  classes  of  cases  can  be 
recommended,  and  that  in  each  instance, 
particularly  in  the  severer  types,  considera- 
tion must  be  given  to  the  individual  patient. 
While  we  can  follow  certain  general  routine 
procedures  in  certain  groups  of  cases,  they 
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must  be  changed  as  circumstances  may  dic- 
tate.” 

The  treatment  of  the  third  group,  name- 
ly, the  pernicious  cases,  is  an  adaptation  of 
the  treatment  for  the  second  group  applied 
more  vigorously. 

Intravenous  injections  of  glucose  are  be- 
gun immediately  and  repeated  from  one  to 
three  times  daily.  Proctoclysis  of  glucose 
solution  supplements  this,  and  the  adminis- 
tration of  fluids  by  mouth  proceeds  slowly 
and  with  caution. 

The  liver-sparing  action  of  glucose  is 
probably  its  most  important  effect  in  these 
cases,  but  it  also  increases  elimination,  sup- 
plies glycogen  directly  to  the  depleted  tis- 
sues, combats  acidosis,  and  restores  sugar 
to  the  cells  of  the  liver  which  have  been 
drained  of  their  glycogen. 

Titus  gives  as  his  opinion  that  glucose  in- 
jected intravenously  serves  not  only  to 
spare  the  liver  functionally  but  also  actual- 
ly causes  regeneration  of  the  liver  cells. 
This  conclusion  is  based  on  the  fact  that 
sections  of  liver  tissue  from  fatal  cases  of 
hyperemesis  and  eclampsia  which  received 
these  glucose  injections,  not  only  show  evi- 
dences of  repair,  but  also  less  necrosis  than 
other  similar  cases  not  so  treated. 

The  therapeutic  dose  of  glucose  for  an 
adult  of  average  Size  fs  from  50  to  75  gm., 
and  smaller  doses  do  not  give  the  desired 
effect. 

Hypertonic  solutions,  preferably  25  per 
cent,  act  more  promptly  and  favorably  than 
weak  solutions.  Single  injections  are  safer 
than  a continuous  flow,  but  must  be  re- 
peated from  one  to  three  times  daily,  ac- 
cording to  the  condition  and  response  of  the 
patient. 

The  preparation  of  glucose  used  for  intra- 
venous administration  must  be  chemically 
pure,  because  reactions  in  the  patient  are 
usually  traceable  to  impure  or  carelessly 
prepared  solutions.  The  glucose  should  be 
dissolved  in  distilled  water. 

It  seems  that  the  established  treatment 
of  these  cases  might  be  divided  into  a varia- 
tion of  two  routines ; the  first  and  oldest  is 
to  put  the  patient  to  bed,  withhold  food  for 
twelve  to  twenty-four  hours,  giving  60  gr. 
of  sodium  bromide  in  saline  solution  every 


six  hours  per  rectum,  reducing  the  dose 
10  grs.  per  dose  daily,  giving  50  grs.  the 
second  day,  and  so  on,  as  the  patient  im- 
proves, at  the  same  time  giving  such  foods 
as  sweetened  orange  juice,  custards,  creams, 
jello,  etc.  Also  give  the  patient  all  the  men- 
tal assurance  possible,  that  everything  will 
soon  adjust  itself,  trying  to  keep  her  in  the 
happiest  state  of  mind  possible. 

Drs.  H.  A.  Miller  and  D.  B.  Martinez,  of 
Pittsburg  advocate  putting  these  patients 
to  bed  in  the  hospital,  if  possible,  elevating 
the  foot  of  the  bed,  giving  luminal  in  suf- 
ficient doses  per  rectum  to  control  the  pa- 
tient and  after  a few  hours  starting  forced 
feedings  of  food  similar  to  above  treatment, 
plus  the  administration  of  all  the  liver  diet 
that  the  patient  can  take,  and  the  adminis- 
tration of  “hepramone,”  which  is,  as  I un- 
derstand, one  of  the  active  principles  of 
liver.  They  recommend  a dose  of  10  c.c. 
once  per  week  to  10  c.c.  t.i.d.  in  more  seri- 
ous cases. 

Corpus  Luteum  and  Follicular  Hormone 
are  recommended  by  some  writers,  and  per- 
sonally I think  are  worthy  of  use. 

There  is  no  cut  and  dried  rule  that  we  can 
follow  as  to  therapeutically  emptying  the 
uterus.  I am  sure  that  many  have  been 
aborted  in  good  faith  that  could  have  been 
carried  on  to  term.  On  the  other  hand,  a 
few  lives  have  been  lost  that  should  -have 
been  therapeutically  aborted. 

Neither  of  the  above  treatments  would 
perhaps  apply  to  every  case,  but  variation 
if  you  can  get  co-operation  with  patient, 
family  and  friends,  will  certainly  take  care 
of  nearly  all  these  cases.  If  you  do  fail, 
please  try  the  introduction  of  a Rehfuss 
tube,  giving  nourishment  through  same, 
plus  rectal  and  intravenous  administration 
of  glucose  and  saline,  as  I am  sure  that  I 
have  carried  two  or  three  women  by  this 
latter  means  that  were  apparently  at  death’ .s 
door  when  these  means  were  resorted  to. 

To  summarize : 1.  Do  not  fail  to  remember 
that  the  psychic  element  is  a big  factor  in 
the  treatment  of  these  cases,  and  we  need 
to  be  firm  and  frank  in  dealing  with  patient 
and  family.  When  called  in  consultation 
we  owe  it  to  ourselves  and  everyone  con- 
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cerned  to  adhere  strictly  to  this  rule  and  to 
back  up  the  doctor  in  charge  to  the  last 
ditch,  provided  he  is  treating  the  case  ac- 
cording to  modern  methods. 

2.  We  must  be  patient,  sympathetic  and 
active,  not  allowing  these  patients  to  be- 
come dehydrated,  which  can  soon  be  fol- 
lowed by  a state  of  acidosis,  which  spells 
death. 


3.  To  watch  urine  daily  and  have  blood 
chemistry  done  if  necessary. 

4.  To  be  very  slow  to  abort  unless  we  are 
very  sure  of  our  ground,  but  when  we  have 
clinical  and  laboratory  evidence  that  a 
therapeutic  abortion  should  be  done,  we 
should  then  be  very  active  and  prompt  in 
doing  this  as  we  would  in  any  other  emer- 
gency. 


The  Ninety-sixth  Annual  Meeting 

OF  THE 

Tennessee  State  Medical  Association 

WILL  CONVENE  AT 

JACKSON,  APRIL  9,  10,  11 
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IF  YOU  GO  BY  RAIL,  SPECIAL  SLEEPERS  FROM  EAST 
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PROPHYLAXIS,  OR  PREVENTIVE  MEDICINE* 


E.  M.  Everett,  M.D.,  Memphis 


The  practice  of  medicine  in  its  incip- 
iency  was  the  inevitable  outgrowth 
of  the  desire  to  relieve  suffering  hu- 
manity; to  eliminate  disease  from  the  hu- 
man body;  to  rid  the  system  of  any  and 
every  cause  of  suffering  whatsoever,  be  the 
cause  toxic  or  otherwise,  such  as  the  re- 
moval of  mechanical  obstruction,  subduing 
inflammation,  calming  excited  nerves,  re- 
ducing abnormally  high  temperatures.  In 
short,  it  meant  the  quelling  of  every  physi- 
ological abnormality,  and  the  bringing 
about  of  that  happy  equilibrium  which 
means  perfect  health.  This  is,  no  doubt, 
the  goal  which  the  father  of  medicine 
sought  to  attain.  A divine  intuition  im- 
planted in  the  mind  and  heart  of  man  by 
the  Creator  himself.  A laudable  under- 
taking, indeed,  inspired,  as  it  was,  by  a 
noble  ambition  to  serve  faithfully  and  well 
his  day  and  generation. 

This  attainment  is  worthy  of  the  best 
that  is  in  the  heart  and  brain  of  man.  And 
yet,  with  due  respect  for  all  that  preceded 
our  present  status,  we  are  now  entering  into 
the  light  of  a new  era  in  medicine,  and  w’e 
realize  with  increasing  illumination  that 
“prevention  is  better  than  cure.”  And 
while  we  would  in  no  wise  disparage  the 

* Presidential  address  delivered  by  Dr.  E.  M. 
Everett,  President  of  the  Tri-County  Medical  So- 
ciety, Memphis,  November  13,  1928. 


scientific  efforts  of  the  honored  pioneers  in 
the  healing  art,  who  have  wrought  so  well 
in  endeavoring  to  alleviate  human  ills,  yet 
we  know  that  the  dawn  of  a new  day  is 
upon  us,  the  rising  sun  of  a new  dispensa- 
tion is  throwing  his  rays  of  light  on  the 
pathway  of  the  practitioner  of  medicine 
now  as  never  before  in  the  history  of  medi- 
cal science,  and  now  the  doctor’s  slogan  is, 
preventive  medicine. 

We  engage  in  this  benevolent  work  in- 
spired, as  we  are,  by  the  purest  and  most 
unselfish  motives.  The  physician  who  pre- 
vents his  patient  from  falling  into  the 
clutches  of  painful  disease  has  accomplished 
more  than  he  who  cures  his  patient’s  mal- 
ady. The  doctor  who  does  this  thwarts 
disease  in  its  onset  and  aborts  a multitude 
of  ailments. 

In  the  mind  of  the  physician  material 
wealth  has  only  a secondary  place.  Even 
though  he  never  accumulates  wealth,  he  has 
something  far  richer  and  more  satisfying; 
he  has  the  consciousness  of  duty  well  per- 
formed. To  the  intelligent  physician  of  to- 
day, who  keeps  his  eye  on  the  rising  star 
of  hope  in  the  medical  firmament,  there  is 
nothing  so  gratifying  as  to  be  able  to  ren- 
der innocent,  helpless  childhood  immune  to 
the  various  death-dealing  maladies  which 
are  constantly  menacing  childhood  and 
youth. 


March,  1929 


421 


THE  VISION  OF  BABIES  AND  YOUNG  CHILDREN:  WHAT  MAY  BE 
ACCOMPLISHED  BY  CAREFUL  EXAMINATION 
AND  TREATMENT* 


B.  Franklin  Royer,  M.D.,  ScD.,  New  York 

Medical  Director  of  the  National  Society  for  the  Prevention  of  Blindness 


Medical  students  of  the  eye  and  its 
diseases  and  faults  of  construction 
have  long  known  that  the  eyes  of 
babies  and  young  children  often  deviate 
from  the  normal  and,  some  suggest,  al- 
most as  frequently  as  with  children  of 
school  age.  A fair  proportion  of  those 
skilled  in  treating  eye  diseases  have  a full 
appreciation  of  the  fact  that  the  eyes  of  lit- 
tle children  are  as  susceptible  to  correction 
by  medical  procedure  as  are  the  eyes  of 
older  children.  These  little  people,  however, 
having  no  earning  capacity  or  no  lessons  to 
get  requiring  close  use  of  their  eyes,  have 
been  given  scant  consideration. 

While  we  have  been  particularly  far  ad- 
vanced in  this  country  in  treatment  of  the 
eyes  of  adults,  and  while  America  has  pro- 
duced some  ophthalmologists  of  first  rank 
in  the  world,  their  activities  have  been  lim- 
ited largely  to  the  care  of  adults  and  chil- 
dren of  school  age ; perhaps  the  same  state- 
ment might  be  said  of  this  special  field  of 
activity  in  most  countries  of  the  world. 

In  England,  however,  about  the  begin- 
ning of  this  century,  a considerable  interest 
was  aroused  in  the  eyes  and  vision  of  in- 
fants and  very  young  children.  As  early 
as  1900,  Claud  Worth,  of  London,  began 
to  take  an  active  interest  in  the  eyes  of 
babies  and  young  children,  and  Bishop  Har- 
man, as  early  as  1903  or  ’04,  measured  the 
acuity  of  vision  of  three  thousand  children, 
spoken  of  as  infants  by  the  English  classi- 
fication, but  it  must  be  kept  in  mind  that 
the  study  of  Bishop  Harman,  while  refer- 
ring to  infants,  was  not  limited  to  pre- 
school children,  because  it  actually  included 
for  the  most  part  a study  of  children  of 

*Read  before  the  Eye,  Ear,  Nose  and  Throat 
Section  of  the  Tennessee  State  Medical  Associa- 
tion, Nashville,  April  10,  1928. 


kindergarten  age  and  older.  They  appar- 
ently make  no  distinction  in  England  be- 
tween the  infant  and  the  young  school 
child,  the  term  pre-school  age  not  being 
used  much  in  Great  Britain.  In  this  coun- 
try we  attempted  no  systematic  study  of 
the  eyes  of  any  large  number  of  the  very 
young. 

With  the  development  of  rational  school 
hygiene,  beginning  in  our  large  eastern 
cities  about  1903,  and  with  the  routine  test- 
ing of  vision  of  children  attending  public 
schools,  and  gradually  extending  down  to 
those  of  kindergarten  age,  covering  the 
years  of  from  1900  to  1920,  methods  were 
gradually  adopted  for  testing  the  vision  of 
children  not  knowing  their  letters.  We  are 
bound  to  admit  that  a moderate  degree  of 
success  was  attained  by  methods  worked 
out  in  various  parts  of  the  country.  During 
this  twenty-year  interval  the  inventive 
genius  of  medical  men  and  of  publishers 
was  brought  to  bear  upon  the  various  de- 
vices that  seemed  to  lend  themselves  for 
use  in  measuring  the  vision  of  young  chil- 
dren. 

Persons  who  have  had  to  wear  glasses 
are  familiar  with  the  Snellen  letter  chart 
in  use  in  nearly  all  physicians’  offices,  cer- 
tainly in  the  offices  of  all  physicians  who 
treat  eye  diseases.  This  device  consists  of 
a series  of  letters  drawn  to  a graduated 
standard  scale,  which  may  be  read  from 
various  distances  with  the  normal  eye,  and 
the  examiner  determines  pretty  accurately 
how  much  may  be  seen  by  recording  where 
the  person  reading  the  chart  may  read  ac- 
curately and  where  errors  occur. 

It  happens  that  a good  many  years  ago  a 
German  clinician  by  the  name  of  Cohn,  of 
Breslau,  found  that  by  modifying  the  letter 
E somewhat  and  having  it  drawn  to  the 
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Snellen  scale,  but  tilting  it  about  so  that  at 
one  time  the  legs  of  the  E point  right,  an- 
other left,  or  up  or  down,  he  had  a most 
satisfactory  chart  for  those  who  did  not 
know  letters.  He  was  able,  by  having  the 
child  point  with  his  hand  to  indicate  to  the 
examiner  exactly  the  way  the  openings  of 
the  E face,  to  get  a good  test  of  the  acuity 
of  vision.  For  a long  time  this  chart  was 
spoken  of  as  “Cohn’s  Prongs,”  and  in  Eng- 
land it  is  still  referred  to  as  “Cohn’s 
Hooks,”  while  in  this  country,  unfortunate- 
ly, we  called  it  the  Illiterate  Chart. 

However,  there  seemed  to  be  no  very  gen- 
eral appreciation  of  the  need  and  real  value 
of  this  very  simple  vision-testing  device 
until  the  somewhat  general  testing  of  vision 
of  school  children  became  the  rule  in  this 
country,  and  until  our  modern  method  of 
teaching  the  child  to  read  without  teaching 
him  the  alphabet  was  adopted.  It  was  soon 
found  that  the  first  and  second  grade  school 
child  not  knowing  his  A,  B,  C’s  could  be 
taught  to  recognize  the  direction  the  indi- 
vidual parts  of  the  E point. 

A good  deal  of  confusion  arose,  however, 
even  in  the  use  of  this  simple  device.  The 
young  children  often  failed  to  appreciate 
what  the  examiner  wanted  of  them ; the  ex- 
aminer more  frequently  failed  to  appre- 
ciate the  child’s  psychology,  and,  as  a re- 
sult, it  often  happened,  with  children  hav- 
ing defective  vision,  that  the  child  and  the 
examiner  failed  to  co-operate  with  each 
other  to  the  extent  essential  for  determin- 
ing if  the  child  had  or  had  not  good  vision. 

An  attempt  by  the  National  Society  to 
determine  just  how  many  children  of  pre- 
school age,  from  three  to  six  years,  have  de- 
fective vision  as  compared  with  school 
groups  of  eight  or  nine  years,  at  once 
brought  out  the  fact  that  we  did  not  have 
recorded  and  accessible  anywhere  in  this 
country  the  facts  concerning  the  vision  of 
such  young  children.  Ophthalmologists  of 
the  National  Society’s  Directorate  were  in- 
terested in  this  matter.  It  was  found  that 
at  Hartley  House,  New  York  City,  we  could 
secure  co-operation  to  measure  the  vision 
of  all  children  sent  to  their  general  pre- 
school clinic  for  physical  examination  in 


this  community  service.  Dr.  Robertson 
Skeel,  a very  competent  ophthalmologist, 
voluntarily  gave  his  service  to  the  technical 
side  of  this  work,  with  several  volunteer 
lay  workers  helping  him.  The  secretary  of 
the  National  Society  gave  a good  deal  of 
her  time  to  working  out  co-operative  de- 
tails. 

At  the  end  of  the  first  year  of  Dr.  Skeel’s 
activities  records  were  completed  of  nearly 
a hundred  cases.  Some  trends  were  indi- 
cated with  this  limited  number  of  tests.  It 
was  recognized,  however,  that  at  least  a 
thousand  children  should  be  studied  in  or- 
der to  get  figures  worth  quoting,  and  it  was 
appreciated  that  the  records  should  be  se- 
cured from  children  of  many  sections  of  the 
city  and  country  in  order  that  we  might 
have  something  comparable  to  a cross-sec- 
tion representing  the  average  American 
child. 

The  society  was  fortunate  in  having  an 
opportunity  to  reach  a group  of  some  two 
hundred  and  fifty  children  in  a Brooklyn 
nursery  kindergarten,  where  children  were 
often  cared  for  during  the  day,  who  were 
less  than  three  years  old.  For  the  most 
part  the  children  were  from  three  to  five 
and  a half  years  of  age.  A special  part- 
time  staff  associate  was  secured  to  under- 
take the  routine  examination  of  the  eyes  of 
all  of  these  little  children  and  to  supervise 
the  routing  of  those  having  some  vision  de- 
fect to  five  Brooklyn  ophthalmologists  will- 
ing to  see  these  children  in  their  offices  and 
to  provide  the  society  with  a complete  rec- 
ord of  their  findings. 

In  the  study  of  this  group  of  children  the 
society’s  staff  associate  soon  found  that  the 
technique  in  common  use  was  ill-adapted  to 
the  young  child,  unless  enlivened  in  some 
manner  to  quickly  arouse  and  hold  his  at- 
tention. With  this  thought  in  mind,  a game 
of  play,  a sort  of  modified  kindergarten 
method,  was  evolved  and  adapted  to  the 
method  of  testing  the  vision,  sticking  defi- 
nitely, however,  to  all  of  the  essential  scien- 
tific measurements  used  in  taking  the  vision 
of  older  groups. 

Realizing  that  a child  might  be  frightend 
if  told  that  he  was  having  his  eyes  tested, 
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the  first  principle  of  the  test  is  to  have  the 
child  feel  that  he  is  going  to  learn  to  play 
a new  game.  He  is  brought  to  the  exam- 
iner with  his  interest  aroused  in  the  new 
game  and  completely  disarmed  with  refer- 
ence to  eye  examination.  Nothing  is  to  be 
said  about  eyes.  It  often  happens  that  a 
timid  child  accompanies  a more  forward 
type  or  an  older  child,  the  timid  youngster 
standing  by  while  the  other  child  plays  the 
game  and  gets  real  fun  out  of  it.  As  soon 
as  the  examiner  notices  that  the  interest  of 
the  timid  child  has  been  sufficiently  aroused, 
that  timid  youngster  is  ready  to  play  the 
game. 

In  other  words,  any  well-trained  individ- 
ual who  knows  child  psychology  and  who 
has  enough  exact  eye  information  to  inter- 
pret the  findings  when  using  a Snellen  Sym- 
bol E Chart  may  test  the  vision  of  a very 
young  child,  even  down  to  three  years  or 
less.  But  don’t  for  an  instant  get  the  im- 
pression that  it  is  extremely  easy  to  do,  be- 
cause most  persons  are  doomed  to  failure 
before  they  start.  A winning  personality, 
a complete  knowledge  of  child  mentality  and 
child  action,  a snappy  disposition,  with 
ability  to  keep  the  child  buoyed  up  and  in- 
terested from  the  beginning  of  the  game 
until  the  test  is  completed,  are  all  absolute- 
ly essential.  I may  say,  incidentally,  that 
a large  number  of  eye  physicians  fail  at 
the  game  largely  because  they  are  stiff  and 
dignified  and  fail  to  meet  the  child  at  the 
game  level.  I might  say  also  that  women 
are  very  much  more  apt  to  be  successful  in 
testing  the  acuity  of  central  vision  of  young 
children  than  men,  because  a woman’s  love 
for  children  is  quickly  caught  and  appre- 
ciated by  a child  and  he  will  trust  her  more 
quickly  and  play  with  her  more  readily 
than  he  will  with  a man. 

If  a child  has  defective  vision  and  cannot 
see  the  world  clearly,  what  must  be  his  op- 
portunity for  mental  development?  With 
an  indistinct  and  cloudy  picture  before  the 
child  mind,  not  only  may  mental  retarda- 
tion occur,  but  physical  retardation  as  well. 
Graceful  movement  and  a thousand  and  one 
other  traits  that  all  parents  want  to  see 


their  children  develop  may  be  interfered 
with. 

Nowadays  workers  concerned  with  child 
health  and  child  welfare  are  beginning  to 
feel  that  it  is  altogether  too  late  to  wait 
until  a boy  or  girl  reaches  the  public  schools 
to  have  his  or  her  physical  handicaps  cor- 
rected. We  no  longer  wait  until  a note 
comes  home  that  Johnny  or  Mary  has  ade- 
noids or  tonsils  or  bad  teeth  to  have  them 
corrected.  The  medical  profession  and  all  so- 
cial agencies  are  convinced  that  this  prin- 
ciple is  equally  applicable  to  the  young  child 
having  vision  defects  and  that  they  should 
be  detected  and  corrected  as  early  in  pre- 
school age  life  as  possible,  and  believe  in 
sending  the  child  to  school  with  as  little 
vision  handicap  as  possible  if  we  want  him 
to  enter  school  in  that  mental  condition 
which  permits  him  to  match  up  alongside  of 
his  fellow  pupil  with  no  vision  handicap. 

There  is  no  reason  why  a well-trained 
public  health  nurse  should  not  test  the 
acuity  of  central  vision  of  every  youngster 
three  years  of  age  and  over,  nor  why  every 
child  having  a vision  error  determined  by 
this  public  health  nurse  should  not  be 
routed  to  a physician  for  a complete  study 
of  the  eye  fault  and  for  correction  of  that 
eye  fault. 

What  are  some  of  the  eye  faults  that  such 
an  examination  will  discover? 

I have  talked  chiefly  about  vision  faults 
determined  with  the  Snellen  Symbol  Chart, 
when  the  child  plays  the  game.  These  are 
very  important,  but  the  person  who  is  test- 
ing the  vision  of  the  child  does  many  things 
while  apparently  only  noting  how  accurate- 
ly the  child  sees  the  symbol  on  the  chart 
with  each  eye.  Many  observations  are 
made  for  muscle  faults  and  for  any  abnor- 
mal conditions  of  the  covering  of  the  eye- 
ball and  of  the  lining  of  the  eyelids.  Obser- 
vations are  made  as  to  whether  the  child 
holds  his  head  in  a normal  position  or 
whether  some  suggestive  posture  of  head  or 
shoulders  might  indicate  a visual  error. 
The  most  careful  observations  are  made  for 
those  slight  deviations  of  the  eye  which 
might  indicate  a beginning  squint. 
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I hope  the  last  person  has  gone  to  heaven 
who  formerly  used  the  statement:  “We 
can’t  do  anything  for  squint  in  that  little 
child.  It  is  too  young  to  have  anything 
done.”  This  sort  of  ignorance  has  been 
dissipated  by  modern  education  and  appre- 
ciation that  the  most  important  time  in  the 
history  of  the  child  with  the  slightest  ten- 
dency to  squint  is  now,  immediately.  Train- 
ing and  education  begun  immediately  may 
avert  the  “cock-eye”  of  later  child  life  and 
training  and  education  should  be  begun  on 
first  recognition  of  the  muscle  error.  Only 
at  that  time  in  the  life  of  the  child  may  the 
best  possibilities  of  vision  be  developed  in 
the  eye  swinging  a little  out  of  line  from 
its  fellow.  There  is  a very  good  reason 
why  an  eye  may  be  pulled  a little  out  of 
line.  It  means  to  the  eye  physician  that  the 
eye  pulled  out  of  range  is  not  getting  a 
clear  picture.  To  get  our  best  vision  the 
two  pictures,  one  seen  by  the  left  eye  and 
one  by  the  right  eye,  are  superimposed  and 
so  merged  that  the  brain  sees  but  one  clear 
picture.  If  one  eye  sees  clearly  and  the 
other  indistinctly,  the  two  pictures  when 
superimposed  will  not  merge.  Nature  pulls 


the  eye  out  of  line  that  gives  the  poor,  in- 
distinct picture.  The  brain  wants  a good 
clear  picture  and  usually  gets  it  that  way. 

What  happens?  From  disuse,  vision  in 
the  eye  that  is  pulled  out  of  line  drops,  not 
to  absolute  blindness,  but  to  a point  where 
real  sharp  vision  may  never  occur  and  it 
may  never  be  developed  unless  training 
starts  early.  The  pity  of  it  is  that  if  some- 
thing is  not  done  with  such  an  eye  before 
school  age,  failure  to  get  good  results,  so 
far  as  sharp  vision  is  concerned,  is  the  al- 
most universal  result. 

It  is  true  that  it  is  a very  simple  matter 
to  straighten  the  eye  after  a child  reaches 
school  age  by  adopting  properly-fitted 
lenses,  in  many  cases,  or  by  operation,  in 
others.  This  correction,  however,  does  not 
give  assurance  of  good  vision  in  the  eye 
that  is  straightened.  The  period  in  the 
child’s  life  is  past  when  education  from  real 
use  gives  good  vision  in  the  cells  in  the  back 
part  of  the  eye.  The  sooner  the  squint  is 
recognized  after  eighteen  months  of  age, 
and  the  more  efficient  the  education,  the  bet- 
ter the  chances  for  such  a child  to  acquire 
good  vision. 


JACKSON  WILL  DO  ITS  PART,  AND  EVERY  COMMITTEE 

WILL  DO  ITS  PART 

TO 

Make  the  96th  Annual  Meeting 
the  Best  Ever  Held 

WILL  YOU  DO  YOUR  PART  BY  ATTENDING 
EVERY  SESSION? 
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FIRST  AID  TO  THE  INJURED* 


J.  M.  Clack,  M.D.,  Rockwood 


The  antiseptic  treatment  of  wounds  as 
taught  and  practiced  by  the  immortal 
Lister,  and  asepsis  as  developed  by  the 
German  surgeons,  with  the  distinguished 
Volkman  and  Nussbaum  as  their  leaders, 
have  done  much  to  minimize  the  remote 
dangers  of  open  wounds  inflicted  on  the  hu- 
man race.  Prof.  Von  Nussbaum,  the  most 
enthusiastic  follower  of  Lister,  made  the 
statement,  “The  fate  of  the  wounded  rests 
in  the  hands  of  the  one  who  applies  the 
first  dressing.” 

Bacteria  are  the  source  of  open-wound 
infections.  Antiseptics  are  employed  to  de- 
stroy bacteria  within  wounds  and  neighbor- 
ing surfaces,  and  such  sites,  freed  of  living 
bacteria,  are  sterile.  A passive  or  neutral 
state  of  asepsis  is  brought  about  through 
active  antiseptic  measures. 

The  kind  of  antiseptic  used  must  remain 
with  the  man  employing  it,  unless  the  paper 
should  be  for  the  laymen.  In  this  event  a 
clear-cut  rule  should  be  given  out  as  re- 
gards thermal  and  chemical  sterilization, 
and  approved  surgical  dressings  furnished. 

The  arrest  of  hemorrhage  should  be 
taught  non-professional  men  everywhere. 
This  would  hold  over  many  lives  until  a pro- 
fessional one  could  be  obtained,  who  must 
immediately  be  responsible  for  the  proce- 
dure. Shall  he  sacrifice  valuable  time  in 
transportation  to  hospital  or  work  in  poorer 
surroundings?  In  severe  hemorrhage,  ef- 
forts after  long  transportation  are  about 
as  futile  as  an  ambulance  ride  for  the  case 
of  a gushing  placenta  previa,  and  taking 
time  for  the  modern  refinements  of  prepa- 
ration at  the  hospital.  This  kind  of  deaths 
have  happened.  It  is  a foregone  conclusion 
that  it  should  not  occur  without  timely  in- 
tervention. The  instructions  to  the  non- 
professional should  include  autotransfusion. 


*Read  before  Railway  Surgical  Section  of  the 
Tennesse  State  Medical  Association,  April  10,  1928. 


Constriction  at  the  base  of  one  or  more  ex- 
tremities can  be  made  my  suspenders  or,  in 
the  absence  of  elastic  material,  by  use  of 
the  Spanish  windlass. 

Shock 

Next  to  hemorrhage,  shock  should  re- 
ceive our  attention.  It  is  not  always  easy 
to  diiferentiate  between  the  symptoms  pro- 
duced by  shock  and  those  of  hemorrhage. 
It  is  well  to  remember  that  the  maximum 
symptoms  of  shock  are  developed  almost 
immediately  after  the  receipt  of  the  in- 
jury, while  in  hemorrhage  the  intensity  of 
the  symptoms  increase  progressively. 

All  patients  who  have  received  traumatic 
injury  to  the  head  suffer  a degree  of  shock. 
The  symptoms  are  so  well  known  that  I 
spare  you  the  presumption  of  giving  them. 
The  collapse  from  shock  may  be  well-nigh 
complete,  but  enthusiastic  treatment  must 
be  kept  up,  and  the  result  in  many  cases 
will  be  favorable. 

The  patient  is  put  to  bed  with  abundance 
of  woolen  blankets  around  him,  warm  water 
bottles  are  applied,  temperature  112  F. 
Never  employ  water  hot  enough  to  burn. 
Barring  hemorrhage,  stimulants  should  be 
employed.  Strychnine  1/15  gr.  and  camphor 
in  oil  may  do  good.  Morphine  should  be 
given  to  secure  quiet  and  rest. 

Rectal  enemata  of  coffee  may  be  tried. 
When  patient  is  able  to  swallow  after  sev- 
eral hours  from  the  beginning  of  shock, 
purgation  is  helpful.  Calomel  and  Epsom 
Salts  are  “at  the  head  of  the  list”  for  this 
purpose. 

In  the  transportation  of  patients  suffer- 
ing from  shock  the  recumbent  position 
should  be  maintained  until  reaction  is  es- 
tablished. 

Injury  to  the  eye  should  be  immediately 
referred  to  the  oculist  after  relieving  pain 
by  the  use  of  morphine. 
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First  aid  to  the  patient  with  fracture  of 
bone.  The  paramount  procedure  is  to  im- 
mobilize the  fracture  before  the  beginning 
of  the  transportation  to  the  X-ray  machine 
or  place  where  a permanent  treatment  is  to 
be  given.  This  easy  and  simple  precaution 
has  not  been  universal  by  any  means.  Cases 
could  be  reported  where  additional  injury 
has  been  brought  about  in  transit. 

Burns  are  treated  with  picric  acid  solu- 
tion and  the  area  is  covered  with  gauze  and 
cotton.  Anodynes  are  usually  called  for  and 
should  not  be  withheld. 

Butesin  picrate  ointment  is  in  great  favor 
for  the  treatment  of  burns  and  has  advan- 
tages over  the  saturated  solution  of  the 
picric  acid. 

Gunshot  wounds,  stab  wounds  and  others 
of  the  penetrating  type  about  the  abdomen, 
usually  demand  immediate  exploratory  in- 
cision before  aid  can  be  given.  The  same 
is  true  in  the  non-penetrating  injuries,  when 
there  is  shock  pallor,  acute  anemia,  thirst, 
shallow  respiration,  feeble  pulse,  distended 
abdomen  and  pain.  Conservatism  in  every 
case  of  acute  abdominal  conditions  caused 
by  traumatism  depends  upon  a prompt  and 
exact  diagnosis,  followed  by  immediate 
treatment. 

Skin  wounds  about  the  face  should  be 
repaired  in  such  a way  as  to  make  or  leave 
the  least  amount  of  scar  tissue.  In  this 
event  the  appreciation  of  the  patient  is 
greater,  the  doctor  gets  more  satisfaction 


from  the  service,  and  it  would  not  look  so 
bad  to  the  jury. 

Those  with  open  wounds  exposed  to  the 
soil  should  receive  serum  for  the  preven- 
tion of  tetanus  as  a routine  and  as  a first 
aid. 

The  occasional  pathologic  fracture  is  to 
be  put  up  in  splints  not  unlike  those  used 
in  traumatic  fractures.  The  picture,  the 
Wasserman  and  other  tests  will  be  your 
guide.  It  is  well  to  keep  up  with  the  suc- 
cess or  failure  of  the  treatment  by  means 
of  X-ray  picture  as  often  as  every  three  to 
six  weeks.  If  Wasserman  and  history  and 
symptoms  of  leus  are  negative,  calcium  lac- 
tate in  large  doses  should  be  given.  Cod 
liver  oil,  nutritious  food  and  hygienic  sur- 
roundings are  of  greatest  importance.  At 
a future  meeting  I hope  to  report  some 
cases  of  pathologic  fractures. 

In  conclusion,  I may  say  that  the  details 
of  this  subject  are  far  too  many  to  attempt 
in  a paper  and  are  not  essential,  even  if  I 
could  give  them. 

First  aid  to  the  injured  suggests  itself 
to  the  competent  man,  even  though  he  may 
be  able  to  make  only  a probable  diagnosis. 
The  paramount  suggestions  that  come  to 
him  are  the  arrest  of  hemorrhage,  the  re- 
lief of  pain,  the  treatment  of  shock,  and  the 
prevention  of  infection.  He  will  meet  all 
other  demands  that  may  arise  and  be  very 
careful  in  giving  out  a prognosis. 


See  the  Secretary  of  Your  County 
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SHOCK" 


C.  D.  Robbins,  M.D.,  Gallatin 


SHOCK  always  presents  a serious  situa- 
tion, whatever  may  be  the  cause,  and 
when  called  in  an  emergency  every 
railroad  surgeon  should  have  fixed  in  his 
mind  some  clean-cut  ideas  of  how  to  ana- 
lyze the  causes  which  produce  shock,  and 
should  keep  his  kit  loaded  with  such  prac- 
tical things  for  relief  as  may  be  adminis- 
tered at  the  railroad  crossing,  the  switch 
yard  or  some  way  station,  which  illustrates 
the  environment  encountered  when  called  to 
administer  to  the  injured  railroad  employe 
or  passenger. 

Shock  is  a sudden  depression  of  the  vital 
powers  arising  from  an  injury  or  a pro- 
found emotion,  acting  on  the  nerve  centers, 
and  inducing  exhaustion  or  inhibition  of 
the  vasomator  mechanism.  The  power  of 
vasoconstriction  is  lost,  and  the  arteries  and 
capillaries  are  short  of  circulating  fiuid,  due 
to  the  fact  that  the  blood  has  been  trans- 
ferred to  the  large,  dilated  veins  of  the 
splanchnic  area.  Thereby,  the  heart  and 
brain  are  robbed  of  a sufficient  amount  of 
blood  to  function  properly.  Cannon  asserts 
that  not  only  the  blood  eddies  in  the  vessels 
of  the  abdomen  and  chest,  but  that  the  cir- 
culating fluids  actually  escape  from  the 
blood  channels  into  the  tissue  spaces. 

No  stronger  appeal  for  help  could  con- 
front you  than  a victim  of  shock,  with  pallid 
face,  dulled  mentality  and,  maybe,  uncon- 
scious, dilated  pupils,  fluid  and  heat  leak 
ing  from  every  pore,  and  often  from  para- 
lyzed sphincters ; cold,  clammy  skin,  low 
blood  pressure,  thready  pulse  and  a weak 
fibrellating  heart  action. 

There  are  multiple  exciting  causes  which 
produce  shock,  some  of  which  are  electric- 
ity, drugs,  toxins,  anyphylaxis,  operations, 
but  those  most  largely  concerned  in  this 
subject,  as  we  are  trying  to  discuss  it,  are 
trauma  and  profound  emotion. 

*Read  before  the  Railway  Surgical  Section  of 
the  Tennesee  State  Medical  Association,  April  10, 
1928. 


Some  investigators  report  that  there  is 
an  extreme  toxicity  from  crushed  muscle, 
even  when  it  is  aseptic,  and  urge  its  re- 
moval without  waiting  for  shock  to  subside. 

Others  assert  that  blood  or  serum  from 
animals  with  crushed  tissues  produce  shock 
or  even  death  when  injected  into  normal 
animals. 

In  Crile’s  elaboration  on  blood  and  juices 
from  traumatized  tissue  as  a cause  of  shock, 
he  makes  a plain  declaration  that  in  shock 
following  either  traumatic  injury  or  pro- 
found emotion,  without  exception  the  brain, 
the  suprarenals,  the  thyroid  and  the  liver 
showed,  precisely,  the  same  changes  (hyper- 
chromatism and  later  chromatolysis,  or  cell 
destruction) . 

By  certain  experiments  it  seems  his  po- 
sition is  made  clear  as  to  tissue  toxins  being 
a cause  of  shock,  described  as  follows: 

The  blood  vessels  of  two  dogs  were  anas- 
tamosed  in  such  manner  as  to  permit  the 
blood  of  one  dog  to  mingle  freely  with  the 
other.  After  traumatizing  one  animal  for 
a period  of  two  hours,  the  evidences  of 
shock  were  found  only  in  the  injured  dog. 

We  are  strongly  presuaded  by  this  analy- 
sis, and  in  an  honest  attempt  to  reach  a 
point  in  this  essay  of  some  working  value, 
we  trust  we  are  in  the  bounds  of  propriety 
in  the  following  conclusion : 

That  shock  is  a state  of  body  complex, 
characterized  by,  first,  low  blood  pressure; 
secondly,  cold,  clammy  skin,  weak  heart  ac- 
tion, and  so  on,  one  symptom  after  another 
produced  much  in  the  same  fashion  as  one 
makes  a strike  on  a bowling  alley. 

In  other  words,  the  most  vital  phenome- 
non accompanying  shock  is  low  blood  pres- 
sure, and  we  are  led  to  conclude  that  the 
consensus  of  authoritative  opinions  is,  that 
the  potency  of  one’s  treatment  of  shock  de- 
pends largely  upon  correcting  the  imbalace 
of  the  vasomotor  mechanism,  which  is  char- 
acterized by  this  key  symptom,  low  circu- 
latory tension. 


428 


SHOCK— Robbins 


March,  1929 


If  a shocked  patient  is  found  in  a state 
of  nervous  exhaustion  one  must  immediate- 
ly realize  that  he  has  a very  unreliable  cir- 
culation to  carry  drugs  to  the  nerve  centers, 
and  at  this  moment  in  a given  case  the  most 
reliable  and  useful  service  to  this  patient 
would  be,  a system  of  mechanics  to  restore 
blood  pressure,  namely,  complete  bandag- 
ing of  the  patient’s  limbs,  positive  pressure 
on  the  chest  and  abdomen,  lowering  the 
head,  and  artificial  respiration.  By  this 
means  the  splanchnic  area  would  be  dis- 
charged of  its  excessive  blood  and  would 
favor  its  return  to  the  vital  centers,  taking 
with  it  your  vasomotor  stimulants,  chief 
of  which  are  caffein,  atropine  and  adrenalin. 

The  idea  may  be  crystallized  in  these 
words : “Overcome  shock  by  creating  peri- 
pheral resistance  by  drug  action  on  the 
blood  vessels  themselves,  or  by  mechanical 
pressure.” 

This  treatment  must  be  supplemented  by 
removing  or  controlling  the  cause  of  shock. 
If  hemorrhage  is  present,  arrest  it;  if  pain 
and  mental  distress  are  evident,  relieve  it 
by  proper  suggestion  and  the  judicious  use 
of  morphia,  which  has  been  very  properly 
designated  as  the  “Surgeon’s  Sheet 
Anchor.” 

The  application  of  warm  blankets  and 
other  means  of  external  heat  should  not  be 
overlooked. 


Here  is  an  outline  of  some  important 
measures  in  the  treatment  of  shock,  which 
are  simple  in  application,  and  may  be  used 
by  any  man,  anywhere,  any  time. 

Further  measures  of  treatment  which  de- 
mand more  time  and  equipment  to  admin- 
ister are,  hot  saline  into  the  circulation,  be- 
neath the  skin  or  high  into  the  bowel. 

It  is  said  these  fluids  also  leak  out  of  the 
capillary  walls  and  choke  up  the  tissue  in- 
terspaces. If  so,  the  benefit  derived  there- 
from must  be  of  only  passing  value. 

Therefore,  in  the  presence  of  persistent 
shock,  where  only  a line  separates  life  from 
death,  we’re  convinced  that  blood  trans- 
fusion is  the  chief  of  all  measures  for  re- 
suscitation, and  has  been,  in  the  proper 
hands,  instrumental  in  saving  many  a life 
that  would  have  otherwise  been  lost. 

Summary : Shock  is  a symptom  complex 
due  to  inhibition  or  exhaustion  of  the  vaso- 
motor system. 

2.  The  damage  to  the  brain,  thyroid,  su- 
prarenals  and  liver  resulting  from  low 
blood  pressure  is  responsible  for  all  the 
other  symptoms  which  follow. 

3.  Treatment  is  concerned  largely  with 
restoring  blood  pressure,  giving  more  im- 
portance to  peripheral  pressure. 

In  proper  hands,  blood  transfusion  is  pre- 
eminently the  treatment  of  highest  ef- 
ficiency. 


MANY  OF  THE  REGULAR  ADVERTISERS 
IN  YOUR  JOURNAL 

WILL  HAVE  EXHIBITS 

AT  JACKSON,  APRIL  9,  10,  11 

VISIT  ALL  THE  EXHIBITS 
IT  WILL  PAY  YOU 
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INTERPRETATION  OF  PERIMETRIC  FINDINGS* 


James  B.  Stanford,  M.D,,  Memphis 


Ophthalmologists  have  scolded 

one  another  for  so  many  years  for 
not  taking  fields  of  vision  that  it  is 
with  some  hesitancy  that  I present  a paper 
on  the  subject.  Form  and  color  fields  of 
every  eye  we  examine  might  be  interesting, 
but  are  certainly  unnecessary,  and  the 
ophthalmologist  who  makes  such  examina- 
tions is  to  be  congratulated  on  his  economic 
independence.  However,  in  certain  cases 
examination  of  the  visual  fields  is  necessary 
for  diagnosis  of  both  ocular  and  central 
lesions. 

Normal  relative  visual  fields  vary  some- 
what in  extent,  due  to  the  position  of  the 
eye  in  the  orbit  and  to  the  formation  of  the 
orbital  rims.  Variation  of  the  normal  fields 
for  color  is  more  apparent  than  real.  This 
is  due  to  the  difference  in  shades  of  com- 
mercial colors  used  and  to  the  mental  agility 
of  patients.  I have  observed  that  the  color 
field  of  the  left  eye  of  an  intelligent  patient 
is  usually  larger  than  that  of  the  right. 
This  is  due  to  the  fact  that  I take  the  right 
field  first  and  the  patient  learns  to  recognize 
a color  before  he  can  actually  see  it  as  that 
color. 

The  position  and  the  shape  of  a field  de- 
fect will  throw  much  light  on  the  location 
and  nature  of  the  lesion  causing  the  defect. 
Of  course,  it  would  be  stupid  to  be  guided 
by  field  defects  alone  in  the  determination 
of  the  location  and  nature  of  ocular  or  brain 
lesions,  but  these  findings,  taken  with  the 
results  of  other  examinations,  are  invalu- 
able in  diagnosis. 

It  is  necessary  to  be  familiar  with  the 
visual  nerve  paths  and  with  the  distribution 
of  the  nerve  fibres  in  the  retina  before  one 
can  interpret  perimetric  findings.  In  addi- 
tion it  is  necessary  to  understand  the  rela- 
tion of  other  structures  to  the  visual  tract 
and  to  bear  in  mind  individual  variations 


*Read  before  the  Eye,  Ear,  Nose  and  Throat 
Section  of  the  Tennessee  State  Medical  Association, 
Nashville,  Tenn.,  April  10,  1928. 


which  may  occur.  Such  individual  varia- 
tions are  particularly  apt  to  be  seen  in  the 
position  of  posterior  ethmoidal  and  sphe- 
noidal cells.  Detailed  description  of  the  ar- 
rangement of  the  nerve  fibre  bundles  in  the 
retina  and  their  positions  in  the  nerve  and 
tract,  together  with  the  adjacent  structures, 
is  out  of  the  question  in  such  a brief  dis- 
cussion. It  is  necessary,  therefore,  that  we 
content  ourselves  with  a discussion  of  vari- 
ous field  defects,  with  their  causative  lesions 
and  with  some  diagrams  and  fields  illus- 
trating these  conditions.  Types  of  field  de- 
fects are  contractions,  general  and  local, 
and  scotomata.  These  defects  are  classified 
according  to  position,  shape,  size,  intensity, 
quality  and  course. 

General  regular  contractions  of  the  field 
is  rare. 

Local  contractions  are  those  in  which 
only  one  part  of  the  field,  including  the 
periphery,  is  affected.  These  include  hemia- 
nopsia and  sector  defects.  These  sector  de- 
fects vary  in  size  with  the  size  of  the  nerve 
fibre  bundle  affected  and  vary  in  shape  with 
the  position  of  the  lesion.  The  nerve  fibres 
arising  from  the  nasal  side  of  the  disk  radi- 
ate from  the  disk,  so  that  a lesion  at  the 
nasal  side  of  the  disk  will  cause  a sector 
defect  rather  triangular  in  shape,  with  its 
apex  at  the  blind  spot  and  its  base  at  the 
temporal  margin  of  the  field.  A lesion  at 
the  upper  or  lower  edge  of  the  disk  will 
destroy  a bundle  of  fibres  which  arches  up, 
or  down,  and  temporally  above  the  macula. 
This  will  cause  a scimitar-shaped  field  de- 
fect, with  the  small  end  at  the  blind  spot 
and  the  broad  end  at  the  periphery,  with 
the  concave  side  toward  the  point  of  fixa- 
tion. Two  of  these  at  opposite  sides  of  the 
disk  will  cause  the  annular  scotoma  so  fre- 
quently seen  in  glaucoma. 

The  horizontal  raphe  is  here  considered 
to  be  actually  an  infolding  of  the  retinal 
periphery,  so  that  a field  defect  that  shows 
the  nasal  step  of  Roenne  is  to  be  considered 
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as  really  a sector  defect  and  not  as  a sco- 
toma. 

Scotomata  are  areas  of  reduced  or  lost 
vision  surrounded  by  an  area  of  better  or 
normal  vision.  Scotomata  aro  elaeeifiGd  in 
the  same  manner  as  contractions.  They  may 
be  caused  by  lesions  anywhere  in  the  oculo- 
central  tract.  Their  size,  shape,  position 
and  relation  to  visible  fundus  lesions  will 
aid  in  determination  of  their  causes. 

Nerve  fibres  which  lie  together  in  the 
retina  also  lie  together  in  the  nerve,  so  that 
a lesion  at  the  edge  of  the  disk  that  affects 
a certain  group  or  bundle  of  fibres  will 
cause  the  same  field  defect  as  a lesion  af- 
fecting the  same  group  posterior  to  the  disk. 
This  remains  true  to  the  chiasm  when  the 
crossed  and  uncrossed  fibres  come  in  con- 
tact with  the  uncrossed  fibres  supplying  the 
corresponding  part  of  the  other  retina,  so 
that  a small  lesion  in  this  region  will  pro- 
duce homonymous  scotomata.  A larger 
lesion  will  produce  homonymous  sector  de- 
fects or  homonymous  hemianopsia.  The 
hemianopsia  may  or  may  not  affect  the  fixa- 
tion area  in  one  or  both  fields.  The  location 
of  the  lesion  in  the  tract  cannot  be  deter- 
mined by  visual  field  examination. 

When  lesions  in  the  retina  affect  the  per- 
cipient elements  but  not  the  nerve  fibres, 
the  field  defects  correspond  in  size  and 
shape  to  the  lesion,  but  when  the  nerve 
fibres  are  affected  the  field  defect  corre- 
sponds in  size  and  shape  to  the  area  from 
which  these  fibres  come.  For  this  reason 
a small  lesion  may  cause  a rather  large  field 
defect.  The  shape  of  the  defect  will  de- 
pend on  the  location  of  the  lesion.  The 
same  defect,  as  stated  above,  may  result 
from  a lesion  in  the  optic  nerve.  The  differ- 
ential diagnosis  in  these  cases  is,  therefore, 
largely  a matter  of  ophthalmoscopy. 

Lesions  in  the  chiasm  are  of  bitemporal 
hemianopic  type  except  in  the  very  early 
stage,  when  the  lesion  may  be  central  or 
peripheral,  depending  on  whether  the  path- 
ology is  at  the  anterior  or  posterior  aspect 
of  the  chiasm. 

Affections  of  the  visual  conducting  ap- 
paratus may  be  due  to  toxic  and  inflamma- 
tory conditions,  to  pressure,  to  vascular 
disease  or  to  traumatism. 


The  toxic  and  inflammatory  conditions 
are  usually  found  in  the  optic  nerve  and 
their  fields  defects  are  usually  central.  The 
symptoms  come  on  suddenly  and  they  re- 
cover rapidly  after  the  removal  of  the  cause. 

The  field  defects  from  pressure  may  be 
caused  by  pressure  in  any  part  of  the  tract. 
They  are  gradually  progressive  and  may 
affect  both  the  center  and  periphery.  They 
lead  to  blindness  if  not  relieved,  but  im- 
prove rapidly  if  the  pressure  is  removed 
early. 

Vascular  disease  may  affect  the  ocular 
end  or  the  central  end  of  the  tract  but  not 
the  intervening  parts,  except  by  pressure. 
It  is  obvious  that  the  nature  of  the  field  de- 
fect is  dependent  on  the  location  and  se- 
verity of  the  disease,  and  differentiation  is 
not  difficult. 

The  field  defects  from  trauma  are  de- 
pendent on  the  location  and  severity  of  the 
injury. 

If  some  of  the  nerve  fibres  are  deprived 
of  nutrition  the  defects  are  permanent.  If 
the  injury  is  below  the  chiasm  the  defect 
is  apt  to  be  a local  contraction,  but  if  the 
injury  is  cortical  the  central  elements  alone 
may  be  affected. 

The  functional  field  defects  of  hysteria 
and  neurasthenia  can  only  be  classified  by 
a study  of  the  patient,  as  it  is  the  patient 
who  is  at  fault  and  not  his  visual  apparatus, 
so  a little  patience  in  history  taking  and 
in  the  field  of  examination  is  necessary. 
Perhaps  the  most  constant  findings  in  these 
cases  are  the  variability  of  visual  acuity  and 
field.  The  “fatigue  field”  is  often  found. 

Roenne  and  Traquair  have  been  quoted 
freely  in  this  paper. 


DISCUSSION 

DR.  HERSCHEL  EZELL,  Nashville:  Ladies 
and  gentlemen:  Like  Dr.  Lawwill,  in  regard  to 
lack  of  interest  in  muscle  testing,  I think  this  is 
another  subject  that  we  are  neglecting;  that  is, 
some  of  us,  including  myself. 

Variations  of  normal  fields,  both  for  form  and 
color,  are  not  only  due  to  the  causes  enumerated 
but  are  influenced  by  the  density  of  the  light  used, 
pre-exposure  and  fatigue.  There  are  other  fac- 
tors which  play  a minor  role  in  the  size  of  the 
field,  viz:  size  of  and  plane  of  the  pupil  and  re- 
fractive errors  A large  pupil  and  a shallow  an- 
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terior  chamber  enlarges  the  field,  while  a small 
pupil  and  a deep  anterior  chamber  contracts  the 
field.  Myopia  tends  to  diminish  while  hyperme- 
tropia  tends  to  increase  the  field  of  vision. 

To  interpret  the  field  of  vision  it  is  absolutely 
necessary,  as  suggested  by  the  essayist,  that  one 
shall  have  a knowledge  of  the  visual  nerve  paths 
and  the  distribution  of  the  nerve  fibres  in  the 
retina,  as  well  as  to  know  the  relation  of  surround- 
ing parts  to  these  paths.  The  explanation  of 
scotomata  and  changes  in  the  size  and  shape  of 
form  and  color  field  is  dependent  upon  one’s  knowl- 
edge of  the  anatomy  of  the  parts. 

All  irregularities  in  form  fields  fall  in  one  of 
three  classes,  xiz:  (1)  Concentric  contraction; 
(2)  concentric  contraction  plus  angular  or  irregu- 
lar areas  of  greater  shrinkage;  (3)  a normal  field, 
perhaps,  with  angular  defects. 

Primary  optic  atrophy  is  a good  example  of  con- 
centric contraction  of  form  and  color  fields.  Both 
form  and  color  fields  are  contracted  equally  in  all 
directions,  the  color  field  out  of  proportion  to  the 
form  field.  This  is  indicative  of  an  evenly  dis- 
tributed atrophy  of  the  optic  nerve. 

Optic  neuritis  is  an  example  of  concentric  con- 
traction with  unequal  defects.  In  optic  neuritis 
it  is  seldom  that'  the  entire  nerve  is  inflamed 
evenly  throughout  its  extent.  There  are  certain 
areas  that  show  greater  destruction,  which  ac- 
counts for  the  re-entering  angles  in  the  field. 

The  third  type  of  change  in  form  and  color 
field  is  an  advanced  stage  of  type  two.  The  large 
irregular  angular  defects  may  extend  in  one  area 
to  the  point  of  fixation.  Glaucoma,  disease  of  the 
sphenoidal  sinuses  and  phelgmon  of  the  orbit  pro- 
duce this  type  of  defect.  This  type  of  field  sig- 
nifies focal  disease  in  the  course  of  the  optic  nerve, 
chiasm  of  tract. 

Scotomata  or  blind  spots  are  abnormal  with  but 
one  exception,  viz:  The  blind  spot  of  Mariotte 
which  represents  the  entrance  of  the  optic  nerve 
into  the  eyeball.  The  blind  spot  measures  seven 
degrees  in  length  and  five  degrees  in  width.  Any 
other  areas  within  the  normal  limits  of  vision  rep- 
resent alterations  in  function  or  structure  of  parts 
of  the  visual  pathway. 

Scotomata  may  be  ring-shaped,  quadrant,  or 
•hemianopic.  Ring-shaped  scotomata  are  usually 
located  in  the  zone  between  the  15th  and  30th  de- 
grees. They  are  usually  due  to  vascular  changes 
and  often  due  to  syphilitic  choroiditis. 

Quadrant  and  hemianopic  scotomata  are  due  to 
disease  of  the  visual  pathway  in  the  chiasm  or  in 
any  part  posterior  to  the  chiasm.  They  are  usually 
bilateral  changes.  Occasionally  the  dividing  line 
in  the  hemianopsias  is  oblique,  or  passes  around 
the  macula  or  is  “overshot.”  This  is  due  to  the 
uncrossed  nerve  fibres  in  the  chiasm,  and  are  in- 
complete hemianopsias  or  complete  hemianopsias 
from  the  beginning,  with  a tendency  to  improve. 

There  are  certain  changes  observed  in  specific 
instances  of  organic  disease  affecting  the  visual 


pathway  from  the  optic  centers  to  the  eye  that  were 
" not  discussed  by  the  essayist.  They  are  so  numer- 
ous that  a separate  paper  could  easily  be  written 
upon  the  subject,  but  there  is  one  disease  without 
mention  of  which  this  discussion  would  not  be 
complete,  viz.,  glaucoma. 

The  field  changes  are  different  in  acute  from 
those  that  are  found  in  chronic  glaucoma.  When 
it  is  possible  to  take  fields  in  acute  cases  a con- 
traction of  the  nasal  field  will  be  found  to  be  great- 
er than  that  of  the  temporal.  This  is  due  to  the 
fact  that  the  peripheral  temporal  vessels  suffer 
eaiiier  from  the  pressure  than  the  direct  nasal 
branches.  This  is  apt  to  be  temporary  if  prompt 
treatment  is  instituted.  There  may  be  rapid  loss 
of  the  entire  nasal  field  most  marked,  usually 
with  rapid  recovery  at  the  time  of  restoration  of 
normal  intra-occular  tension. 

In  chronic  glaucoma  changes  in  the  field  of 
vision  are  more  marked  and  numerous.  There  may 
be  early  loss  of  the  nasal  field  and  there  may  be 
sector-like  defects  of  the  superior  or  inferior  nasal 
quadrants.  There  is  enlargement  of  the  blind  spot 
of  Mariotte  and  concentric  contraction  for  form 
and  colors.  There  may  be  preservation  of  central 
vision  for  form  and  colors  even  though  peripheral 
vision  is  markedly  restricted.  There  may  be  com- 
plete loss  of  the  peripheral  field  with  preservation 
of  a small  temporal  area  or  total  loss  of  central 
vision.  Early  nasal  loss  is  due  to  the  anatomical 
arrangement  of  the  nerve  fibres.  Roenne  and 
Byerrums  signs  are  important  signs  and  are  due 
to  the  early  and  progressive  involvement  of  the 
long  arched  nerve  fibres  directed  to  the  temporal 
side.  This  is  inevitable,  since  the  cuping  is  always 
greatest  to  the  temporal  side  of  the  disc.  The 
scotoma  is  at  first  indistinct  and  finally  it  becomes 
absolute. 

The  essayist  has  given  us  a splendid  discussion 
of  the  interpretation  of  perimetric  findings.  The 
significance  of  field  contractions  for  both  color  and 
form,  sector  defects  and  scotomata  have  been  de- 
fined, together  with  localization  of  pathology  in 
the  nerve  paths,  all  given  in  a manner  briefly  and 
explicitly. 

PRESIDENT  SIMPSON:  The  paper  is  now 
open  for  general  discussion.  It  is  a very  impor- 
tant paper.  If  you  boys  know  anything  about  it, 
you  might  say  something  . (Laughter.)  Dr.  Stan- 
ford, I guess  you  will  have  to  close  without  any 
more  enlightenment. 

DR.  STANFORD : I want  to  thank  Dr.  Ezell 
for  his  discussion.  Among  the  points  purposely 
omitted  from  the  paper  is  the  method  of  taking 
fields  of  vision.  I don’t  think  it  makes  any  differ- 
ence how  fields  are  taken  if  they  are  carefully 
taken.  I have  read  of  an  oculist  who  did  all  of  his 
perinetry  on  the  back  of  his  office  door  and  found 
it  quite  satisfactory.  Fields  taken  in  bright  light 
will  differ  from  those  taken  in  dim  light,  and 
small  targets  will  show  defects  that  are  not  dis- 
covered with  large  targets. 
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Medical  Charity 

This  Journal  has  carried  editorials  from 
time  to  time  bearing  upon  the  imposition 
of  medical  charities.  A glance  at  editorial 
comments  in  other  medical  journals  will 
convince  anyone  that  this  subject  is  up  and 
will  not  down.  The  Literary  Digest  a few 
issues  back  carried  figures  to  show  that 
last  year  more  than  two  and  a quarter 
billions  of  dollars  were  donated  to  various 
causes  last  year.  A considerable  portion 
of  this  amount  was  in  the  form  of  endow- 
ment, of  course,  but  a liberal  portion  was 
devoted  to  outright  charity.  This  was  the 
largest  amount  that  had  ever  been  given 
away  in  this  country,  or  in  any  other  coun- 
try in  a like  period  of  time.  We  will  re- 
produce the  following  editorial  which  ap- 
peared in  the  February  issue  of  the  Jour- 
nal of  the  Indiana  State  Medical  Associa- 
tion, Volume  XXII,  No.  2.  These  editorials 
are  reproduced  in  order  to  give  our  readers 
a fair  impression  of  what  is  going  on  in 
other  states : 

again  abuse  of  medical  charity 
In  discussing  the  abuse  of  medical 
charity  in  previous  numbers  of  the  jour- 
nal we  seem  to  have  stirred  up  some 
peevishness  on  the  part  of  certain  wel- 
fare workers  and  some  nurses  employed 
by  the  schools,  the  Red  Cross,  and  the 
social  service  organizations.  Analyzing 
the  complaints  and  arguments  that  have 
been  offered  by  those  who  seemingly 
think  that  the  medical  profession  is  get- 
ting too  exacting  and  too  hard-hearted 
in  demanding  some  investigation  of  char- 
ity medical  services,  we  arrive  at  but 


one  conclusion,  and  that  is,  that  a certain 
number  of  welfare  workers,  some  of 
whom  are  pulling  down  good  salaries, 
seem  to  think  that  physicians  have  no 
right  to  a place  in  the  sun  but  should 
cheerfully  be  “the  goat”  in  any  kind  of 
uplift  work  that  requires  the  skill  and 
services  of  the  physician  and  ask  no 
questions.  For  instance,  we  are  told  that 
one  very  prominent  and  lovely  woman 
engaged  in  uplift  work  questioned  the 
right  of  a physician  to  make  any  inves- 
tigation or  complaint  concerning  charity 
work  sent  to  him  by  the  school  nurses. 
Red  Cross,  or  the  Visiting  Nurse  League, 
though  the  physician  in  question  thought 
it  was  time  to  call  a halt  on  free  medical 
attention  for  patients  who  were  able  to 
afford  automobiles,  radios,  and  pay  ad- 
mission to  moving  picture  theatres. 

We  have  no  apologies  to  make  con- 
cerning anything  that  we  have  said  in 
the  jornal  regarding  the  abuse  of  medi- 
cal charity,  and  we  want  to  add  a little 
more  fuel  to  the  fire  that  has  been 
started.  In  doing  this  we  will  start  out 
by  criticizing  the  medical  profession  for 
so  tamely  submitting  to  many  imposi- 
tions in  the  name  of  charity.  No  class 
of  people  can  match  the  medical  profes- 
sion to  donations  in  substantial  charity 
and  real  service  to  the  downtrodden. 
Throughout  the  ages,  and  including  the 
present  time,  every  reputable  physician 
has  responded  to  the  call  of  the  sick  and 
suffering,  irrespective  of  pecuniary  re- 
ward, and  not  one  of  them  ever  has  re- 
fused to  extend  charity  where  charity 
was  due.  However,  there  isn’t  a repu- 
table physician  in  Indiana  who  has  not 
been  imposed  upon  times  without  num- 
ber by  presumably  poor  persons  who  have 
sought  and  received  his  skillful  services 
without  paying  for  them  or  even  intend- 
ing to  pay  for  them.  The  busier  and 
more  prominent  the  physician,  the  great- 
er is  the  demand  upon  his  time  by  the 
so-called  charity  patients.  Much  of  the 
work  that  is  taking  the  time  of  the  paid 
uplifter  is  devoted  to  the  furnishing  of 
gratuitous  medical  care  to  the  deserving, 
and,  as  we  happen  to  know,  to  some  who 
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are  not  deserving.  We  venture  to  say 
that  not  once  in  a hundred  times  has  any 
reputable  physician  balked  at  the  request 
of  any  uplift  organization  to  give  of  his 
time  and  skill  to  the  -worthy  poor.  He  has 
been  such  a willing  pack-horse  that  he 
has  permitted  various  organizations  and 
well-meaning  individuals  to  pile  upon 
him  a load  that  not  only  is  hard  to  bear 
but  one  that  he  should  not  bear,  in  his 
own  interests  or  in  the  interests  of  so- 
ciety at  large,  for  when  all  is  said  and 
done,  much  of  the  charity  work  that  is 
being  done  today  is  pauperizing  the  peo- 
ple and  causing  them  to  lose  their  self- 
respect.  The  phase  of  this  question 
which  annoys  the  physician  at  the  pres- 
ent moment  is  the  unabashed  way  in 
which  various  agencies  and  individuals 
will  ask  physicians  to  furnish  gratuitous 
services  to  those  not  deserving  of  such 
consideration.  If  the  individual  physician 
balks  he  is  plainly  informed  that  the 
services-  can  be  secured  on  such  terms  at 
the  hands  of  other  physicians,  or  at  the 
clinics  of  various  state  institutions. 

Just  why  should  the  physician  be  ex- 
pected to  donate  his  services  in  any  case, 
even  though  he  may  from  sentimental  and 
charitable  reasons  be  inclined  to  do  so? 
Isn't  it  the  duty  of  the  community  to  care 
for  its  indigent  and  poor?  Does  the  com- 
munity ask  the  grocer  to  furnish  food 
to  the  poor  gratuitously?  Does  it  ask 
the  shoe  and  clothing  merchants  to  fur- 
nish shoes  and  clothes  to  the  poor  with- 
out payment?  In  fact,  does  the  commu- 
nity ask  any  merchant  or  laboring  man 
other  than  the  physician  to  furnish 
either  merchandise  or  services  to  the  poor 
gratuitously?  Medical  and  surgical  ser- 
vices are  just  as  much  of  a necessity  as 
food,  and  why  should  the  physician  be 
expected  to  donate  his  services,  and  his 
knowledge,  which  is  his  stock  in  trade, 
any  more  than  the  merchant  furnishes  his 
goods,  or  the  plumber  furnishes  his  time  ? 
Yet  the  physician,  generous  and  senti- 
mental as  he  is,  gives  of  his  time  and 
skill  to  the  real  poor  without  asking  for 
reward.  In  addition  to  this,  he  cheerful- 


ly subscribes  money  for  benevolent  pur- 
poses, and  he  helps  pay  for  clothing, 
shoes,  food  and  coal  furnished  the  poor 
by  merchants  who  are  smart  enough  in 
a business  way  to  make  sure  that  they 
lose  nothing  in  the  transaction.  Fur- 
thermore, not  all  of  the  charity  medical 
services  go  to  well-deserving  charity,  for 
it  is  a well-known  fact  that  many  people, 
sometimes  encouraged  by  welfare  organ- 
izations, solicit  and  receive  gratuitous 
medical  services  when  amply  able  to  pay 
small  fees  for  the  same  without  any  great 
hardship.  Some  of  the  recipients  of  free 
medical  service  are  known  to  be  able  to 
support  good  automobiles,  radios,  pianos, 
good  clothes,  and  they  spend  money  re- 
gularly for  amusement.  This  could  be 
checked  by  some  system  of  investigation 
put  forth  with  the  idea  of  eliminating  the 
imposters. 

Another  thorn  in  the  flesh  of  physicians 
is  the  practice  of  some  school.  Red  Cross 
and  Home  Service  nurses  in  attempting 
to  make  diagnoses  themselves,  at  other 
times  discrediting  the  diagnosis  and 
treatment  of  physicians,  and  proselyting 
for  certain  physicians,  even  to  the  extent 
of  imposing  upon  such  favored  physicians 
by  bringing  to  them  as  charity  patients 
those  able  to  pay  something  for  the  ser- 
vice. This  abuse  also  could  be  checked 
by  more  and  better  supervision  of  the  ac- 
tivities of  nurses  engaged  in  various 
phases  of  uplift  work. 

To  our  notion  a solution  of  the  medi- 
cal charity  proposition  is  to  have  it  under 
the  control  of  a unified  medical  profes- 
sion. Medical  and  surgical  services  for 
the  deserving  poor  should  be  paid  for  by 
the  community,  either  through  a fund 
created  by  taxation  or  a fund  raised  by 
voluntary  subscriptions,  like  that  given 
the  Community  Chests.  The  services 
should  be  rendered  at  a nominal  cost  and 
the  profession  as  a whole  should  agree  to 
give  good  and  faithful  service  as  a mat- 
ter of  duty.  The  fees  collected  should  be 
prorated  or  divided  in  some  equitable 
way,  and  should  be  paid  by  the  commu- 
nity just  as  willingly  as  the  charges  made 
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by  merchants  for  shoes,  clothes,  food, 
coal  or  other  necessities.  The  profession 
as  a profession  should  conduct  a charity 
clinic  to  meet  the  charity  demands,  and 
that  clinic  also  could  care  for  those  peo- 
ple in  moderate  circumstances  who  are 
not  justly  entitled  to  charity  and  yet  are 
able  to  pay  a nominal  fee  for  professional 
services.  Details  of  operation  and  man- 
agement can  be  worked  out  and  some  lit- 
tle thought  will  be  required  for  the  sub- 
ject. Improvement  should  be  made  as  in- 
creasing experience  indicates.  Certainly 
some  method  must  be  adopted  in  every 
populous  community  to  settle  this  vexa- 
tious question  of  furnishing  adequate 
medical  and  surgical  services  to  the  in- 
digent and  the  deserving  poor  without 
injustice  to  anyone,  and  without  pauper- 
izing and  causing  loss  of  respect  to  those 
needing  assistance.  As  it  is  now  there  is 
great  abuse  of  medical  charity,  and  it 
works  an  injustice  to  all  concerned,  to 
say  nothing  of  arousing  animosities  and 
antagonisms  which  should  not  exist.  The 
medical  profession  as  a profession  very 
justly  is  complaining  of  the  chaotic  and 
unfair  condition  of  things  as  existing  at 
present,  and  it  probably  is  up  to  the  medi- 
cal profession  to  offer  a definite  and  com- 
prehensive plan  of  operation  that  will 
solve  the  problem.  Unless  the  medical 
profession  does  take  hold  of  the  matter 
and  straighten  it  out,  there  will  be  an- 
other link  added  to  the  chain  of  evidence 
being  welded  by  certain  individuals  in 
behalf  of  state  medicine,  which  would  be 
the  worst  solution  that  the  problem  could 
have.  We  should  respect  the  future 
progress  and  welfare  of  the  medical  pro- 
fession as  also  the  welfare  of  the  people. 


The  Newton  or  Shepherd-Towner  Bill 

The  following  is  an  editorial  which  ap- 
peared in  the  Illinois  Medical  Journal,  Vol- 
ume LV,  No.  2,  with  reference  to  the  so- 
called  Newton  or  Shepherd-Towner  bill. 
This  bill  is  now  under  consideration  before 
Congress  to  determine  whether  the  appro- 
priation shall  be  extended  or  not  extended. 


The  American  Medical  Association  is  op- 
posing the  bill,  and  this  is  what  the  editor 
of  the  Illinois  journal  has  to  say  with  ref- 
erence to  it. 

THE  GREAT  AMERICAN  MEDICAL 
ASSOCIATION  MUST  NOT  AL- 
LOW THE  CHILDREN’S  BUREAU 
CLAIMS  TO  GO  UNCHALLENGED. 

Legislation  Turning  Over  the  Supervis- 
ion of  Obstetrics  and  Pediatrics  to  a 
Lay  Bureau  in  Washington  Must  he 
Prevented. 

It  seems  to  us  ridiculous  that  the  Amer- 
ican Medical  Association,  comprising  the 
organized  profession  of  the  forty-eight 
states  in  the  Union,  should  allow  the 
Children’s  Bureau  in  Washington  to 
swagger  unchallenged  before  the  nation 
that  it  is  “stimulating”  and  “educating” 
the  doctors  to  improve  obstetrics  and 
pediatrics  and  that  any  improvement 
made  in  either  of  these  branches  of  medi- 
cal science  in  the  last  seven  years  is  due 
to  the  Children’s  Bureaucrats. 

The  Newton  bill,  better  designated  the 
Shepherd-Towner-Newton  bill,  is  before 
the  present  session  of  Congress.  The 
first  and  best  place  to  stop  the  Newton 
bill,  if  possible,  is  in  the  Committee  on 
Interstate  and  Foreign  Commerce.  It  is 
our  impression  that  this  can  be  done  by  a 
great  demand  on  the  part  of  doctors, 
medical  societies,  etc.,  for  hearing  before 
the  bill  is  reported  out.  If  the  committee 
is  convinced  that  it  cannot  “get  away” 
with  reporting  the  bill  out  without  ade- 
quate hearings,  as  it  did  in  1926,  and 
that  the  doctors  and  other  opponents  will 
“raise  Cain,”  if  hearings  are  held,  it  is 
possible  that  in  the  rush  of  legislation  in 
the  remaining  days  of  this  session  the 
bill  can  be  kept  in  committee. 

Medical  societies  throughout  the  na- 
tion should  demand  that  no  permanent 
legislation  turning  over  the  supervision 
of  obstetrics  and  pediatrics  (“care  of  ma- 
ternity and  infancy”)  to  a lay  bureau  in 
the  Labor  Department  in  Washington,  be 
reported  out  of  committee  until  and  un- 
less a complete  investigation  is  held,  and 
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representatives  of  the  medical  profession 
and  others  are  heard  fully  in  opposition, 
i When  one  stops  to  consider  all  the  en- 

j croachments  that  are  being  made  upon 
the  practice  of  medicine  there  is  little 
wonder  that  there  is  a state  of  alarm  on 
the  part  of  the  practitioners  of  the  heal- 
ing art,  and  there  is  no  doubt  as  to  the 
wisdom  and  necessity  of  formulating 
some  definite  fixed  policy  on  the  part  of 
the  profession  of  medicine  as  to  when  its 
members  will  be  permitted  to  participate 
on  ethical  grounds  in  the  various  so-called 
charity  movements.  There  certainly  is  a 
limit  to  which  the  profession  should  not 
go  and  should  not  be  asked  to  go. 


Representation  in  the  House  of 
Delegates 

At  a recent  meeting  of  the  Board  of 
Trustees  the  representation  of  the  various 
counties  in  the  House  of  Delegates  was  dis- 
cussed. It  was  decided  by  the  Board  of 
Trustees  that  the  attention  of  the  member- 
ship should  be  called  to  the  following  pro- 
vision of  the  Constitution  and  By-Laws: 

“Article  V of  the  Constitution  provides 
that  the  House  of  Delegates  shall  be  the 
legislative  and  business  body  of  the  as- 
sociation and  shall  consist  of  (1)  dele- 
gates elected  by  the  component  county 
societies;  (2)  ex-officio  the  officers;  (3) 
the  ex-presidents  of  the  association  in 
attendance  at  that  session. 

‘Chapter  XI,  Section  11,  of  the  By- 
Laws  provides  that  at  some  meeting  in 
advance  of  the  annual  session  of  this  as- 
sociation each  component  society  shall 
elect  a delegate  or  delegates  to  represent 
it  in  the  House  of  Delegates  at  this  asso- 
ciation in  the  proportion  of  one  delegate 
and  one  alternate  for  each  fifty  members 
or  fraction  thereof,  and  the  secretary  of 
the  society  shall  send  a list  of  such  dele- 
gates to  the  secretary  of  this  association 
at  least  ten  days  before  the  annual  ses- 
sion.” 

The  trustees  decided  that  the  above  two 
provisions  of  the  constitution  and  by-laws 
should  be  enforced,  and  I have  been  in- 


structed to  notify  the  membership  that  at 
the  coming  session  in  Jackson  the  only  per- 
sons who  will  have  a voice  in  the  House  of 
Delegates  will  be  those  who  are  qualified  un- 
der the  above  provisions.  All  county  secre- 
taries will  please  take  note  of  this  and  gov- 
ern themselves  accordingly, 

C.  N.  COWDEN,  M.D., 
Speaker  of  the  House  of  Delegates. 


The  Program 

The  following  is  a tentative  program  of 
the  State  Society  which  meets  at  Jackson, 
Tennessee,  April  9,  10,  11, 

The  committee  has  endeavored  to  arrange 
a program  that  covers  a wide  range  of  sub- 
jects which,  we  believe,  has  been  accom- 
plished. It  will  be  understood  that  this 
program  is  not  definitely  final  as  to  subjects 
or  arrangement. 

There  will  be  a projector  available  for 
the  showing  of  slides  and  a man  to  operate 
it. 

The  final  program  will  be  mailed  to  mem- 
bers of  the  society  about  April  1st. 

The  whole  city  of  Jackson  seems  to  be 
looking  forward  to  this  meeting.  The  medi- 
cal society  has  been  active.  The  Chamber 
of  Commerce  has  been  active  in  planning 
for  the  entertainment.  Jackson  is  accessi- 
ble by  rail  and  by  automobile.  We  have 
every  reason  to  believe  the  hotel  accommo- 
dations will  be  adequate  and  satisfactory. 
It  is  a new  experience  for  the  state  society 
to  meet  in  a city  the  size  of  Jackson,  but 
Jackson  is  equal  to  even  a larger  responsi- 
bility than  this. 

On  another  page  of  this  journal  will  be 
found  a statement  from  the  Chamber  of 
Commerce  at  Jackson  which  readers  will 
find  of  interest. 

Tuesday  Morning,  April  9,  1929 

9 A.  M. 

1.  Diagnosis  and  Treatmant  of  Pulmonary  Tubercu- 
losis in  Children. 

DR.  JAMES  A.  PRICE.  Memphis. 

To  Discuss: 

DR.  M.  F.  HAYGOOD,  State  Health  Depart- 
ment. 

DR.  T.  B.  YANCY,  Kingsport. 


436 


EDITOEIAL 


March,  1929 


2.  Neurologic  Motor  Phenomena — Moving  Pictures. 

DR.  CARROLL  C.  TURNER,  Memphis. 

To  Discuss: 

DR.  W.  H.  WITT,  Nashville. 

DR.  JESSE  C.  HILL,  Knoxville. 

3.  The  Care  of  the  Breast  in  the  Nursing  Mother. 

DR.  MILTON  SMITH  LEWIS,  Nashville, 

nr (O 

DR.  P.  W.  TOOMBS,  Memphs. 

DR.  P.  C.  SCHREIER,  Memphis. 

4.  Endometriosis. 

DR.  H.  M.  TIGERT,  Nashville. 

To  Discuss: 

DR.  W.  T.  BLACK,  Memphis. 

DR.  L.  E.  BURCH,  Nashville. 

5.  The  Roentgen  Ray  in  the  Diagnosis  of  Renal 
Calculi. 

DR.  J.  MARSH  FRERE,  Chattanooga. 

To  Discuss: 

DR.  G.  R.  LIVERMORE,  Memphis. 

DR.  TOM  BARRY,  Knoxville. 


Tuesday  Afternoon,  April  9,  1929 

6.  Certain  Factors  Causing  Delayed  or  Non-union  of 
Fractures. 

DR.  HENRY  COX,  Nashville. 

To  Discuss: 

DR.  ROBERT  BROWN,  Nashville. 

DR.  BARNEY  BROOKS,  Nashville. 

7.  Some  Infections  of  the  Throat. 

DR.  W.  G.  KENNON,  Nashville. 

To  Discuss: 

DR.  W.  W.  POTTER,  Knoxville. 

DR.  ].  B.  BLUE,  Memphis. 

8.  Rheumatic  Fever. 

DR.  W.  E.  BRYAN,  Chattanooga. 

To  Discuss: 

DR.  W.  S.  AUSTIN,  Knoxville. 

DR.  R.  C.  GAW,  Gainesboro. 

9.  Practical  Results  of  the  Health  Examination. 

DR.  S.  F.  McIntosh,  Chattanooga. 

To  Discuss: 

DR.  JOHN  STEEL,  Chattanooga. 

DR.  E.  R.  ZEMP,  Knoxville. 

10.  Indications  for  the  Use  of  Radium  and  X-Rays  in 
the  Diseases  of  the  Female  Pelvis. 

DR.  W.  S.  LAWRENCE,  Memphis. 

To  Discuss: 

DR.  R.  A.  BARR,  Nashville. 

DR.  DUNBAR  NEWELL,  Chattanooga. 


Wednesday  Morning,  April  10,  1929 

9 A.  M. 

11.  Hypothyoidism  in  the  Adult. 

DR.  R.  B.  WOOD,  Knoxville. 

To  Discuss: 

DR.  J.  P.  KELLER,  Nashville. 

DR.  R.  L.  MOTLEY,  Memphis. 


12.  Angioneurotic  Edema. 

DR.  GEORGE  J.  SELLS,  Johnson  City. 

To  Discuss: 

DR.  E.  M.  FUQUA,  Pulaski. 

DR.  W.  K.  SHEDDEN,  Columbia. 

13.  The  Pathology  and  Treatment  of  Cholecystitis. 

DR.  L.  W.  EDWARDS,  Nashville. 

To  Discuss: 

DR.  GEORGE  WILLIAMSON,  Columbia. 
DR.  BERNARD  .GASTON,  Lebanon. 

14.  Spastic  Colitis. 

DR.  SAM  P.  BAILEY,  Nashville. 

To  Discuss: 

DR.  B.  S.  RHEA,  Lebanon. 

DR.  J.  B.  McELROY,  Memphis. 

15.  Bacteriophage:  Another  Specific  Agent. 

DR.  J.  A.  McIntosh,  Memphis. 

To  Discuss: 

DR.  WM.  LITTERER,  Nashville. 

DR.  HUGH  MORGAN,  Nashville. 

16.  Compound  Fractures:  With  Lantern  Slide  Illustrai- 
tions. 

DR.  HENRY  G.  HILL,  Memphis. 


LUNCH  12:30 

(For  All  Officers  of  County  Societies) 


Wednesday  Afternoon,  April  10,  1929 

17.  A Clinical  Study  of  Newgrowth  of  the  Testicle. 

DR.  RUSSELL  A.  HENNESSEY,  and 
DR.  ALFRED  MASON,  Memphis. 

To  Discuss: 

DR.  P.  G.  MORRISSEY,  Nashville. 

DR.  J.  B.  NEIL,  Knoxville. 

18.  Studies  in  Allergy  No.  2,  With  Lantern  Slide  Dem- 
onstration. 

DR.  ALFRED  M.  GOLTMAN,  Memphis. 

To  Discuss: 

DR.  G.  J.  CARMICHAEL,  Knoxville. 

DR.  J.  T.  LEEPER,  Lenoir  City. 

19.  The  Management  of  Pleural  Effusions  and  Em- 
pyema. 

DR.  W.  F.  CLARY,  Memphis. 

To  Discuss: 

DR.  M.  B.  DAVIS,  Nashville. 

DR.  J.  A.  CRISLER,  JR.,  Memphis. 

20.  (Special  Order — 3:30  p.  m.)  Common  Disorders 
of  the  Biliary  Tract;  Diagnosis  and  Management. 

DR.  C-  S.  MeVICAR,  Rochester,  Minn. 

21.  A Study  of  500  Breast  Cases  With  Surgical  End 
Results. 

DR.  W.  O.  FLOYD  and  DR.  W.  D.  HAG- 
GARD, Nashville. 

To  Discuss: 

DR.  BATTLE  MALONE,  Memphis. 

DR.  FRANK  SMYTHE,  Memphis. 
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22.  The  Pathological  Cervix. 

DR.  C.  N.  COWDEN,  Nashville. 

To  Discuss: 

DR.  H.  L.  FANCHER,  Chattanooga. 
DR.  JOE  GALLAGHER,  Nashville. 


Thursday  Morning,  April  11,  1929 

23.  Panmural  Fibrosis  of  the  Bladder  With  Special 
Reference  to  its  Treatment. 

DR.  THOS.  D.  MOORE,  Memphis. 

To  Discuss; 

DR.  G.  M.  ROBERTS,  Chattanooga. 

DR.  W.  S.  NASH,  Knoxville. 

24.  The  Management  of  Occipito  Posterior  Positions. 

DR.  W.  T.  PRIDE,  Memphis. 

To  Discuss; 

DR.  J.  S.  CAYCE,  Nashville. 

DR.  D.  N.  WILLIAMS,  Chattanooga. 

25.  The  Importance  of  Onset  Symptoms  in  Disease. 

DR.  J.  L.  BIBB,  Chattanooga. 

To  Discuss: 

DR.  J.  O.  MANIER,  Nashville. 

DR.  C.  D.  ROBBINS,  Gallatin. 

26.  The  Traumatic  Knee  With  Negative  Roentgeno- 
grams. 

DR.  R.  C.  ROBERTSON,  Chattanooga. 

To  Discuss: 

DR.  WILLIS  CAMPBELL,  Memphis. 

DR.  R.  W.  BILLINGTON,  Nashville. 

27.  Cancer  of  the  Rectum  in  Patients  Under  Thirty 
Years  of  Age. 

DR.  FRED  RANKIN,  Rochester,  Minn. 


Thursday  Afternoon,  April  11,  1929 

28.  The  Surgical  Treatment  of  Pulmonary  Tuberculosis. 

DR.  1.  A.  BIGGER,  Nashville. 

To  Discuss: 

DR.  ROBERT  CALDWELL,  Nashville. 

DR.  VICTOR  BEAN,  Knoxville. 

29.  Some  Etiological  Factors  in  “So-Called”  Colds. 

DR.  LOUIS  LEVY,  Memphis. 

To  Discuss: 

DR.  FRED  E.  HASTY,  Nashville. 

DR.  ROBERT  SULLIVAN,  Nashville. 

30.  Amoebiasis. 

DR.  CONLEY  H.  SANFORD,  Memphis. 

To  Discuss; 

DR.  JACK  WITHERSPOON,  Nashville. 

DR.  R.  V.  DePUE,  Knoxville. 

31.  Progress  of  the  Tuberculosis  Control  Program  in 
Tennessee. 

DR.  R.  S.  GASS,  Nashville. 

To  Discuss: 

COL.  DAVID  TOWNSEND,  M.D.,  National 
Sanatorium,  Johnson  City. 

DR.  G.  D.  LEQUIRE,  Maryville. 


32.  The  Use  and  Abuse  of  Endocrine  Therapy  in  Chil- 
dren. 

DR.  E.  C.  MITCHELL,  Memphis. 

To  Discuss; 

DR.  R.  E.  SEMMES,  Memphis. 

DR.  J.  J.  SHEA,  Memphis. 

Tuesday  Night,  April  9,  1929 
8 P.  M. 

1.  Presidential  Address — “A  Retrospect.” 

DR.  K.  S.  HOWLETT,  Franklin. 

2.  Address. 

DR.  W.  S.  THAYER,  Baltimore,  President  of 
the  American  Medical  Association. 

3.  Moving  Picture. — “The  Diagnosis  and  Treatment 
of  Infections  of  the  Hand.” 


Railway  Surgical  Section,  Tennessee  State 
Medical  Association 

April  9,  1929 

1.  Chairman’s  Address — ‘‘A  Case  Report — Compound 
Fracture  of  the  Femur.” 

DR.  DUNCAN  EVE,  JR.,  Nashville. 

To  Discuss: 

DR.  JERRY  L.  CROOK,  Jackson. 

2.  A Few  Fundamentals. 

DR.  GEO.  R.  MeSWAIN,  Paris. 

To  Discuss: 

. DR.  WOOD  TATE,  Bolivar, 

3.  Ethics  of  Industrial  Medicine. 

DR.  L.  L.  SHEDDAN,  Knoxville. 

To  Discuss: 

DR.  L.  E.  BURCH,  Nashville. 

4.  Injuries  to  the  Hand. 

DR.  ROY  A.  DOUGLASS,  Huntington. 

To  Discuss: 

DR.  R.  M.  LITTLE,  Martin. 

5.  Paper,  Eye  Injuries. 

(Reader  to  be  supplied). 

6.  Infection  of  the  Hand  in  Railway  Employees. 

DR.  J.  O.  GORDON,  Memphis. 

Invitation  is  herein  extended  to  all  members  attend' 
ing  State  meeting  to  be  present  on  this  section  meet- 
ing,  which  takes  place  at  9:30  o’clock  Tuesday  morn' 
mg  April  9,  1929. 

Able  men  have  been  selected  on  this  program  and 
their  subjects  are  very  important.  We  trust  that  we 
have  a good  attendance.  Railroad  surgeons  are  espe' 
dally  urged  to  be  present. 

Fraternally  and  Sincerely, 

DUNCAN  EVE,  JR.,  Chairman. 
A.  F.  RICHARDS,  Secretary 
Railway  Surgical  Section. 
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Monday,  April  8,  8:30  A.  M. 

1.  Lipiodol  in  Maxillary  Sinus  Diseases. 

DR,  W.  J,  GREENFIELD,  Memphis. 

To  Discuss: 

DR.  W.  L.  SIMPSON,  Memphis. 

2.  Foreign  Bodies  in  the  Food  and  Air  Passages. 

DR.  REESE  W.  PATTERSON,  Knoxville. 

To  Discuss: 

DR.  EUGENE  ORR,  Nashville. 

DR.  RICHMOND  McKINNEY,  Memphis. 

3.  Cicatricial  Ectropion — With  Reports  of  Cases. 

DR.  P.  MERIWEATHER  LEWIS,  Memphis. 
To  Discuss: 

DR.  J.  B.  STANFORD,  Memphis. 

4.  Biomicroscopy  of  Lenticular  Opacities. 

DR.  ROBERT  J.  WARNER,  Nashville. 

To  Discuss: 

DR.  ROBERT  SULLIVAN,  Nashville. 

5.  Para-Nasal  Sinus  Disease  an  Etiological  Factor  in 
Mastoid  Disease. 

DR.  M.  M.  CULLOM,  Nashville. 

To  Discuss: 

DR.  JOHN  J.  SHEA,  Memphis. 

6.  Naso-Sexua!  Relations. 

DR.  W.  D.  STINSON,  Memphis. 

To  Discuss: 

DR.  ].  L.  BRYAN,  Nashville. 

7.  Some  Phases  of  the  Tonsil  Problem. 

DR.  R.  G.  ASHLEY,  Knoxville. 

To  Discuss: 

DR.  W.  G.  KENNON,  Nashville. 

8.  Diagnosis  of  Chronic  Tonsilitis  With  Lantern  Slides. 

DR.  C.  D.  BLASSINGAME,  Memphis. 

To  Discuss: 

Dr.  D.  H.  ANTHONY,  Memphis. 

LUNCH 

9.  The  Responsibility  of  Ophthalmologists  and  Oto- 
laryngolosists  for  the  Conservation  of  Health. 

DR.  J.  A.  STUCKY,  Lexington,  Ky.  Honor 
Guest. 

10.  Chairman’s  Address. 

DR.  FREDERICK  E.  HASTY,  Nashville. 


Jackson,  Where  We  Meet 

Among  the  things  that  constitute  a good 
convention  city  are  its  hotel  and  entertain- 
ment accommodations,  the  hospitality  of 
its  people,  its  recreational  facilities,  insti- 
tutions that  appeal  to  the  particular  group 
attending,  and  the  accessibility  of  the  city 


to  the  terriory  in  which  the  members  of  the 
organization  reside. 

When  the  Tennessee  doctors  come  to 
Jackson  in  April  they  will  find  splendid 
hotel  accommodations.  The  New  Southern 
Hotel,  which  will  be  the  home  of  the  con- 
vention, is  modern  and  convenient  in  every 
respect.  You  will  find  a hospitable  people 
who  will  be  glad  to  see  you. 

For  your  recreation  time,  Jackson  has  a 
fine  golf  course  and  several  picture  thea- 
tres, one  of  which  is  equipped  with  Vita- 
phone. 

Two  institutions  that  are  indispensable 
to  West  Tennessee,  and  which  will  be  of 
special  interest  to  the  members  of  the  medi- 
cal association,  are  the  Crook  Sanatorium 
and  Clinic  on  Baltimore  Street  and  the  Me- 
morial Hospital  on  Royal  Street. 

Jackson,  on  the  Memphis-to-Bristol  High- 
way, Broadway  of  America,  one  hundred 
and  fifty  miles  from  Nashville  and  eighty- 
five  miles  from  Memphis,  is  easily  accessi- 
ble to  all  parts  of  Tennessee.  The  city  can 
be  reached  over  hard-surfaced  roads  from 
every  section  of  the  state.  The  northeast 
section  of  the  state  and  northern  part  of 
Middle  have  State  Road  No.  1,  which  is 
paved.  The  southeast  and  southern  parts 
of  the  state  have  State  Road  15,  which  is 
gravel  and  well  maintained.  The  north- 
west has  roads  Nos.  5 and  43,  concrete. 
The  west  and  southwest  sections  have  Roads 
Nos.  20  and  1,  respectively. 

Jackson  has  splendid  railroad  accommo- 
dations. It  is  served  by  five  railroads,  the 
M.  & 0.,  the  I.  C.,  the  N.,  C.  & St.  L.,  the 
G.  M.  & N.,  and  the  B.  & N.  W. 

The  city  has  two  four-year  colleges  for 
white  students  and  one  for  colored,  also  a 
well-equipped  Y.  M.  C.  A.  building. 

Jackson  invites  you,  and  awaits  your 
coming. 

Hugh  Harvey, 

Secretary^  Chamber  of  Commerce. 


On  to  Jackson 

A special  sleeper  for  Knoxville  (and  way 
stations)  has  been  arranged  for.  The 
Knoxville  delegation  can  leave  home  Mon- 
day night  and  arrive  in  Jackson  Tuesday 
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morning.  Fare,  $13.83 ; berths,  $4.50  and 
$3.60. 

' The  Nashville,  Chattanooga  & St.  Louis 
Railway  has  arranged  to  put  special  sleep- 
ers on  its  11:59  p.m.  train  from  Nashville 
to  Jackson,  both  Sunday  and  Monday 
nights.  These  sleepers  will  be  cut  off  at 
Jackson  at  4:40  a.m.,  and  can  be  occupied 
until  7 :30.  Fare,  $5.51 ; berths,  $3.25  and 
$2.80. 

If  you  are  going  by  rail,  make  your 
reservation  early. 


Census  Corrections  for  March 


CUMBERLAND  COUNTY 


Niles,  F.  A. 

Waldensia 

’74 

03 

Taylor,  H.  H. 

PUTNAM 

S 

COUNTY 

Cookeville 

’99 

’26 

Weygandt,  S.  F. 

SHELBY 

COUNTY 

St.  Louis 

’84 

’18 

WaUace,  J.  W. 

WASHINGTON  COUNTY 

PD  Johnson  City 

’70 

’89 

DEATHS 


Dr.  James  A.  Edwards  died  on  February 
16th  at  his  home  in  Columbia,  aged  64. 

Dr.  Edwards  graduated  from  the  Uni- 
versity of  Tennessee  Medical  College,  Mem- 
phis, in  1888,  and  was  licensed  to  practice 
in  1889. 


Dr.  Mary  C.  Rudolph,  65,  died  February 
10th  at  her  home  in  San  Mateo,  California. 

Dr.  Rudolph  graduated  from  the  Univer- 
sity of  Nashville  Medical  School  in  1899. 


MEDICAL  SOCIETIES 


REGULAR  MEETINGS  OF  COUNTY 
SOCIETIES 

' Anderson  County — First  Monday  of  each 
month  at  2 p.m.  in  Clinton,  Tenn. 

Bedford  County— Third  Thursday  of 
each  month  at  2 p.m.,  Shelbyville,  in  Dr. 
Ray’s  office. 

Blount  County — Every  Thursday,  8 p.m.. 
First  National  Bank  Building,  Maryville. 


Bradley  County — First  and  third  Thurs- 
days of  each  month,  7 p.m.,  at  the  court- 
house, office  of  county  health  officer. 

Carroll-Weakley-Benton-Henry  Counties 
— Every  second  Tuesday  at  McKenzie. 

Carter  County — First  Thursday  of  each 
month,  7 :30  p.m.,  at  the  Lynnwood  Hotel, 
Elizabethton. 

Cocke  County — First  Tuesday  of  each 
month  at  Newport. 

Coffee  County — First  Thursday  of  each 
month. 

Cumberland-Overton-P  u t n a m-W  h i t e 
Counties — Third  Thursday  of  each  month. 

Davidson  County — Every  Tuesday,  8 
p.m..  Doctors’  Building,  Nashville. 

Dyer-Crockett-Lake  C o u n t i e s— First 
Thursday  of  each  month. 

Fayette-Hardeman — First  Thursday  in 
each  month. 

Franklin  County — Last  Friday  in  each 
month  at  Winchester. 

Greene  County — First  Monday  of  each 
month,  11  a.m..  First  National  Bank  Build- 
ing, Greeneville. 

Hamilton  County — Each  Thursday,  8 
p.m..  Manufacturers’  Association,  815 
Broad  Street,  Chattanooga. 

Hardeman  County — -First  Tuesday  in 
January,  April,  July  and  October,  Bolivar. 

H a r d i n-Lawrence-Lewis-Perry- Wayne 
Counties — -Last  Tuesday. 

Hancock-Claiborne-Union  Counties— Sec- 
ond Monday  in  each  month. 

Haywood  County — Last  Tuesday  of  each 
month.  Brownsville,  7 p.m. 

Jackson  County — First  Friday  of  each 
month  at  the  courthouse,  Gainesboro. 

Knox  County — Every  Tuesday,  8 p.m.,  at 
Society  Hall  Medical  Building,  Knoxville. 

Lauderdale-T  i p t o n Counties — Second 
Thursday  of  each  month. 

Marshall  County — Every  fourth  Thurs- 
day ; Lewisburg. 
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McMinn  County — Every  second  Thurs- 
day, 2 p.m.,  in  Athens,  at  Dr.  J.  R.  Nan- 
kivell’s  office. 

McNairy  County — Third  Thursday  in 
March  at  1 p.m.,  at  Selmer. 

Macon-Clay-Jackson  — First  Wednesday 
of  each  quarter. 

Madison  County — First  and  third  Tues- 
day, 7 :30  p.m.,  at  the  Y.M.C.A. 

Monroe  County — Second  Tuesday  of 
April,  Tellico  Plains. 

Montgomery  County  — Every  third 
Thursday  night,  Clarksville. 

Roane  County — First  and  third  Tuesday, 
1 p.m.,  at  the  Red  Cross  Rooms,  Harriman. 

Robertson  County — Third  Tuesdays  of 
each  month. 

Sevier  County — First  Monday  of  each 
month,  7 :30  p.m..  Central  Hotel,  Sevierville. 

Shelby  County^ — First  and  third  Tuesdays 
Medical  Arts  Building,  Memphis. 

Smith  County — First  Friday  of  each 
month. 

Warren  County — First  Wednesday  of 
each  month,  1 :30  p.m..  First  Trust  Co.,  Mc- 
Minnville. 

Washington  County — Second  Thursday 
of  each  month,  at  noon.  Hotel  John  Sevier, 
Johnson  City. 

Weakley  County — Third  Wednesday  of 
February,  May,  August  and  November  at 
Martin.  (Joint  scientific  meetings  monthly 
at  McKenzie.) 

White  County— Second  Thursday  of  each 
month.  Dr.  S.  E.  Gaines’  office. 

Williamson  County — Second  Tuesday  of 
each  month. 

Wilson  County — First  Wednesday  of  each 
month,  10 :30  a.m.,  at  Lebanon. 


1929  Officers 

Coffee  County — Dr.  R.  L.  Dossett,  Tullahoma, 
President;  Dr.  C.  E.  Evans,  Tullahoma,  Vice-Presi- 
dent; Dr.  E.  P.  Vaughan,  Manchester,  Secretary. 

McMinn  County — Dr.  James  L.  Nankivell, 
Athens,  President;  Dr.  J.  S.  Basinger,  Riceville, 
Vice-President;  Dr.  R.  A.  Brock,  Athens,  Secre- 
tary-Treasurer. 


Johnson-Sullivan  County — Dr.  T.  B.  Yancy, 
Kingsport,  President;  Dr.  E.  H.  Moody,  Bluff  City, 
Vice-President;  Dr.  H.  S.  Smythe,  Bristol,  Secre- 
tary-Treasurer. 

Humphreys  County — Dr.  J.  T.  Cooley,  Waverly, 
President;  Dr.  John  Sugg,  McEwen,  Vice-Presi- 
dent; Dr.  W.  W.  Slayden,  Waverly,  Secretary- 
Treasurer. 


Madison  County — Dr.  W.  T.  Sharp,  of 
the  State  Department  of  Health,  spoke  at 
the  meeting  on  February  5th.  Dr.  Sharp 
discussed  the  scarlet  fever  problem.  Dr. 
W.  C.  Duckworth  gave  a paper  on  “Cancer 
of  the  Cervix.” 

On  February  19th,  Dr.  A.  B.  Dancy  spoke 
on  “Mastoiditis  in  Infants.”  The  usual 
round-table  discussions  followed  all  the 
above  papers. 

Coffee  County — On  February  25th,  Dr. 
J.  Horace  Farrar  read  an  interesting  paper 
on  “Pneumonia”  at  the  regular  monthly 
meeting  of  the  Coffee  County  Society.  The 
meeting  was  held  in  the  Manchester  Hotel. 

On  March  12th,  Dr.  H.  D.  Sneed  pre- 
sented a paper  entitled  “Abnormalities  of 
Obstetrics.”  This  meeting  was  held  in  Tul- 
lahoma. 


Knox  County — Dr.  R.  A.  Barr,  of  Nash- 
ville, read  a paper  on  February  5th,  enti- 
tled “Atypical  Appendicitis.” 

Here  is  what  the  Knox  County  Society 
has  coming  to  it:  March  5 — Dr.  Joe  T. 
Smith;  March  12 — Dr.  Fred  Garvey;  March 
19 — Dr.  R.  M.  Young;  March  26 — Dr.  L. 
L.  Sheddan;  April  2 — Dr.  W.  S.  Nash. 


Macon,  Clay,  Jackson — The  Tri-County 
Society  had  the  following  program  at  Red 
Boiling  Springs  on  March  6th : 

Clinics  and  report  of  cases;  ‘Co-opera- 
tive County  Health  Work,”  Dr.  W.  K. 
Sharp,  Jr.,  Nashville,  discussed  by  Drs.  R. 
C.  Gaw,  Gainesboro,  and  D.  D.  Howser,  La- 
fayette. “The  Crippled  Child,”  Dr.  Adam 
Nichol,  Nashville. 


Davidson  County — Dr.  John  H.  Musser^ 
professor  of  medicine,  Tulane  University, 
addressed  the  Academy  on  February  5th. 
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Dr.  Musser’s  subject  was  “Throat  Infec- 
tions in  General  Practice.” 

On  February  12,  Dr.  J.  B.  Naive  read  a 
paper  entitled,  “Phrenicotomy  in  Tubercu- 
losis” ; discussion  was  opend  by  Dr.  Robert 
Caldwell. 

On  February  19,  Dr.  I.  A.  Bigger  talked 
on  “Thoracoplasty.”  Dr.  J.  B.  Naive  opened 
the  discussion. 

On  February  26,  Dr.  C.  R.  Crutchfield 
spoke  on  the  “Pathological  Gall  Bladder.” 

On  March  2,  Dr.  John  Overton’s  subject 
was  “The  Nashville  City  Health  Depart- 
ment, 1928.”  Discussion  opened  by  Dr.  R. 
L.  Jones.  A report  was  made  by  Dr.  F.  B. 
Dunklin  on  “A  Diabetic  Coma  Complicated 
by  a Ruptured  Gall  Bladder.” 


Carroll,  Benton,  Henry,  Weakley — This 
“Tri-County”  Society  met  at  McKenzie  in 
February.  Dr.  John  Burch,  of  Nashville, 
read  a paper  on  “Cancer  of  the  Cervix.” 
Dr.  F.  L.  Roberts,  of  Trenton,  read  a paper 
on  “The  Benefits  of  County  Health  Units.” 
Carroll  County  doctors  present  went  on 
record  favoring  a full-time  health  unit. 


Roane  County— On  February  19th  the 
Roane  County  Medical  Society  heard  the 
following  interesting  and  profitable  pro- 
gram: “Thymus  Gland  in  Infancy,”  Dr. 
W.  R.  Cross,  Knoxville;  “Diagnosis  and 
Treatment  of  Diseases  of  Thymus  Gland,” 
Dr.  Eugene  Abercrombie,  Knoxville ; “Focal 
Infection,”  Dr.  G.  P.  Zirkle,  Kingston. 


Sullivan-J ohnson — On  February  2nd  the 
Sullivan- Johnson  Medical  Society  had  a 
large  attendance  at  its  meeting.  Officers 
were  elected  and  committees  appointed. 
Plans  for  next  year’s  work  were  made. 
Dues  were  raised  from  $5.00  to  $6.00  per 
year  so  that  the  additional  income  will  be 
available  in  case  of  sickness  of  a member. 

A minimum  fee  of  $2.50  on  credit  or 
$2.00  in  cash  was  fixed.  The  program  com- 
mittee, which  is  to  co-operate  with  the  pres- 
ident in  making  arrangements  for  the 
monthly  meetings,  was  appointed. 


Humphreys  County — On  January  16th 
the  Humphreys  County  Society  held  its  an- 
nual election  of  officers  and  discussed  plans 
for  the  coming  year’s  work. 
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Dr.  Isaac  Barnes,  formerly  of  Pikeville, 
has  been  appointed  physician  of  the  Ten- 
nessee Products  Company  at  Bon  Air. 


Dr.  T.  W.  Fields  has  returned  to  Dresden 
after  several  years’  residence  in  Kentucky. 


Dr.  J.  C.  Blankenship  has  returned  to 
Halls  after  several  years’  connection  with 
the  Western  State  Hospital  at  Hopkinsville. 


Dr.  J.  I.  Huggins,  of  Oak  Grove,  Jeffer- 
son County,  was  seriously  injured  in  an 
auto  accident  early  in  February. 


The  daily  press  announces  that  Meharry 
Medical  College  has  been  given  a million 
and  three-quarters  or  two  million  dollars. 
Such  a gift  will  probably  make  that  insti- 
tution the  largest  negro  medical  school  in 
the  world. 


Memphis  is  being  seriously  considered  as 
the  1930  convention  city  for  the  American 
Medical  Association. 


Dr.  R.  Graham  Fish,  of  Big  Sandy,  is 
now  located  at  Paris. 


Dr.  J.  W.  Danley,  of  Lawrenceburg,  is  in 
Corpus  Christi,  Texas,  on  a short  vacation. 


The  American  Proctologic  Society  will 
meet  in  Detroit,  May  13-15.  Those  desir- 
ing further  information  about  the  meeting 
are  referred  to  E.  G.  Martin,  M.D.,  Presi- 
dent, Detroit,  Michigan. 


We  have  received  from  our  press  clip- 
ping service  forty  newspaper  accounts  of 
the  Tri-State  Medical  Association.  The 
program  as  published  before  the  meeting 
was  well  carried  out  and  every  one  of  the 
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600  physicians  who  attended  was  more  than 
repaid.  As  every  essayist  on  the  program 
is  nationally  known,  the  Tri-State  Associa- 
tion is  attracting  the  attention  it  so  well 
deserves. 


Dr.  Richard  Barr,  of  Nashville,  and  Dr. 
David  Salmon,  of  Madisonville,  were  the 
speakers  at  the  meeting  of  the  Christian 
County  Medical  Society,  which  met  at  Hop- 
kinsville, Kentucky,  on  February  20th. 


BOOKS  RECEIVED 


Pediatrics,  by  Dr.  Harry  Monroe  McClanahan. 
Price  $6.00.  J.  B.  Lippincott  Company,  Pub- 
lishers, Washington  Square,  Philadelphia,  Pa. 

Angina  Pectoris,  by  Dr.  Harlow  Brooks.  164 
pages.  Price  $2.50.  Publishers,  Harper  & Bro- 
thers, 49  East  33rd  St.,  New  York  City. 

Spinal  Anesthesia,  by  Dr.  Charles  H.  Evans.  203 
pages.  Price  $5.50.  Publishers,  Paul  B.  Hoeber, 
Inc.,  76  Fifth  Avenue,  New  York  City. 

Getting  Ready  to  Be  a Mother,  by  Carolyn  Co- 
nant  Van  Blarcom,  R.  N.  Publishers,  The  Mac- 
millan Company,  60  Fifth  Avenue,  New  York 
City. 

Imperative  Traumatic  Surgery,  by  Dr.  C.  R.  G. 
Forrester.  464  pages.  Price  $10.00.  Publishers, 
Paul  B.  Hoeber,  Inc.,  76  Fifth  Avenue,  New 
York  City. 

DiABErrES  AND  ITS  TREATMENT,  by  Dr.  Frederick  M. 
Allen. 

What  Every  One  Should  Know  About  Eyes,  by 
Dr.  F.  Park  Lewis. 

Care  of  the  Mouth  and  Teeth,  by  Dr.  Harvey  J. 
Burkhart. 

Price,  30  cents  each.  Publishers,  Funk  & Wag- 
nails  Company,  354-360  Fourth  Avenue,  New  York 
City. 


GLEANINGS 


Educating  the  Rural  Public  to  Appre- 
ciate THE  Country  Doctor* 

The  need  is  not  so  much  one  of  educating 
and  graduating  more  doctors  as  it  is  the 
need  for  intensively  educating  the  public 
in  the  rural  communities  to  appreciate  the 

*Abstract  of  an  article  by  Frank  I.  Ridge,  M.D., 
Kansas  City,  Mo.,  delivered  at  the  seventy-first 
annual  meeting  of  the  Missouri  State  Medical  As- 
sociation, Columbia,  May  14-18,  1928,  and  pub- 
lished in  the  JoumcU  of  the  Missouri  State  Medical 
Association,  September,  1928. 


doctors  they  have  in  their  own  locality.  The 
young  man  does  not  locate  in  the  smaller 
towns  because  the  people  will  not  support 
the  young  physician. 

Today  medical  education  is  almost  uni- 
versally standardized  and  regulated.  There 
is  required  so  many  years  of  preliminary 
education ; four  years  of  medical  education ; 
so  many  hours  of  this  and  that  specialty 
and  a year  of  practical  experience,  all  un- 
der rigid  supervision.  The  city  doctor  is  no 
better  equipped  than  the  country  doctor. 

The  people  of  the  rural  communities  do 
not  appreciate  these  men  who  are  fearless 
enough  to  practice  medicine  and  the  healing 
art.  They  do  not  realize  that  these  men  are 
as  competent  as  their  classmates  who  locate 
in  the  city.  These  men  are  trained  to  diag- 
nose and  treat  the  sick.  They  have  all  the 
advantages  that  most  city  doctors  have. 
They  read  medical  literature,  they  attend 
medical  meetings,  clinics  and  conferences. 

The  chief  reason  why  younger  doctors  do 
not  locate  in  rural  communities  is  simply 
because  the  rural  people  will  not  and  do  not 
support  good  doctors.  They  think  and  rea- 
son that  any  young  man  who  comes  back 
to  the  country  either  can’t  make  good  in  the 
city  or  else  is  just  a fool.  Such  is  not  the 
truth.  There  are  many  good  men  in  the 
cities  today  who  moved  from  the  country, 
were  born  in  the  country,  raised  in  the 
country,  love  the  country,  want  to  live  in 
the  country,  but  the  country  will  not  sup- 
port its  own.  This  reaction  holds  true  not 
only  in  medicine  but  is  general. 

In  1920  there  were  5,921  doctors  in  the 
state  of  Missouri.  Of  this  number  there 
were  in  St.  Louis,  Kansas  City  and  St. 
Joseph  less  than  half.  Fifty-one  per  cent 
were  in  the  rural  districts,  and  less  than  50 
per  cent  of  the  population  was  outside  of 
the  three  mentioned  cities.  During  the  past 
seven  years  the  number  of  doctors  in  the 
rural  communities  has  decreased  5 per  cent 
and  the  population  in  the  same  communities 
has  decreased  15  per  cent.  So  it  is  not  that 
there  are  too  few  doctors  to  supply  the  rural 
communities.  It  is  the  failure  of  the  rural- 
ites  to  appreciate  and  supply  the  doctor. 
Any  community  can  have  any  kind  of  a doc- 
tor it  wants.  It  can  make  its  doctor  as  high 
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class  as  it  wants  and  it  can  demand  the  best, 
if  it  wants  hard  enough  to  support  the  best. 
No  well-trained,  intelligent  country  boy  is 
going  to  start  in  his  home  town  when  he  can 
build  a larger  practice  by  having  his  home 
town  people  come  to  the  city  to  consult  him. 


A medical  friend  writes  us  that  on  one 
of  the  piers  in  New  York  City  in  an  emer- 
gency hospital  station  he  saw  a nurse  am- 
putating a crushed  finger,  and  learned  that 
it  was  a common  thing  for  the  nurses  to  do 
emergency  surgery.  The  surgery  was  rot- 
ten, as  might  be  expected,  but  it  is  a part 
and  parcel  of  a certain  kind  of  social  service 
which  a lot  of  people  are  squawking  for  and 
seem  determine  to  put  into  operation.  Well, 
history  may  repeat  itself,  so  perhaps  the 
barbers  will  begin  doing  surgery  again.  In 
a few  years  more  there  will  be  no  need  for 
well-trained  surgeons,  for  social  service  sta- 
tions, health  nurses,  chiropractors,  barbers 
and  carpenters  who  do  not  fear  to  spill 
blood  will  be  on  hand  to  render  any  services 
that  may  be  required  in  case  of  injury.  Who 
is  practicing  medicine?  Why,  everybody  is 
doing  it!  God  have  mercy  upon  the  man 
who  thinks  it  necessary  to  be  trained  for 
the  work  in  order  to  get  “business.” — Jour- 
nal of  the  Indiana  State  Medical  Associa- 
tion. 


We  wish  it  distinctly  understood  that  we 
are  not  opposed  to  child  welfare  work  when 
it  is  conducted  along  proper  lines.  What  we 
object  to  is  the  free  clinics  for  all  who  come, 
with  the  bestowal  of  valuable  medical  ad- 
vice, even  to  the  point  of  prescribing  for  the 
patient,  as  a pure  gratuity  and  with  the  un- 
avoidable result  of  stimulating  pauperism 
and  dependency,  to  say  nothing  of  loss  of 
self-respect,  on  the  part  of  a class  of  people 
who  should  have  far  different  encourage- 
ment. We  do  not  doubt  that  boards  of 
health,  child  welfare  associations,  parent- 
teacher  associations  and  other  uplift  organ- 
izations sincerely  believe  that  they  are  per- 
forming a valuable  service  to  society  when 
they  aid  in  the  preservation  or  promotion  of 
health  through  free  clinics,  but  sometimes 
a lot  of  harm  is  done  by  misguided  enthu- 


siasts who  bestow  misplaced  charity.  We 
ought  to  bend  every  effort  to  make  people 
self-sustaining  and  independent  and  desir- 
able citizens  of  our  country,  and  we  can’t 
do  this  if  we  are  going  to  put  into  practice 
any  paternalistic  or  socialistic  ideas. — 
Journal  of  the  Indiana  State  Medical  Asso- 
ciation. 


The  abuse  of  medical  charity  is  well  il- 
lustrated by  the  case  reported  by  the  New 
York  Sun  of  August  8th,  in  which  an  old 
man,  afterwards  discovered  to  be  rich,  ap- 
plied for  treatment  at  the  out-patient  clinic 
of  a hospital,  accepted  and  received  six 
months’  gratuitous  treatment,  and  finally 
entered  the  hospital  for  a major  operation 
for  which  he  had  agreed  to  pay  the  mini- 
mum charge  for  room  and  nursing.  He  was 
accepted  as  a charity  patient  and  a major 
operation  performed.  He  died  thirty  days 
later,  when  it  was  learned  that  he  left  a 
fortune  of  more  than  $400,000.  The  case 
is  analogous  to  many  more  of  a similar 
character  showing  the  extent  of  misplaced 
charity  and  the  deception  practiced  by  many 
people  in  soliciting  and  accepting  valuable 
hospital  and  surgical  services  as  a gratuity 
when  amply  able  to  pay  for  the  same.  It  is 
very  evident  that  some  more  stringent  sys- 
tem should  be  adopted  in  most  clinics  and 
hospitals  for  determining  the  financial 
status  of  those  who  apply  for  services. — 
Journal  of  the  Indiana  State  Medical  Asso- 
ciation. . 


The  people  must  be  educated  as  to  the 
value  of  health  examinations.  Physicians 
should  be  willing  to  give  of  their  time  and 
talents  in  acquainting  parents  with  their 
responsibility  for  their  children  and  the  im- 
portance of  periodic  examinations  in  order 
to  detect  defects  which  not  only  tend  to  in- 
crease with  the  development  of  the  child, 
but  may  be  corrected  if  given  appropriate 
attention.  We  never  are  going  to  get  any- 
where if  we  take  the  stand  that  pre-school 
examinations  must  be  given  to  every  com- 
munity gratuitously  now  and  forever  after- 
ward. It  should  require  no  far-seeing  in- 
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dividual  to  see  the  vicious  results  that  may 
follow  this  sort  of  pauperizing  service. — 
Journal  of  the  Indiana  State  Medical  Asso- 
ciation. 


Since  Indiana  is  licensing  drugless  heal- 
ers our  newspapers  are  profiting  by  the 
advertising  those  pretenders  employ  to  at- 
tract attention.  Some  of  the  advertising  of 
the  drugless  healers  reminds  us  of  the  old- 
time  quack  doctor  advertising  which  not 
only  asserted  that  the  advertiser  was  “a 
specialist  in  all  diseases,”  and  that  there 
was  no  ailment  of  the  human  body  that  he 
could  not  cure.  Of  course,  the  drugless 
healers  will  find  dupes,  and  it  is  unfortu- 
nate that  the  ignorant  and  the  poor,  the 
ones  most  apt  to  take  up  with  drugless  heal- 
ing and  medical  fakery  of  every  sort,  have 
not  been  protected  properly  by  law.  We 
may  be  very  dense,  but  at  this  particular 
time  we  are  unable  to  discover  any  special 
reason  why  we  should  have  any  medical 
laws  governing  the  practice  of  medicine,  for 
as  far  as  we  can  see  most  anyone  can  prac- 
tice medicine,  whether  licensed  or  not,  and 
even  if  licensed,  the  legal  recognition  does 
not  mean  anything,  as  in  the  case  of  the 
drugless  cults. — Journal  of  the  Indiana 
State  Medical  Association. 


Not  many  individuals,  and  especially 
those  not  drawing  fat  salaries,  would  be 
interested  in  welfare  work  of  any  kind  if 
they  did  not  get  a good  deal  of  advertising 
out  of  it.  If  you  don’t  believe  this  ask  some 
of  your  newspaper  friends  and  see  what 
they  say  about  the  matter.  Most  of  the 
uplifters  have  a craving  to  be  in  the  lime- 


light, and  whenever  they  are  associated 
with  any  welfare  work  they  go  to  any  trou- 
ble to  see  that  newspapers  and  magazines 
give  a comprehensive  report  of  their  ac- 
tivities, and  not  at  all  infrequently  the  copy 
for  publication  is  supplied,  always  in  eulo- 
gistic terms  of  the  one  who  is  doing  the 
work,  and  oftentimes  accompanied  by  pho- 
tographs of  the  erstwhile  self-sacrificing 
worker  who  feels  amply  repaid  for  services 
rendered  if  the  publicity  is  pronounced. 
The  welfare  worker  who  is  doing  conscien- 
tious and  really  valuable  work  and  keeps 
out  of  the  limelight,  and  avoids  newspaper 
and  magazine  publicity,  is  almost  as  rare 
as  a hen’s  tooth. — Journal  of  the  Indiana 
State  Medical  Association. 


The  Fort  Wayne  News  - Sentinel  for 
August  17  says  that  one  of  its  employes  who 
was  blind  in  the  left  eye  from  childhood  had 
his  sight  restored  suddenly  and  miraculous- 
ly by  a bug  which  flew  into  and  bit  the  blind 
eye.  It  is  reported  that  upon  removal  of 
the  bug  the  blindness  disappeared,  and  a 
specialist  (?)  who  was  consulted  the  fol- 
lowing morning  for  an  explanation  “gave 
it  as  his  opinion  that  the  bug  had  bitten 
through  a delicate  scum  of  the  eye,  permit- 
ting movement  again  of  the  iris  which 
hitherto  had  been  immovable.”  Such  is  the 
kind  of  sensational  nonsense  that  occasion- 
ally is  published  by  newspapers,  and  be- 
lieved by  credulous  readers.  Perhaps  a 
few  blind  people  now  will  be  spending  the 
rest  of  their  lives  trying  to  find  a bug  to 
bite  them  in  the  eyes  to  restore  vision.  Vain 
hope! — Journal  of  the  Indiana  State  Medi- 
cal Association. 
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ANESTHESIA 

By  Hugh  Barr,  M.D. 
Medical  Arts  Bldg.,  Nashville 


Anesthesia  for  Crippled  Children.  Emma  Buck- 
ley,  M.D.  San  Francisco,  California,  and  West- 
ern Medicine,  January,  1928. 

In  a scries  of  1,283  anesthetics  in  the  Shriners’ 
Hospital  in  five  years,  230  were  pure  gas  and 
oxygen,  65  ether  oxygen,  and  the  remainder  ether, 
about  one-fourth  of  which  were  helped  out  with 
gas  and  oxygen,  or  oxygen,  as  seemed  best  with- 
out special  record  being  made  of  it. 

In  discussing  the  choice  of  anesthetics  on  these 
children,  nitrous  oxide  and  oxygen  is  always  used 
for  induction,  and  used  throughout  for  delicate 
or  weakened  children  or  where  short  anesthesia 
only  is  needed.  For  the  ordinary  well  and  strong 
child,  ether  oxygen  is  the  anesthetic  employed. 
Local  is  only  used  in  slight  operations,  such  as 
on  the  eye  and  teeth. 

Premedication  consists  of  small  doses  of  mor- 
phine and  atropine,  thirty  to  forty  minutes  be- 
fore operation.  In  long  operations,  a hypodermo- 
clysis  of  salt  solution  is  given  and  also  extra 
warming  of  bed,  etc.  Great  care  should  be  taken 
to  avoid  chilling  the  body.  Especial  attention  is 
given  to  preoperative  and  postoperative  care. 
There  have  been  but  four  postoperative  deaths, 
two  from  shock  and  two  from  emboli.  The  other 
two  hospital  deaths  were  due  to  tuberculous  men- 
ingitis. 


CLINICAL  PATHOLOGY 

By  R.  H.  Monger.  M.D. 

Medical  Building.  Knoxville 


The  Sedimentation  Time  of  Blood  in  Jaundice. 

Rosenthal  and  Blowstein.  The  Jour.  Lab.  & 

Clinical  Med.,  Feb.,  1928 — 5-464. 

Sedimentation  time  of  the  blood  was  studied 
in  a series  of  cases  of  jaundice,  of  this  series 
there  were  16  cases  of  catarrhal  jaundice,  the 
sedimentation  time  varying  from  18  minutes  to 
465  minutes.  Carcinoma  and  jaundice,  18  cases, 
the  sedimentation  time  varying  from  11  minutes 
to  360  minutes.  Cirrhosis  of  the  liver,  12  cases, 
the  sedimentation  time  varying  from  11  minutes 
to  300  minutes.  Lues  and  jaundice,  six  cases, 
the  sedimentation  time  varying  from  13  minutes 
to  540  minutes.  Miscellaneous,  17  cases,  the 
sedimentation  time  varying  from  11  minutes  to 
120  minutes.  From  their  studies  these  authors 
are  of  the  opinion  that  the  sedimentation  time 
of  the  blood  is  not  a specific  diagnostic  or  prog- 
nostic procedure  in  diseases  accompanied  by  jaun- 
dice. The  majority  of  cases  with  jaundice  show 
an  increased  sedimentation  of  the  red  blood  cells. 


Subnormal  or  normal  variations  of  the  blood  cho- 
lesteral  apparently  have  no  effect  on  the  sedimen- 
tation rate,  but  hypercholesterinemia  (over  300 
mg.)  is  accompanied  by  an  increased  sedimenta- 
tion rate.  The  sedimentation  time  in  most  of 
the  cases  of  carcinoma  and  cholelithiasis  with  or 
without  obstruction  of  the  common  duct  is  rapid. 
A normal  sedimentation  time  in  a jaundiced  pa- 
tient (without  polycythemia)  is  suggestive  of 
hepatosis  (catarrhal  jaundice).  In  other  condi- 
tions of  the  blood  and  liver  accompanied  by 
jaundice,  the  sedimentation  time  shows  marked 
variations.  These  depend  upon  infection,  anemia 
and  other  unknown  factors. 


Splenic  Mycosis.  Jaffe  and  Hill.  Arch.  Path., 

1928 — 6-196. 

The  authors  investigated  the  siderotic  nodules 
of  the  spleen  and  found  them  to  contain  mycelium 
and  fructification  bodies  of  an  aspergillus.  These 
findings  have  also  been  found  in  juvenile  splenome- 
galic  anemia,  sicklecelled  anemia  and  in  tubercu- 
losis of  the  spleen.  The  presence,  however,  of 
the  fungus  under  different  types  of  pathologic 
conditions  does  not  favor  the  theory  of  a specific 
disease  entity  caused  by  a fungus.  There  have 
been  patients  with  splenic  anemia  whose  spleens 
have  shown  fungi,  while  others  with  this  disease 
show  no  fungi.  Again  fungi  have  been  found  in 
cases  which  have  splenomegaly  without  anemia, 
hence  the  fungus  does  not  cause  the  anemia.  His- 
tologically the  spleens  show  foreign  body  giant 
cells  with  a proliferation  of  connective  tissue. 
Iron  and  calcium  salts  are  taken  up  by  the  my- 
celium buried  in  sclerotic  tissue  and  there  become 
calcified.  Grossly,  the  spleen  is  characterized  by 
the  appearance  of  yellowish-brown  firm  nodules 
usually  found  in  the  trabeculae.  They  vary  in 
shape  and  in  size  from  merely  visible  to  several 
millimeters  in  diameter.  In  as  much  as  the  as- 
pergillus has  been  found  in  both  large  and  small 
spleens  the  term  “splenic  mycosis”  is  preferred 
to  that  of  mycotic  splenomegoly. 


DERMATOLOGY 

By  E.  E.  Brown,  M.D. 
Doctors  Building.  Nashville 


The  Role  of  Idiosyncrasy  and  Allergy  in  Derma- 
tology. Bruno  Block,  M.D.,  Zuric,  Switzer- 
land. .Archives  of  Dermatology  & Syphilology, 
February,  1929. 

He  defines  Allergy  as  follows:  Allergy  is  that 
state  which  has  as  its  basis  the  property  of  cer- 
tain groups  of  cells  (organs)  of  the  living  organ- 
ism to  react  in  a specific  manner  when  brought  in 
contact  with  a substance  which  is,  as  far  as  is 
known,  foreign  to  the  organ  or  cells;  the  charac- 
teristic of  this  specific  pathologic  process  lies  in 
the  fact  that  it  is  caused  by  the  reaction  of  this 
exogenous  substance  with  its  specific  cellular  fixed 
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antibody.  The  basis  and  the  essence  of  allergy 
is  the  ability  of  the  living  cell  to  react  with  the 
production  of  specific  antibodies  to  the  stimulus 
of  foreign  substances,  which  are  therefore  called 
antigens,  as  well  as  the  fact  that  the  contact  of 
the  antigen  with  its  specific  cellular  fixed  anti- 
body causes  a disturbance  of  cellular  life  which 
usually  results  in  an  inflammatory  reaction. 

He  is  of  the  opinion  that  metabolic,  disturb- 
ances, or  endogenous  products,  do  not  explain 
fully  the  cause  of  Eczema  Urticaria,  etc.,  but  that 
they  are  better  explained  on  the  basis  of  exogen- 
ous origin,  whether  or  not  a person  has  eczema, 
urticaria,  serum  sickness,  toxicoderma,  asthma  or 
hay  fever  depends  on  two  factors;  exposure  to  an 
antigenic  substance  and  capacity  of  a given  organ 
to  produce  antibodies.  In  the  second  factor  lies 
the  personal  and  often  constitutional  hereditary 
character  of  idiosyncrasy  (idiosyncratic  or  aller- 
gic diathesis).  He  does  not  rely  on  intra-cutane- 
ous  or  skin  test  but  local  application  of  the  sus- 
pected plants,  chemicals,  etc. 


Lues  Twice.  Dr.  Bernhard  Erdman,  Indianap- 
olis, Ind.  Urological  & Cutaneous  Review, 
February,  1929. 

Dr.  Erdman  reports  an  authentic  case  of  second 
infection.  Patient  C.  S.  B.  had  a positive  dark 
field  in  May,  1917.  He  was  given  five  doses  of 
old  Salvarsan  and  twenty  injections  grey  oil. 
Repeated  blood  Wassermanns  over  next  five  years 
were  negative.  April  22,  1927,  he  presented  him- 
self again  with  a lesion  that  was  positive  on  dark 
field  examination.  He  received  ten  injections 
Neo-salvarsan  and  four  injections  of  mercury.  In 
August,  1927,  and  again  in  September,  1928,  his 
Wassermann  was  negative.  Note:  This  serves 
to  demonstrate  that  early  diagnosis  and  treatment 
gives  a golden  opportunity  for  cure. 


GASTRO-ENTEROLOGY  AND 
PROCTOLOGY 

By  Edward  Gny  Campbell,  M.D. 

1109  First  Natl.  Bank  Bldg.,  Memphis 


Peptic  Ulcer  of  the  Esophagus.  Julius  Frieden- 
wald,  Maurice  Feldman  and  Waitman  F.  Zinn. 
American  Journal  of  the  Medical  Sciences, 
January,  1929. 

Although  peptic  ulcers  of  the  esophagus  are 
rare,  they  occur  sufficiently  often  to  be  of  clini- 
cal interest.  They  are  usually  observed  in  the 
lower  third  of  the  esophagus  though  occasionally 
they  are  located  higher.  These  ulcers  vary  great- 
ly in  size  and  are  usually  single;  the  right  post- 
erolateral wall  being  most  frequently  involved. 
They  resemble  in  many  respects  ulcers  of  the 
stomach  and  duodenum.  Perforations  are  not 
uncommon.  In  large  ulcerations,  contraction 
takes  place  with  stenosis  and  dilatation.  In  the 
small  ulcerations,  healing  is  usual  and  the  eso- 


phageal lesion  is  apt  to  be  overlooked.  The  eti- 
ology of  peptic  ulcer  of  the  esophagus  is  in  every 
respect  similar  to  that  of  the  stomach  and  duo- 
denum. In  order  that  this  affection  may  occur, 
it  is  necessary  that  the  cardia  remain  patent  so 
that  the  regurgitated  acid  secretion  may  continue 
its  corrosive  effect  upon  the  diseased  area  in  the 
mucous  membrane  of  the  esophagus.  Ulcers  of 
the  esophagus  occur  most  frequently  between  the 
ages  of  30  and  70  and  are  equally  divided  between 
both  sexes. 

The  most  prominent  ssrmptoms  are  pain,  dys- 
phagia, vomiting,  hemorrhage  and  perforation. 
The  diagnosis  is  often  difficult.  The  use  of  the 
fleuroscope  and  esophagoscope  aid  greatly  in  mak- 
ing a diagnosis.  The  treatment  consists  in  the 
removal  of  foci  of  infection,  rest,  regulation  of 
diet  and  administration  of  olive  oil,  alkalies  and 
belladonna  and  at  times  by  the  direct  applica- 
tion of  silver  nitrate  through  the  esophagoscope. 
If  healing  does  not  take  place  with  this  plan  of 
treatment,  gastrostomy  should  be  performed  to 
insure  adequate  feeding  and  the  esophagus  kept 
at  rest  for  a considerable  period  of  time. 


INTERNAL  MEDICINE 

By  R.  B.  Wood.  M.D. 

Medical  Bailding,  Knoxville 

A Simple  Exercise  Tolerance  Test  for  Circulatory 
Efficiency  with  Standard  Tables  for  Normal  In- 
dividuals. A.  M.  Master,  M.D.,  and  E.  T.  Op- 
penheimer,  B.Sc.  Journal  American  Medical 
Science,  February,  1929. 

Various  methods  of  estimating  cardiac  func- 
tion utilized  by  cardiologists  and  their  objection- 
able features  are  mentioned;  following  is  a de- 
scription of  an  apparatus  employing  the  ordinary 
exercise  of  walking  by  which  the  amount  of  work 
done  can  be  measured  in  foot-pounds. 

The  apparatus  consists  merely  of  two  steps, 
each  nine  inches  in  height,  the  ascents  and  de- 
scents of  which  must  be  accomplished  at  so  many 
times  per  minute.  Pulse  and  blood  pressure  read- 
ings are  made  before  and  after  exercise  and  by 
increasing  or  decreasing  as  indicated  the  exercise 
tolerance  may  be  calculated. 

The  number  of  ascents  and  descents  for  a 
given  individual  is  determined  by  the  aid  of  a 
table  giving  the  number  of  foot-pounds  of  work 
which  one  should  do  with  a normal  cardiac  mech- 
anism. 

The  test  should  be  helpful  in  the  diagnosis  and 
grading  of  circulatory  efficiency  or  insufficiency. 


Treatment  of  Sprue  with  Liver  Extract.  A.  L. 
Bloomfield,  M.D.,  and  H.  A.  Wyckoff,  M.D.,  San 
Francisco,  California.  American  Journal  Medi- 
cal Science,  February,  1929. 

After  discussing  the  dietetic  treatment  of  sprue 
and  the  relation  of  sprue  to  pernicious  anemia 
the  author  cites  the  case  reports  of  two  patients, 
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residents  of  tropics  in  whom  pernicious  anemia 
could  probably  be  ruled  out  owing  to  the  pres- 
ence of  H.C.L.  in  gastric  contents  and  the  absence 
of  cord  signs. 

The  administration  of  liver  extract  (343)  re- 
sulted in  rise  of  reticulocytes,  increased  blood 
count  and  improvement  of  the  gastro  intestinal 
symptoms,  gain  in  weight  and  general  well-being. 


Blood  Chemical  Studies  in  Arterial  Hypertension. 
Ralph  H.  Major,  M.D.,  Kansas  City,  Mo.  Amer- 
ican Journal  Medical  Sciences,  February,  1929. 
The  author  outlines  the  various  theories  con- 
cerning abnormal  chemical  compounds  in  the 
blood  stream  that  have  been  thought  to  cause 
increased  arterial  tension  including  hyperglycemia, 
uric  acid  cholesterol  and  the  imbalance  of  the 
normal  potassium  and  calcium  ratio. 

He  then  takes  up  the  study  of  the  blood  guani- 
din,  both  in  normal  individuals  and  in  hyperten- 
sion, using  the  sodium  nitro  prusside  color  reac- 
tion as  a positive  test  for  blood  guanidin. 

In  80  cases  of  “essential”  hypertension,  61  per 
cent  of  cases  showed  an  increased  blood  guanidin 
content.  The  author  makes  no  conclusions  other 
than  that  other  factors  must  enter  into  the  cause 
of  hypertension. 


NEUROLOGY  AND  PSYCHIATRY 

By  H.  J.  Hayes.  M.D. 

899  Madison  Ave.,  Memphis 


The  Sciatic  Syndrome.  Morris  Grossman,  M.D., 

and  Moses  Keschner,  M.D.,  New  York. 

The  authors’  conclusions  are  as  follows: 

1.  The  term  “sciatica,”  as  it  is  generally  em- 
ployed, is  misleading.  It  tends  to  direct  atten- 
tion away  from  the  most  common  and  remediable 
underlying  cause  of  the  various  clinical  condi- 
tions characterized  by  pains  in  the  lower  part  of 
the  back  and  limbs.  The  use  of  this  term  should, 
therefore,  be  discontinued,  and  an  effort  be  made 
to  determine  the  underlying  cause  and  to  desig- 
nate the  condition  accordingly,  and  as  being  as- 
sociated with  the  sciatic  syndrome. 

2.  In  the  absence  of  a polyneuritis  or  poly- 
radiculitis from  whatever  cause  (toxic,  infectious, 
metabolic,  constitutional,  vasctilar,  etc.),  a pri- 
mary mononeuritis  or  radiculitis  of  the  sciatic 
nerve  is  extremely  rare.  In  practically  all  our 
cases  the  sciatic  syndrome  was  secondary  to  some 
pathologic  process  in  the  osseo-arthritic  structures 
or  their  contiguous  soft  parts  in  the  region  under 
discussion. 

3.  Cases  in  which  the  patients  have  paroxysmal 
attacks  of  lancinating  or  shooting  pains  in  the 
lower  part  of  the  back  and  in  the  lumbosacral 
distribution  without  objective  evidences  of  in- 
volvement of  the  lumbosacral  roots  or  nerves,  or 
of  the  osseo-arthritic  structures  or  their  adjacent 


soft  parts  (muscles,  tendons,  fascia,  etc.)  in  the 
region  should  be  designated  as  “sciatic  neuralgia.” 
The  presence  of  only  three  such  cases  in  a series 
of  317  indicates  the  rarity  of  this  condition,  not- 
withstanding that  most  authors  emphasize  its  fre- 
quency and  employ  the  term  “sciatica”  as  if  it 
were  synonymous  with  “sciatic  neuralgia.” 

4.  By  far  the  largest  number  of  patients  pre- 
senting the  sciatic  syndrome  show  demonstrable 
evidence  of  involvement  of  the  osseo-arthritic  sys- 
tem or  of  the  soft  parts  in  this  region.  This 
group  may  be  subdivided  into  two  sub-groups: 
(a)  Cases  without  demonstrable  signs  of  organic 
nervous  disease.  In  the  absence  of  such  signs, 
these  cases  present  an  orthopedic  problem  and  we 
would,  for  the  sake  of  convenience,  designate  them 
as  “orthopedic  cases.”  We  would  also  emphasize 
the  importance  of  early  and  proper  treatment  of 
these  patients  lest  the  pathologic  process  in  the 
osseo-arthritic  system  and  the  adjacent  soft  parts 
become  more  advanced  and  involve  the  nerve  roots 
or  nerves  themselves  in  this  region.  (b)  Cases 
with  demonstrable  evidences  of  involvement  of 
the  lumbosacral  roots  or  nerves.  Depending  on 
the  nature  and  distribution  of  the  involvement  of 
our  entire  material. 

5.  There  are  a certain  number  of  cases  in  which 
the  sciatic  syndrome  may  appear  as  an  early  and 
prominent  feature  of  a clinical  picture,  the  under- 
lying cause  of  which  is  a neoplasm  of  the  spine, 
pelvis,  cord,  meninges  or  roots.  The  fallacy  of 
designating  these  cases  as  “sciatica”  is  self-evi- 
dent. 

6.  Except  in  such  rare  cases  as  sacralization  of 
the  fifth  lumbar  vertebra,  calcification  or  ossifica- 
tion of  the  soft  parts,  or  in  primary  or  metastatic, 
neoplastic,  or  tuberculous  processes  in  the  spine 
or  pelvis,  positive  X-ray  observations  of  spondy- 
litis or  arthritis  are  not  conclusive  as  to  the  etiol- 
ogic  relationship  of  these  observations  to  the  scia- 
tic syndrome. 


OPH  THALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors’  Building,  Nashville 


The  Behavior  of  the  Pupil  at  the  Beginning  and 
End  of  Atropine  Mydriasis.  G.  Scalzitti.  Ann. 
di.  ottal.  e din.  occul  56:300,  April,  1928. 

The  author  records  careful  observations  on  a 
large  series  of  patients  treated  with  atropine 
and  homatropine.  The  time  before  mydriasis 
commenced  varied  from  six  to  sixteen  minutes. 
It  was  not  appreciably  shortened  in  those  patients 
who  were  kept  in  the  dark  with  their  eyes  band- 
aged. It  was  lengthened  from  ten  to  twenty 
minutes  in  eyes  which  were  congested  from  the 
removal  of  a foreign  body.  Age  and  the  presence 
of  cataracts  did  not  have  any  influence.  The 
time  was  the  same  with  one  per  cent  atropine  as 
with  one  per  cent  homatropine.  In  only  eight 
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per  cent  of  the  cases  was  mydriasis  regular  and 
equal  in  all  sectors  of  the  iris.  In  the  others, 
one  sector,  most  often  the  upper  inner  sector, 
was  aifected  first  and  showed  the  greatest  effect 
throughout  the  time  of  mydriasis.  This  appar- 
ently is  the  result  of  an  irregular  distribution  of 
nerves  to  the  iris. 


Pulsating  Exophthalmos.  John  M.  Wheeler.  At- 
lantic Medical  Journal,  August,  1928. 

Wheeler  reports  completely  a series  of  cases 
of  pulsating  exophthalmos  and  emphasizes  the 
dangers  of  complete  ligation  of  the  common  caro- 
tid. He  suggests  preliminary  digital  compression, 
followed  by  incomplete  blocking  of  the  artery  on 
the  affected  side  and  later  complete  blocking  with 
section.  If  further  relief  is  necessary,  in  a few 
weeks  the  second  common  carotid  may  be  treated 
in  a similar  way,  or  if  the  bruit  is  localized  in  the 
region  of  the  superior  ophthalmic  vein  this  should 
be  ligated  in  preference  to  the  second  common 
carotid. 


ORTHOPEDIC  SURGERY 

By  Robert  F.  Patterson,  M.D. 

Acuff  Bnilding,  Knoxville 

Fracture  of  the  Spine.  Arthur  G.  Davis.  Journal 

Bone  & Joint  Surgery,  January,  1929. 

In  this  article  Davis  gives  what  appears  to  be 
the  very  practical  method  of  reducing  the  de- 
formity and  maintaining  the  position  in  crushed 
fractures  of  the  spine.  He  reports  thirteen  cases 
treated  in  this  manner  very  satisfactorily.  The 
method  depends  upon  the  four  following  anatomi- 
cal facts: 

1.  The  strength  of  the  anterior  common  liga- 
ment. 

2.  The  fulcrum  of  the  posterior  spinal  joints. 

3.  The  firm  attachment  of  the  inter-vertebral 
discs. 

4.  The  density  of  the  lateral  masses. 

The  method  aims  at  pulling  apart  the  crushed 
body  in  the  same  way  that  a bellows  is  inflated. 
The  anterior  common  ligament  acts  as  a check 
to  hyperextension  and  also  as  an  agent  to  mold 
the  fragments  into  alignment.  The  leverage  ex- 
erted on  the  posterior  joints  accomplishes  this 
purpose.  The  method  is  not  applicable  where 
there  is  fracture  of  the  laminae  or  spinous  pro- 
cesses. It  is  in  brief  as  follows: 

The  patient  is  placed  prone  on  a table  and  the 
feet  are  attached  to  an  ordinary  head  suspension 
apparatus  with  the  pulley  twelve  inches  below  the 
feet.  This  produces  a longitudinal  as  well  as  a 
vertical  pull.  The  legs  are  elevated  until  the 
pelvis  is  cleared  of  the  table.  Then  make  a pos- 
terior shell  of  plaster  paris  and  mold  to  the  back 
from  the  top  of  the  head  to  the  knees.  To  this  is 


attached  a roller  conveniently  made  of  half  of  a 
life  saver.  This  is  attached  to  the  shell  by  a few 
turns  of  plaster  bandage;  a draw  sheet  having 
previously  been  placed  under  the  patient  is  now 
pinned  over  the  roller  and  the  patient  is  placed 
upon  his  back  and  an  anterior  shell  is  made. 
These  are  then  fastened  together  with  straps  and 
buckles.  Should  the  gibbus  fail  to  disappear  upon 
elevation  then  pressure  is  made  upon  it  manually 
to  reduce  the  deformity.  In  the  upper  dorsal 
region  instead  of  using  this  method,  the  patient’s 
trunk  is  allowed  to  hang  over  the  end  of  a Hawley 
table  and  the  anterior  shell  is  moulded  first.  He 
is  then  placed  upon  his  face  and  the  posterior  shell 
is  made — this  method  permits  easy  after  care  and 
prevents  bed  sores.  It  is  designed  particularly 
for  cases  which  have  little  or  no  paralysis.  He 
used  it  also  in  two  cases  in  fracture  dislocation 
with  satisfactory  results. 

Comment 

The  author  used  almost  identically  the  same 
method  in  a case  a few  days  before  reading  the 
above  quoted  article;  and  by  forcing  the  spine 
downward  by  pressure  then  applying  a posterior 
shell.  Later  an  anterior  shell  was  added — after 
reading  this  article. 


PEDIATRICS 

By  John  M.  Lee,  M.D. 
Doctors  Building,  Nashville 


The  Monocyte  in  Active  Tuberculosis.  Kenneth 

D.  Blackfan  and  L.  K.  Diamond.  Amer.  Jour. 

Dis.  Children,  February,  1929. 

In  this  article  the  term  monocyte  refers  to  the 
white  blood  cell  usually  called  the  transitional 
or  large  mononuclear  cell  and  it  is  differentiated 
from  a similar  cell  only  by  the  “supravital”  stain- 
ing technic.  The  appearance  of  the  monocyte 
when  so  stained  is  described.  Cunningham,  Sabin, 
Sugiyama  and  Kindwall  studied  this  cell  in  rab- 
bits experimentally  infected  with  the  tubercle 
bacillus.  They  found  an  increase  in  monocytes 
in  actively  progressive  tuberculosis,  whereas  in 
arrested  or  healing  tuberculosis  there  was  uni- 
formly a decrease  in  the  number  of  these  cells. 
Their  work  in  rabbits  was  later  checked  in  man 
by  Cunningham  and  Tompkins,  and  by  Rogers  and 
the  same  results  obtained. 

The  authors  studied  seventeen  children,  twelve 
of  whom  were  proven  to  have  tuberculosis  by 
necropsy  in  six,  by  inoculation  into  guinea  pig 
in  one  case,  by  biopsy  in  three  cases,  and  by 
roentgenograms  and  finding  the  tubercle  bacillus 
in  two.  In  these  patients,  as  the  disease  grew 
worse,  there  was  a steady  increase  in  the  number 
of  monocytes  and  a decrease  in  the  lymphocytes 
that  gave  a monocyte-lymphocyte  ratio  far  above 
normal.  In  those  patients  that  showed  clinical 
improvement  there  was  a decrease  in  monocytes 
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and  an  increase  in  lymphocytes  with  a decrease 
in  the  monocyte-lymphocyte  ratio. 

Five  of  the  children  studied  were  suspected  of 
having  tuberculosis,  but  the  diagnosis  could  not 
be  satisfactorily  proven.  However,  a study  of 
the  blood  in  these  patients  showed  the  monocytes 
to  shift  with  the  clinical  course  of  the  patient 
just  as  in  the  children  with  proven  tuberculosis. 

The  value  of  a study  of  the  blood  as  an  aid  to 
diagnosis  is  suggested  by  the  following  case  his- 
tory. A girl,  aged  9 years,  was  admitted  to  the 
hospital  in  August,  1927,  with  a history  of  cough, 
fever,  loss  in  weight  and  epigastric  pain.  The 
diagnosis  of  tuberculosis  was  considered,  but  with 
an  equivocal  roentgenogram  of  the  lungs  and  a 
negative  reaction  to  tuberculin,  even  with  2 mg. 
of  tuberculin,  a positive  diagnosis  was  not  made. 
Roentgenograms  of  the  gastrointestinal  tract  re- 
vealed a duodenal  ulcer.  Treatment  with  the 
Sippy  diet  brought  improvement,  and  the  patient 
was  discharged.  Eight  months  later  she  returned 
with  the  reappearance  of  the  former  symptoms. 
On  admission,  blood  studies  showed  a monocyte- 
lymphocyte  ratio  of  1 :1.2  (normal  for  this  age 
1:3.4)  and  the  presence  of  epithelioid  cells.  The 
diagnosis  of  tuberculosis  was  made  on  these  ob- 
servations, even  though  the  reaction  remained 
negative  with  4 mg.  of  tuberculin.  Twelve  days 
after  admission,  tubercle  bacilli  were  recovered 
in  the  sputum  and  feces.  The  patient  continued 
to  run  a down  hill  course,  and  she  finally  died  one 
month  after  admission  to  the  hospital.  Necropsy 
showed  an  extensive  generalized  tuberculosis. 

The  authors  think  that  supravital  studies  of 
the  blood  may  be  of  prognostic  value  when  the 
diagnosis  has  been  made.  In  eight  cases  that 
died  there  was  a steadily  increasing  monocyte- 
lymphocyte  ratio.  In  the  cases  that  improved 
there  was  a reversal  of  this  ratio,  the  monocytes 
decreasing  and  the  lymphocytes  increasing.  The 
blood  changes  preceded  and  pointed  to  the  clini- 
cal improvement. 


SURGERY  — GENERAL  AND 
ABDOMINAL 

By  John  L.  Dies,  M.D. 

1213  Exchange  Bnilding,  Memphis 


Dupuytren’s  Contracture.  Kanavel,  Koch  and 
Mason.  Surgery,  Gynecology  and  Obsteteries. 
Vol.  LXVIII,  No.  2,  February,  1929,  pp.  145- 
190. 

This  is  a splendid  article,  one  extremely  well 
written  and  at  the  same  time  wonderfully  illus- 
trated. Written  by  a man  who  is  considered  by 
all  to  be  the  greatest  living  authority  on  the 
surgery  of  the  hand,  with  the  assistance  of  two 
able  collaborators,  it  is  an  article  that  should  be 
carefully  read  by  the  surgeon,  especially  the  one 
doing  industrial  work.  It  is  a master-piece. 


The  authors  take  up  twenty-nine  cases  of  Dupuy- 
tren’s contraction.  These  served  them  as  an  in- 
centive for  a study  of  the  normal  fascia  of  the 
hand,  and  also  an  opportunity  for  observing  the 
unusual  changes  which  it  undergoes  in  Dupuy- 
tren’s contraction.  Seven  of  these  cases  had  been 
operated  on  previously,  some  of  them  more  than 
once,  and  in  each  case  the  condition  of  the  hand 
recurred.  The  results  obtained  in  such  cases,  and 
the  results  obtained  ih  the  cases  operated  on  by 
the  writers  brought  out  the  following  points: 

1.  Wide  excision,  not  only  of  the  contracted 
fascia,  but  all  its  attachments  to  the  skin,  the  in- 
terfascial  septa,  the  volar  interosseus  fascia,  the 
metocarpal  bones,  and  the  phalanges.  Although 
in  such  an  operation  apparently  normal  fascia 
may  be  removed,  this  is  not  considered  a disad- 
vantage, but  rather  an  added  guarantee  against 
recurrence. 

2.  Careful  dissection  and  elevation  of  the  skin 
to  avoid  trauma  and  subsequent  necrosis. 

3.  Painstaking  effort  to  avoid  injury  or  division 
of  the  digital  nerves  and  blood  vessels  which  are 
frequently  embedded  in  the  bands  of  fibrous  tis- 
sues which  draw  the  fingers  into  flexion. 

4.  Excision  of  skin  that  is  hopelessly  involved, 
and  replacement  of  the  excised  skin  by  a free, 
full  thickness  rather  than  attempting  to  bring 
together  wound  edges  under  tension. 

5.  In  long  standing  cases  with  marked  contrac- 
tion of  the  fingers  excision  of  the  head  of  the 
proximal  phalanx  and  shortening  of  the  extensor 
tendon  of  the  affected  fingers  through  a dorsal 
incision.  (Hutchinson’s  Operation.) 

6.  Active  movements  of  the  fingers  and  hand 
as  soon  as  the  operative  wound  is  soundly  healed. 

If  treated  in  such  a manner  complete  restora- 
tion of  function  may  reasonably  be  hoped  for, 
although  cellular  infiltration  of  the  hand  and 
partial  anaesthesia  and  stiffness  of  the  fingers  may 
persist  for  a considerable  period  of  time  after 
the  operation. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S., 
and  F.  K.  Garvey,  M.D. 

Medical  Bnilding,  Knoxville 

Kidney  Function  Tests.  Walter  M.  Kearns.  Urol- 
ogic  and  Cutaneous  Review,  July,  1927. 

He  recounts  the  different  theories  of  kidney 
physiology  and  states  that  kidney  function  is  a 
process  of  filtration  and  selective  absorption. 

A brief  review  of  the  different  functional  tests 
are  described,  including  the  concentration  tests, 
estimation  of  urea  secretion,  Mosenthal  test^  Am- 
bard’s  coefficient,  blood  nitrogen,  blood  and  urine 
creatinin,  uric  acid  determination,  cryoscopy  elec- 
trical conductivity,  and  the  excretion  of  foreign 
substances,  as  sodium  or  potassium  iodide,  lactose 
and  the  various  dyes. 
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He  thinks  the  ability  of  the  kidney  to  concen- 
trate as  shown  by  the  Mosenthal  test  is  of  es- 
pecial practical  value  and  states  that  when  the 
total  volume  of  the  night  urine  is  more  than  50 
per  cent  of  the  day  volume,  that  it  is  evidence  of 
renal  impairment. 

The  phenol-sulphonephthalein  test  is  discussed 
in  detail  and  objections  and  fallacies  outlined. 
He  states  that  one-half  of  the  two-hour  excretion 
will  appear  in  the  first  15  minutes,  with  the  peak 
of  excretion  during  the  second  five  minutes  of  the 
test.  If  specimens  are  collected  for  15-minute 
intervals  instead  of  hourly  intervals,  earlier  renal 
involvement  may  be  detected. 

In  conclusion  he  states  “that  kidney  function 
tests  are  interpreted  best  when  supplemented  with 
all  other  available  findings.”  Twenty-five  refer- 
ences are  appended. 


Renal  Tuberculosis.  Hans  Wildbolz.  Journal  of 

Urology,  Vol.  XXL,  February,  1929,  No.  2. 

This  communication  is  based  on  660  nephrec- 
tomies and  a review  of  more  than  1,000  cases. 
The  mortality  in  this  series  was  2.5  per  cent,  in- 
cluding 140  consecutive  operations  without  a 
death.  He  had  had  182  consecutive  nephrectomies 
prior  to  this  without  a death. 

Follow  up  reports  on  270  cases  operated  prior 
to  1918  are  given.  Forty  per  cent  of  these  cases 


died  during  this  period.  Death  in  about  50  per 
cent  of  these  cases  was  due  either  to  pulmonary 
tuberculosis,  or  tuberculosis  of  other  kidney,  the 
third  commonest  cause  of  death  being  miliary 
tuberculosis.  Fifty-nine  per  cent  have  remained 
well  and  are  free  from  urogenital  tuberculosis. 
There  were  three  cases  who  still  had  a tubercu- 
lous cystitis.  In  all  others,  the  cystitis  was  cured 
within  the  five-year  period.  He  states  that  he 
has  not  seen  a contracted  bladder  follow  when 
the  disease  was  cured. 

He  states  that  finding  the  tubercle  bacilli  in 
the  urine  does  not  necessarily  mean  renal  tuber- 
culosis. This  is  explained  on  the  basis  of  a tuber- 
culous bacilluria. 

A brief  review  of  the  pathology  of  the  three 
different  types  of  renal  tuberculosis  is  quite  in- 
teresting. His  experience  is  against  the  avian 
type  as  a causative  factor  in  this  disease. 

He  warns  against  surgery  in  the  purely  tuber- 
culous nephritides.  He  reports  eight  cases  of 
this  type  arrested  and  two  completely  cured  by 
conservative  treatment. 

Renal  functional  tests,  in  his  opinion,  will  usual- 
ly detect  an  early  envolvement  of  the  kidney. 

He  opposes  Medlar’s  theory  of  early  bilateral 
infection  and  thinks  it  primarily  unilateral. 

He  believes  microscopic  demonstration  of  tu- 
bercle bacilli  in  urine  is  of  more  value  and  less 
liable  to  error  than  guinea  pig  inoculation. 
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A RETROSPECT* 


K.  S.  Howlett,  M.D.,  Franklin 


PRESIDENTIAL  addresses  before  Med- 
ical Associations  as  well  as  before 
other  scientific  bodies  are  usually 
either  of  a highly  technical  and  profoundly 
scientific  nature  or  else,  felicitating  the 
hearers  upon  striking  achievements  already 
accomplished  and  infusing  them  with  aspir- 
ation for  further  progress  and  still  higher 
attainments,  they  are  pitched  along  en- 
thusiastically congratulatory,  inspirational 
and  progressive  lines. 

Instructive,  interesting  and  altogether 
delightful  though  such  addresses  be,  will  it 
not  be  a pardonable  offense,  just  in  order 
to  have  something  different,  to  ask  you  to- 
night, to  take  a backward  glance  and  a 
backward  step  ? A backward  step  does  not 
always  nor  necessarily  mean  a downward 
or  non-progressive  step. 

Indeed  we  are  told  that  in  all  living  move- 
ments, a step  backward  is  a step  onward 
because  it  is  a step  upward,  climbing  upon 
the  past  to  still  higher  life. 

In  the  mechanical  world,  when  obstruc- 
tion is  met  and  advancement  slowed  down, 
better  progress  can  often  be  made  by  back- 
ing off  and  moving  forward  on  another  and 
perhaps  higher  plane. 

In  the  medical  world  during  the  past  half 
century,  which  covers  the  period  of  my  own 

♦Presidential  address  delivered  before  the  Ten- 
nessee State  Medical  Association  at  Jackson,  April 
9,  1929. 


observation,  certainly  most  rapid  and  sat- 
isfactory progress  has  been  made,  surpass- 
ing the  other  so-called  learned  professions 
and  keeping  pace  with  any  science  or  avo- 
cation in  this  fast  changing  world. 

In  doing  this  haven’t  we  often  exceeded 
the  speed  limit  of  safety  and  wisdom,  and 
do  we  not  at  times  reach  a point  where  we 
can,  with  profit  to  ourselves  and  to  those 
whom  we  would  serve,  pause,  take  a back- 
ward and  upward  step  where  we  can  get 
a clearer  perspective  of  the  pathway  behind 
as  well  as  the  one  which  stretches  out  be- 
fore us,  thereby  being  enabled  to  more  cor- 
rectly measure  the  relative  value  and  impor- 
tance of  the  various  advancements  made 
and  to  regrasp  and  hold  fast  onto  the 
things  that  should  abide? 

Former  addresses  have  very  properly 
carried  the  flavor  of  the  hospital  and  the 
laboratory  and  of  research  work  that  has 
reached  profitable  and  often  brilliant  con- 
clusions. 

Surely  you  can  be  indulgent  and  generous 
tonight,  even  if  this  address  should  be  redo- 
lent of  woods  and  open  fields,  of  difficult 
roads  and  tiresome  journeys,  of  isolated  and 
uncomfortable  abodes,  of  kerosene  lighting 
and  poor  ventilation,  of  lack  of  trained 
nurses  and  other  seemingly  necessary  fa- 
cilities and  of  an  earnest  effort  under  such 
limitations  to  apply  to  the  prevention  and 
relief  of  human  suffering  the  information 
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given  out  from  the  research  laboratories 
and  medical  centers. 

In  fairness,  too,  you  should  be  given  a 
view  of  the  brighter  and  compensatory 
side ; the  green  grass  and  the  fragrant  flow- 
ers, the  sunshine  and  wholesome  outdoor 
life,  the  leisurely  hours  for  recuperation, 
recreation  and  quiet  reflection;  the  not  al- 
together chimerical  satisfaction  that  comes 
from  unselfish  service  rendered,  the  appre- 
ciative patients,  who  in  return  for  such  ser- 
vice give,  without  reserve,  the  most  confid- 
ing trust,  a trust  the  most  sacred  ever  given 
to  mortal  man. 

May  I touch  upon  that  thrill,  to  which 
no  other  in  all  the  world  is  comparable,  that 
thrill,  which  may,  aye  does,  come  to  every 
faithful  physician,  from  the  knowledge  of 
being  Nature’s  chief  assistant  in  saving  a 
human  life? 

Many  beautiful  and  most  commendatory 
tributes  have  been  paid  to  the  general  prac- 
titioner, the  family  doctor,  during  the  past 
few  years.  Our  own  Dr.  Haggard,  in  his 
presidential  address  before  the  American 
Medical  Association,  in  his  usual  ornate 
style  and  dulcet  tones,  has  led  the  chorus  by 
giving  us  the  following: 

“The  family  physician  has  ever  been  the 
bulwark  of  medicine.  His  has  been  a labor 
of  love  as  well  as  a superb  endeavor  to  com- 
bat disease  and  rout  it  from  its  citadel.  The 
intrepidity  of  the  country  doctor  in  the 
management  of  the  emergencies  of  acci- 
dents and  disease,  the  perils  of  child-birth 
and  the  mastery  of  conditions  under  the 
most  adverse  circumstances  is  unparalleled. 
He  knows  how  to  gild  the  gloom  of  afflic- 
tion’s couch  with  the  silver  lining  of  hope!” 

Just  this  year  my  preceptor  (and  by  the 
way,  I hope  to  have  a word  more  to  say 
about  preceptors)  Dr.  M.  B.  Smiser,  of 
Culleoka,  blessed  be  his  memory  forever, 
went  to  his  reward.  In  one  of  the  State’s 
daily  papers,  the  editor,  whose  beloved  per- 
sonal and  family  physician  Dr.  Smiser  had 
been,  paid  this  well-deserved  tribute  to  his 
memory : 

“Doctor  Smiser  was  the  finest  type  and 
the  most  perfect  embodiment  of  a class  of 
men  who  are  rapidly  passing  from  the 


earthly  stage,  but  whose  memories  deserve 
to  be  forever  enshrined  in  the  gratitude  of 
the  people.  Advancing  civilization  owes 
more  than  we  can  ever  appraise  to  the  re- 
sourcefulness, the  courage,  the  generosity 
and  the  devotion  of  the  rural  doctor.  Truly, 
he  has  been  a benign  factor  in  mankind’s 
progress. 

“It  was  Oliver  Wendell  Holmes  who  said 
that  ‘charity  is  the  eminent  virtue  of  the 
medical  profession.’  Doctor  Smiser,  like 
nearly  all  of  his  type,  assuredly  possessed 
this  most  desirable  attribute.  For  fifty 
years  he  practiced  over  a territory  nearly 
twenty  miles  in  length  and  almost  as  much 
in  breadth.  With  a smoky  old  lantern,  in 
all  kinds  of  weather,  in  snows  and  in  rains, 
like  a ministering  angel  of  mercy,  he  passed 
in  and  out  of  the  cabins  of  the  humble  and 
the  homes  of  the  well-to-do.  In  hovel  and 
in  mansion,  he  was  always  a welcome  visi- 
tor. His  presence  radiated  hope  and  opti- 
mism succeeded  gloom  in  whatever  sick 
chamber  he  chanced  to  find  his  way.  With 
that  love  of  humanity  and  that  yearning  to 
alleviate  suffering  which  are  such  notable 
characteristics  of  his  profession,  he  reck- 
oned little  of  the  material  rewards  that 
came  from  his  long  vigils  and  his  tiresome 
and  interminable  journeys.  He  received 
his  compensation  in  the  affection,  the  con- 
fidence and  the  respect  of  two  generations 
of  people  whom  he  served. 

“Kindly,  gentle,  modest,  unassuming,  de- 
voted always  to  the  laudable  ideals  of  his 
profession,  the  friend  of  humanity,  the 
companion  of  children,  the  passing  of  Doc- 
tor Meritt  Booker  Smiser  will  cause  uni- 
versal sorrow  in  his  community.” 

About  the  same  time  that  this  appeared, 
another  Tennessee  daily  paper  carried  the 
following  editorial  comment  on  the  passing 
of  an  unknown  doctor  in  another  and  far- 
off  state: 

“In  Iron  River,  Wisconsin,  on  January 
16th,  there  died  Dr.  J.  W.  Tarter,  aged  58, 
from  the  effects  of  an  attack  of  influenza, 
and  the  fact  may  serve  as  the  text  for  an 
excellent  sermon  if  anybody  cares  to  preach 
one  on  the  potentialities  of  the  human  race 
for  unselfish  sacrifice.  Dr.  Tarter  lived  in 
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a sparsely  settled  community  where  dis- 
tances are  great  and  highways  not  of  the 
best.  When  the  influenza  epidemic  struck 
his  neighborhood  he  went  night  and  day 
through  heavy  snows  and  sub-zero  tempera- 
tures from  one  sick  bed  to  another.  He  gave 
so  freely  and  generously  of  his  strength, 
that  others  might  live,  that  he  had  no  re- 
serve to  call  upon  when  he  himself  was 
brought  into  his  own  battle  with  the  dis- 
ease.” 

Now,  though  Dr.  Tarter’s  case  is  one  of 
itself  deserving  praise  of  the  highest  type, 
it  gains  something  in  luster  when  one  re- 
calls that  he  was  perpetuating  the  fine  tra- 
ditions of  service  handed  down  to  him  by 
a long  line  of  so-called  country  doctors  who 
had  gone  along  that  same  road  before  him. 
There  are  no  imposing  monuments  to  coun- 
try doctors,  though  there  should  be,  but 
their  memories  are  kept  green  in  the  grate- 
ful recollection  of  the  men,  women  and  chil- 
dren whom  they  served  with  no  thought  of 
much  else  but  the  joy  of  service.  Ill  paid 
as  a general  rule,  struggling  against  handi- 
caps that  would  abash  any  ordinary  set  of 
men,  by  necessity  fighting  disease  without 
the  aids  science  has  made  possible  in  many 
instances,  the  country  doctors  have  gone 
their  ways  about  the  rural  communities  of 
this  country  doing  good  to  their  fellows. 
The  typical  country  doctor  is  passing  in 
most  portions  of  the  United  States  as  high- 
ways make  access  to  hospitals  and  clinics 
so  much  more  easily  available  for  the  resi- 
dent of  the  rural  sections,  but  where  he  still 
remains,  as  Dr.  Tarter’s  death  reveals,  he 
is  worthy  of  almost  any  tribute  one  may 
pay  him  along  lines  involving  fidelity  to  duty 
in  the  face  of  obstacles  of  the  worst  sort. 

Since  the  last  meeting  of  this  Associa- 
tion, death  has  taken  one  of  our  most 
worthy  members.  Dr.  W.  W.  Graham,  of 
Williamson  County,  whose  services  to  his 
day  and  generation  deserve  all  the  praises 
bestowed  upon  these  others,  and  more. 

During  the  more  than  a quarter  of  a cen- 
tury of  his  professional  activities  he  never 
failed  to  respond  to  the  calls  made  upon 
him  by  poor  and  well-to-do  alike.  He  had 
a large  family  to  look  after  and  provide  for 


and  yet  he  found  time  amidst  the  multiplic- 
ity of  his  duties  to  attend  the  meetings  of 
his  local  and  state  Medical  Societies,  to 
make  valuable  contributions  to  their  discus- 
sions and  to  keep  himself  well  informed  on 
up-to-date  medical  advances.  Hence,  he 
was  enabled  at  all  times  to  give  to  the  sick 
committed  to  his  care  the  latest  and  the 
very  best  the  medical  profession  had  to  of- 
fer. 

Conscious  of  the  risk  he  was  taking,  he 
sacrificed  his  life  in  fighting  an  epidemic  of 
influenza  which  prevailed  in  his  community 
at  that  time,  just  as  deliberately,  just  as 
unfalteringly,  though  not  so  conspicuously, 
as  did  those  three  heroes  of  Modern  Medi- 
cine who  so  recently  gave  up  their  lives  in 
fighting  the  dreaded  yellow  scourge  on  the 
gold  coast  of  Africa. 

There  was  lacking  at. his  funeral,  which 
was  in  entire  accord  with  his  simple  taste, 
some  of  the  usual  trappings  of  the  world’s 
woe,  some  of  the  high  sounding  phrases  of 
the  orthodox  funeral  oration,  but  there 
gathered  there  from  the  highways  and  by- 
ways, from  the  hills  and  hollows,  those  sim- 
ple folk  whom  he  had  so  faithfully  served, 
men,  women  and  children,  and  the  tender- 
ness and  pathos  in  their  touch,  the  suffering 
and  sympathy  in  their  tears  and  the  sorrow 
and  heart-break  in  their  faces  paid  a more 
eloquent  and  more  appreciative  tribute  to 
his  worth  than  any  mere  words  could  ex- 
press. 

Now,  this  recital  of  the  virtues  of  these 
men  is  not  given  in  order  to  pay  tribute  to 
either  or  all  of  them  as  individuals.  It  is 
given  to  focus  your  attention  upon  the  typi- 
cal characteristics  of  that  class  of  which 
they  are  the  worthy  but  not  rare  representa- 
tives, and  to  note  the  tone  in  which  this 
class  is  spoken  of  as  one  which  is  passing 
or  has  already  passed.  If  this  class  deserves 
the  eulogies  pronounced  (and  who  can  gain- 
say it?),  if  the  family  physician,  as  Dr. 
Haggard  states,  has  ever  been  the  bulwark 
of  medicine,  if  his  contribution  in  service  to 
the  profession  and  to  the  social  order  has 
been  and  is  worth  while,  then  why  should 
he  be  allowed  to  pass  ? Isn’t  he  one  part  of 
the  old  regime  that  should  not  be  sacrificed 
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to  modern  progress,  but  should  be  preserved 
and  made  to  permanently  abide? 

Dr.  Vincent,  of  the  Rockefeller  Institute, 
in  his  pleasing  and  striking  address  before 
the  Southern  Medical  Association  last  fall, 
made  the  suggestion  that  the  family  doctor 
was  needed  to  protect  the  public  against  the 
specialist,  if  for  no  other  purpose. 

In  a paper  before  this  Association  some 
time  ago,  the  statement  was  made,  which 
has  not  yet  been  questioned,  that  no  patient 
should  be  referred  to  any  specialist  before 
being  carefully  checked  over  by  his  family 
physician.  Other  qualities  being  equal,  the 
doctor  who  knows  the  patient  physically, 
mentally  and  temperamentally,  emotionally, 
psychologically,  spiritually,  his  faults  and 
his  virtues,  his  strength  and  his  weak- 
nesses, his  prejudices  and  his  antagonisms, 
who  know  the  family’s  social  and  financial 
standing  as  well  as  the  hereditary  traits; 
who  has  studied  the  patient  as  a whole, 
without  any  predilection  toward  any  special 
part,  can  more  accurately  and  more  quickly 
make  his  diagnosis  and  outline  an  effective 
and  acceptable  line  of  treatment  than  can 
any  specialist  or  any  strange  doctor,  who 
can  bring  out  these  essential  facts  only  in 
part. 

Only  recently  two  of  my  former  friends 
and  patrons  who  had  moved  to  a nearby 
city  appealed  to  me  to  recommend  to  them 
a family  doctor,  one  who  would  come  to 
them  in  their  homes  at  any  time  of  day  or 
night  and  who  would  do  something  for  their 
ailments  without  sending  them  to  a hospital 
or  referring  them  to  a specialist. 

In  the  March  2'3-29  issue  of  the  Journal 
of  the  American  Medical  Association,  com- 
ment was  made  on  the  findings  of  the 
“Commission  of  Medical  Education,”  under 
the  chairmanship  of  President  Lowell  of 
Harvard  University  and  sponsored  in  part 
by  the  American  Medical  Association.  Their 
inquiry  among  physicians  in  communities 
of  50,000  or  less  in  twenty-four  states  and 
two  provinces  reveals  that  most  of  the  ill- 
nesses brought  to  the  doctors  were  not  dif- 
ficult of  diagnosis  or  treatment,  and  that 
probably  90  per  cent  of  them  could  be  ade- 


quately cared  for  by  competently  trained 
practitioners  with  modest  equipment  and 
facilities. 

Further,  that  more  than  90  per  cent  were 
illnesses  that  could  not  be  controlled  on  a 
community  basis,  but  were  problems  for  the 
individual  patients  and  their  personal  phy- 
sicians (not  a very  good  argument  in  favor 
of  any  form  of  state  medicine) . But  while 
these  facts  indicate  that  there  may  yet  be 
a place  under  the  sun  in  cities  and  towns 
for  the  general  practitioner,  in  the  rural 
sections,  he  is  an  absolute  and  indispensable 
necessity. 

The  need  for  the  medical  care  of  the  sick 
is  the  most  urgent  of  all  needs  save  only 
that  of  food  for  the  hungry.  To  supply  this 
need  in  the  country  districts  is  one  of  the 
livest  problems  that  confronts  the  medical 
profession  today  and  is  one  in  which  gov- 
ernmental and  legislative  bodies  as  well  as 
farm  bureaus  and  public  welfare  societies 
are  taking  an  awakening  interest. 

Until  recent  years  in  the  rural  sections  of 
Tennessee,  the  demand  for  this  service  even 
to  those  unable  to  pay  for  it,  has  been  sup- 
plied by  the  medical  profession  more  ade- 
quately than  has  been  any  of  their  other 
needs ; more  than  that  for  proper  food  and 
raiment,  more  than  for  education,  though 
that  is  supposed  to  be  available  to  every 
American  child ; more  even  than  for  re- 
ligious needs,  though  the  gospel  is  supposed 
to  be  carried  to  the  poor  , and  needy  with- 
out money  and  without  price. 

But  alas,  this  is  not  true  in  this  day,  and 
we  are  forced  to  recognize  the  fact  that  the 
rural  section  no  longer  entices  the  recent 
graduate  and  that  there  is  a growing  scarc- 
ity of  country  doctors  and  a sad  lacking  of 
competent  medical  care  in  many  country 
communities. 

A committee  on  the  cost  of  medical  care, 
also  sponsored,  in  part,  I believe,  by  the 
American  Medical  Association,  under  the 
chairmanship  of  Dr.  Ray  Lyman  Wilbur, 
has  made  extensive  investigation  of  this 
problem  and  has  sent  cut  a full  and  com- 
prehensive report  thereon.  A careful  study 
cf  this  report  reveals  the  fact  that  a condi- 
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tion  exists  throughout  the  country  of  which 
the  condition  in  my  own  county  is  a typical 
example. 

Williamson  County  is  a strictly  agricul- 
tural county  and  contains  practically  no 
other  industrial  enterprises. 

During  the  past  twenty-five  years  the 
number  of  physicians  in  the  county  has  been 
reduced  one-half.  Within  a year  four  phy- 
sicians, with  large  practices,  have  been 
taken  out  of  the  county,  two  having  died 
and  two  gone  into  public  health  work,  and 
only  one  has  come  in  to  take  the  place  of 
these  four.  He  has  just  moved  in  and  is 
the  first  recent  graduate  to  come  into  this 
county  in  fifteen  years.  At  the  first  of  this 
year  the  average  age  of  the  white  physi- 
cians of  the  county  was  58i/^  years,  and 
there  were  only  two  full-time  physicians  in 
the  county,  outside  of  the  town  of  Franklin, 
who  were  members  of  the  County  Medical 
Society,  who  cared  for  practice,  and  who 
were  really  pushing  their  work. 

This  condition  which  exists  in  agricul- 
tural sections  throughout  the  country  is  an 
economic  problem,  nation-wide  in  extent 
and  in  importance,  and  cannot  be  solved  by 
the  medical  profession  alone;  certainly  not 
by  lowering  our  standards  and  sending  out 
to  these  sections  poorly  trained  or  partly 
trained  men.  I would  respectfully  submit 
to  your  serious  consideration  the  fact  that 
at  this  time  (if  not  at  all  times)  this  con- 
cededly  indispensable  class  of  our  citizenry, 
viz. : the  tillers  of  the  soil,  the  food  produc- 
ers for  the  nation,  together  with  the  mem- 
bers of  the  profession  who  would  serve 
them,  is  not  receiving  its  just  share  of  the 
prosperity  which  seems  to  abound.  Not  only 
should  this  inequality  be  corrected,  which 
is  a problem  for  the  farmers  themselves,  to- 
gether with  the  governmental  agencies 
charged  with  this  duty,  but  there  should  be 
a more  equitable  division  between  the  fam- 
ily doctor,  the  hospital  and  the  surgeon  or 
specialist  to  whom,  under  certain  condi- 
tions, it  seems  best  at  times  to  refer  the 
patient. 

Don’t  let  this  suggestion  conjure  up  in 
your  minds  that  bugaboo,  viz.:  “the  split- 
ting of  fees !”  I am  well  aware  of  the  per- 


nicious tendency  of  such  a practice,  and  of 
the  ills  to  which  it  leads.  Nothing  should 
be  done  without  the  knowledge  and  consent 
of  the  patient.  But  intelligent  and  thought- 
ful patients  themselves  often  recognize  the 
inequality,  according  to  service  rendered, 
between  the  fees  paid  the  hospital  and  the 
surgeon  and  those  paid  to  the  faithful  fam- 
ily doctor.  Indeed,  after  the  former  is 
paid,  as  they  usually  are,  first,  there  is 
nothing  left  for  the  latter.  There  should 
be  a more  careful  appraisal  of  the  patient’s 
ability  to  pay  and  a new  custom  established 
of  making  a fairer  divide.  Anyhow, 
something  must  be  done  to  insure  the  coun- 
try doctor  a fair  and  living  wage  if  the 
rural  sections  would  longer  attract  and 
hold  competent  medical  service. 

Probably,  however,  the  lack  of  monetary 
reward,  as  well  as  the  hardships  of  a coun- 
try practice,  has  been  overstressed  in  this 
paper  as  well  as  in  many  other  pronounce- 
ments, both  lay  and  medical.  While  the 
chances  of  getting  rich  are  not  such  as  to 
allure  the  commercially  inclined  man,  yet 
the  thrifty  ones  of  the  profession  usually 
reach  that  happy  way-station  between  too 
much  and  too  little.  I can  truly  paraphrase 
the  Psalmist’s  words,  “I  have  been  young 
and  now  I am  old;  yet  have  I not  seen  the 
righteous  doctor  forsaken  nor  his  seed  beg- 
ging bread.”  Nearly  all  the  rural  physi- 
cians own  their  own  homes,  good,  comfort- 
able homes,  that  conform  pretty  much  to 
the  standard  homes  of  their  communities. 
They  can  usually  provide  well  for  their  fam- 
ilies and  give  their  children  good  educa- 
tional and  social  advantages.  Dr.  Graham 
of  whom  I have  spoken,  had  nine  children 
and  was  financing  three  of  his  sons  in  uni- 
versities at  the  time  of  his  death. 

A few  years  ago  the  American  Medical 
Association  appointed  a committee  to  in- 
vestigate the  situation  as  to  indigent  mem- 
bers of  the  profession,  with  a view  to  es- 
tablishing a home  for  such.  The  committee 
found  the  number  so  small  that  there  was 
no  need  for  such  a home,  as  all  needy  mem- 
bers could  be  cared  for  by  their  respective 
State  Associations.  But  the  financial  re- 
ward, while  an  essential  factor,  is  not,  and 
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should  not  be,  the  only  or  even  the  chief  in- 
ducement to  take  up  a rural  practice.  The 
call  to  the  country  and  the  great  open  spaces 
still  exists  in  every  typical  American  who 
has  a drop  of  pioneer  blood  in  his  veins. 
There  is  a permanence  and  a continuity  in 
country  life,  which  engenders  a feeling  of 
security  and  makes  the  kaleidoscopic  and 
rapidly  changing  pageant  of  the  city  seem 
of  little  moment. 

The  farming  class  is  still  the  salt  of  the 
earth  and  if  this  salt  shall  ever  lose  its 
savor,  whereby  shall  this  great  country  of 
ours  be  saved? 

They  make  the  most  loyal  and  depend- 
able patrons  and  friends,  and  their  staunch 
physique,  temperate  habits,  simplicity  of 
taste,  sturdy  common  sense  and  steadiness 
of  character  make  them  most  satisfactory 
patients.  As  said  in  the  beginning  of  this 
paper,  practically  every  hardship  of  a coun- 
try practice  has  its  redeeming  counterpart 
and  its  compensatory  reward. 

After  the  fulsome  eulogies  pronounced 
upon  the  country  doctors  of  the  old  school, 
it  will  perhaps  seem  disloyal  to  suggest  even 
that  the  country  doctor  of  the  future  must 
be  an  improvement  in  some  respects  on  his 
predecessor,  but 

“Who  goes  not  further  than  his  fathers 
went. 

With  kind  obscurity  were  well  content.” 
And  the  laudable  ambition  of  the  twentieth 
century  doctor  will  not,  I am  sure,  allow 
him  to  rest  under  such  content. 

The  doctor  who  would  serve  a country 
clientele  in  this  day  must  be  a better  trained 
and  better  equipped  medical  man  than  the 
rural  practitioner  of  fifty  or  even  twenty 
years  ago.  The  suggestion  that  we  lower 
our  standards  of  medical  education  and  in 
order  to  supply  the  demand  for  medical  ser- 
vice in  the  rural  districts,  send  out  poorly 
trained  or  partly  trained  men  is,  to  one  ac- 
quainted with  the  situation,  absurd. 

The  country  resident  is  no  longer  igno- 
rant of  what  should  be  expected  from  his 
medical  advisor.  When  he  or  his  family  is 
sick  he  wants  the  best  and  is  going  to  have 
it.  Good  roads  and  automobiles  make  the 
country  doctor  to  compete  to  some  extent 


with  the  doctor  and  even  the  hospitals  of 
the  nearest  town  or  city,  and  his  prelimi- 
nary training,  both  theoretical  and  practi- 
cal, must  be  up  to  the  standard. 

Unfortunately,  people  are  inclined  to  look 
askance  at  the  man  who  is  willing  to  go 
to  the  country  to  practice,  anyway,  and  if 
he  is  handicapped  by  the  suspicion  even 
that  he  is  incompletely  trained,  he  hasn’t 
a chance. 

Fortunately  (and  wisely,  I think),  our 
medical  schools  and  medical  practice  acts 
preclude  this  in  practically  all  the  states.  I 
shudder  in  recalling  the  exceedingly  poor 
training  which  my  Alma  Mater  and  other 
like  schools  gave  to  me  and  my  contempora- 
ries before  sending  us  out  to  practice  medi- 
cine upon  an  unsuspecting  public.  That  the 
men  of  that  day  succeeded  at  all  is  indeed 
a tribute  to  their  worth. 

Then  the  doctor  of  this  day,  in  town  or 
country,  must  be  a whole-time  man.  Medi- 
cine is  a jealous  god  and  will  brook  no  divi- 
sion of  devotion.  The  practice  of  medicine 
is  certainly  broad  enough  to  command  all 
the  talents  and  all  the  energies  of  the  most 
versatile  of  men. 

“He  who  seeks  one  thing  in  life,  and  one 
thing  alone. 

May  hope  to  achieve  it  before  life  is  done.” 

But  the  modern  doctor  cannot  give  part 
of  his  time  to  farming  or  any  other  avoca- 
tion, and  succeed. 

Then  the  country  doctor  cannot  afford  to 
become  an  isolationist  or  to  rest  upon  his 
laurels,  though  he  may  have  graduated  with 
honors  from  the  most  up-to-date  medical 
school,  and  though  he  practice  where  com- 
petition may  be  negligible.  Only  by  fre- 
quent communion  and  consultation  with  his 
fellows  and  by  associating  himself  with 
them  in  accessible  medical  societies,  can  he 
keep  up  with  the  rapid  advancements  be- 
ing made. 

I have  often  stated  that  the  most  for- 
tunate day  in  my  whole  medical  life  was 
the  one  in  which  I received  an  invitation 
to  join  with  other  members  of  the  profes- 
sion of  the  county  in  organizing  the  Maury 
County  Medical  Society.  The  Medical  So- 
ciety constitutes  the  cheapest,  the  most 
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available  and,  in  my  opinion,  the  most  ef- 
ficient and  helpful  post  graduate  medical 
school  in  existence,  and  the  country  doctor, 
especially,  needs  not  only  to  attend  the 
meetings,  but  to  prepare  himself  to  con- 
tribute to  its  discussions  and  to  take  part 
in  all  its  proceedings. 

This  last  suggestion  is  most  important. 
Dr.  Oliver  T.  Osborne,  of  New  Haven,  Con- 
necticut, in  the  March  American  Medical 
Association  Bulletin  presents  a short  note 
with  the  title  “Absorbers  vs.  Thinkers.” 
The  absorbers  are  the  members  of  the  pro- 
fession and  of  the  medical  society  who  use 
their  eyes  to  read  or  their  ears  to  listen  to 
papers  prepared  by  others,  and  make  some 
effort  to  absorb  them,  but  who  never  use 
their  brains  to  present  anything  them- 
selves. Evidently  the  country  doctor  is  the 
greatest  offender  in  this  respect  and  the 
greatest  fault  one  could  find  with  the  usual 
program  of  a medical  meeting  is  the  scarc- 
ity of  papers  from  the  general  practition- 
ers. If  I should  make  any  suggestion  as  to 
additional  requirements  of  the  medical 
practice  acts,  it  would  be  that  in  order  to 
retain  his  license,  and  to  remain  a member 
of  his  medical  society,  every  doctor  should 
be  required  to  prepare  at  least  one  paper  a 
year  for  some  of  the  numerous  (probably 
too  numerous)  medical  societies,  that  he  be 
required  to  use  his  brain  as  well  as  his  eyes 
and  ears,  that  he  become  a thinker  and  not 
a mere  absorber.  It  would  add  something 
of  interest  and  of  value  to  the  programs 
of  our  meetings  and  would  be  of  immeasur- 
able benefit  to  the  contributors,  and  would 
certainly  simplify  the  task  of  the  program 
committee.  A man  gets  very  much  more 
information  that  stays  with  him  and  hence 
permanent  benefit  from  the  mental  effort 
put  forth  in  working  up  a paper  for  him- 
self than  in  listening  to  a more  learned  one 
from  another.  So  let  us  all  so-called  out- 
of-town  doctors  become  contributing  and 
not  merely  receiving  members.  It  will  save 
the  country  doctor  from  developing  that  in- 
feriority complex  and  that  lack  of  self- 
confidence  which  is  his  greatest  handicap. 

The  other  attributes  of  the  country  doc- 
tor that  deserve  mention  are  due  nothing 


but  commendation,  are  not  peculiar  to  him 
alone,  but  are  the  common  heritage  of  the 
entire  profession.  There  seems  to  be  some- 
thing in  fighting  disease,  in  attendance 
upon  the  sick  and  helpless,  in  the  entire  en- 
vironment, that  creates  and  develops  these 
most  desirable  traits. 

His  courage,  which  incites  him  to  brave 
the  darkest  nights  and  the  dangerous  road, 
to  cross  swollen  streams  or  scale  the  moun- 
tainside, to  enter  the  very  haunts  of  pesti- 
lence and  risk  his  life  in  order  to  carry 
succor  to  those  in  need ; his  sympathy  which 
has  no  limit,  when  a fellowman  is  suffer- 
ing; his  endurance  which  enables  him  to 
spend  sleepless  nights  and  tireless  vigils,  to 
undergo  any  hardship  or  fatigue,  and  still 
retain  a clear  head  and  a steady  hand ; his 
forbearance  which  makes  him  to  tolerate 
the  unjust  censure  of  the  querulous  critic 
or  the  base  ingratitude  of  the  unapprecia- 
tive patient,  and  yet  pity  not  himself  nor 
complain ; his  resourcefulness  which 
prompts  him  to  overcome  difficulties  of  all 
sorts,  to  render  things  sterile  with  none  of 
the  facilities  for  sterilization  save  those  two 
essential  elements,  fire  and  water;  to  de- 
vise a fountain  syringe  out  of  a tin  bucket, 
a rubber  tube  and  the  principle  of  syphon- 
age;  to  improvise  an  ambulance  out  of  an 
uncovered  express  wagon  with  the  husband 
to  furnish  the  motive  power  and  the  doc- 
tor the  headlight  and  the  brakes,  as  I was 
forced  to  do  only  a few  weeks  ago,  in  order 
to  remove  a sick  woman  from  an  inacces- 
sible house  amidst  impossible  surroundings ; 
to  branch  out  on  new  and  untried  lines  when 
the  orthodox,measures  have  failed ; at  times 
to  accomplish  the  impossible  and  surmount 
the  insurmountable;  oftentimes  to  snatch 
victory  from  the  jaws  of  defeat  and  to  save 
the  life  of  the  apparently  hopeless. 

Last  and  most  important  of  all,  his  old- 
fashioned  code  of  honor  and  of  medical 
ethics.  Let  it  be  understood  that  in  speak- 
ing of  medical  ethics  it  is  the  spirit  and 
not  the  letter  that  should  be  stressed.  I 
am  well  aware  that  “the  letter  killeth  but 
the  spirit  giveth  life.”  For  this  reason, 
perhaps,  the  greatest  ethical  teacher  the 
world  has  ever  known  never  left  a written 
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line  or  a written  word.  He  chose  rather 
to  live  the  life  He  would  have  the  world 
adopt  in  the  presence  of  men  and  to  breathe 
out  His  quickening  spirit  into  the  hearts 
and  lives  of  those  around  Him,  and  depend 
upon  them  to  preserve  and  pass  it  on. 

It  was  my  good  fortune  in  my  early  med- 
ical life  to  come  in  contact  with  some  of  the 
older  members  of  the  profession,  who  by 
action  and  deed  demonstrated  that  true 
professional  courtesy  which  characterizes 
the  spirit  of  medical  ethics.  That  spirit, 
according  to  my  personal  observation  and 
experience,  is  not  confined  to  olden  times 
or  to  the  country  doctor.  Throughout  the 
years  even  up  to  this  time,  among  all  classes 
of  the  profession,  in  cities,  towns  and  coun- 
try, it  has  hashed  out  with  surprising  and 
pleasing  frequency.  The  atmosphere  of 
the  medical  circle  is  so  pervaded  with  this 
spirit  (which,  after  all,  is  very  simple  and 
is  fully  comprehended  in  the  Golden  Rule) , 
and  no  man  can  live  and  move  within  this 
circle  without  breathing  it  in,  without  be- 
ing born  again  and  receiving  new  life,  un- 
less indeed  he  be  smothered  in  commer- 
cialism and  selfishness  and  dead  in 
trespasses  and  sin  against  medical  ideals. 
Let  us  hold  fast  to  it  as  a sacred  trust,  let 
us  preserve  it  in  all  its  beauty  and  purity, 
and  hand  it  down  untarnished  to  those  who 
come  after  us. 

It  may  be  too  much  out-of-date,  but  a 
word  about  preceptors.  Perhaps,  some  of 
our  younger  members  may  wonder  what  a 
preceptor  is,  or  was,  for  he  is  evidently  a 
thing  of  the  past.  The  pre-medical  course 
now  required  for  admission  to  a medical 
school  has  appropriated  his  field. 

However,  without  intending  to  cast  any 
unjust  reflections  upon  my  Alma  Mater,  I 
want  to  state  that  I got  from  my  preceptor 
more  that  was  of  practical  value  and  help- 
fulness in  the  early  years  of  my  practice 
than  I got  from  the  two  short  years  of  five 
months  each  in  the  medical  college,  which 
was  all  that  was  required  for  a medical 
degree  in  those  days.  I’m  constrained  to 
believe  that  such  instruction  and  sugges- 
tions as  I got  could  be  made  very  helpful 
even  to  the  modern  graduate,  though  under 


present  conditions  it  would  probably  come 
in  better  after  rather  than  before  gradua- 
tion. 

The  schools  and  the  hospital  can,  and  do, 
teach  medicine,  theoretical  and  practical. 
The  American  medical  student  of  this  day 
gets  more  and  better  practical  training  and 
experience  than  does  the  student  of  any 
other  country,  than  did  the  student  of  any 
previous  age. 

But  only  an  experienced  doctor  can  really 
teach  one  to  rightly  deal  with  and  prescribe 
for  human  nature,  and  every  young  doctor 
must  have  some  of  this  kind  of  knowledge 
before  he  can  obtain  and  hold  patronage. 

Then  the  young  man  should  be  impressed 
by  this  older  adviser  that  the  practice  of 
medicine  is  a noble  profession,  but  a very 
poor  trade.  Commercialism  is  one  of  the 
grave,  if  not  the  gravest,  dangers  that 
threaten  our  profession  from  the  inside. 
While  systematic  business  methods  are  ad- 
visable even  in  a profession,  the  business 
side  should  never  be  allowed  to  become  the 
predominant  side.  The  man  who  enters  the 
practice  of  medicine  anywhere,  probably, 
in  the  country,  certainly,  with  the  commer- 
cial idea  of  gain  to  the  fore  is  doomed  to 
disappointment  from  the  beginning,  but  he 
who  wishes  to  contribute  to  the  welfare  of 
his  fellowman,  to  help  to  relieve  human 
want  and  human  suffering,  will  find  a wide 
and  inviting  field  awaiting  him  in  the  rural 
community.  He  who  measures  success  by 
acquisition  will  fail,  but  he  who  measures 
it  by  contribution  has  every  assurance  of 
success. 

But  in  recalling  to  your  memory  and 
your  vision  the  country  doctor  and  his  many 
simple  virtues  and  in  pleading  for  his 
preservation  and  retention,  am  I displaying 
too  little  ambition  for  a presidential  ad- 
dress? Am  I aiming  too  low? 

Browning  sums  up  the  reply  for  me  thus : 

,That  low  man  seeks  a little  thing  to  do. 

Sees  it  and  does  it; 

This  high  man  with  great  things  to  pursue. 
Dies  ere  he  knows  it. 

That  low  man  goes  on  adding  one  by  one. 

His  hundreds  soon  hit; 

This  high  man,  aiming  at  millions. 

Misses  an  Unit. 
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. Tuesday  Afternoon 
April  9,  1929 

The  meeting  of  the  House  of  Delegates  con- 
vened at  2:30  p.m.,  April  9,  1929,  the  Speaker,  Dr. 
C.  N.  Cowden,  presiding. 

SPEAKER  COWDEN:  The  first  order  of 
business  will  be  the  calling  of  the  roll  of  the  dele- 
gates. 

SECRETARY  SHOULDERS:  I have  here  a 
list  of  the  certificates  of  election  and  I will  call 
that  roll,  which  is  made  from  this  list  here. 

(Secretary  Shoulders  called  the  roll.) 

I am  reading  the  names  of  those  whose  cer- 
tificates reached  me.  They  may  have  certificates 
with  them  to  present  here,  you  see.  They  were 
furnished  with  these  blanks  here,  on  which  to 
make  the  reports  of  delegates;  from  these  reports, 
this  list  is  made.  Now,  it  is  up  to  you,  gentlemen, 
of  course,  about  the  rest  of  it. 

(Completed  the  roll  call.) 

SPEAKER  COWDEN:  Has  anybody  been  over- 
looked now? 

DR.  BUTLER,  Roane  County:  At  our  meeting 
Thursday,  I thought  the  credentials  had  been  sent 
in.  Perhaps  they  were  not,  but  if  not  I would 
like  to  be  allowed  to  represent  Roane  County. 

(Moved  and  seconded  that  Dr.  Butler  be  seated 
as  a delegate.) 

DR.  WILLIAMS,  Hamilton  County:  I wish  to 
challenge  the  Hamilton  County  delegation. 

SPEAKER  COWDEN : Just  a moment,  Doc- 
tor, and  that  will  be  called  off. 

SECRETARY  SHOULDERS;  Delegates  who 
do  not  have  to  present  certificates  consist  of  of- 
ficers and  ex-Presidents  of  the  Association. 

SPEAKER  COWDEN : I am  now  going  to  ask 
the  Secretary  to  read  what  the  Constitution  and 
By-Laws  say  as  to  who  shall  constitute  the  House 
of  Delegates. 

SECRETARY  SHOULDERS:  Article  V:  “The 
House  of  Delegates  shall  be  the  legislative  and 
business  body  of  the  Association,  and  shall  con- 
sist of  (1)  Delegates  elected  by  the  component 
County  Societies;  (2)  ex-officio,  the  officers;  (3) 
the  ex-Presidents  of  the  Association  in  attendance 
at  that  session.” 

I will  read  Section  11  of  Chapter  XII:  “At 
some  meeting  in  advance  of  the  annual  session  of 
this  Association,  each  component  Society  iphall 
elect  a Delegate  or  Delegates  to  represent  it  in  the 
ilouse  of  Delegates  of  this  Association,  in  the  pro- 
portion of  one  Delegate  and  one  Alternate  to  each 
fifty  members  or  fraction  thereof;  and  the  Secre- 
tary of  the  Society  shall  send  a list  of  such  Dele- 


gates to  the  Secretary  of  this  Association  at  least 
ten  days  before  the  Annual  Session.” 

QUESTION;  What  constitutes  a quorum? 

SPEAKER  COWDEN:  A quorum  is  a major- 
ity of  the  registered  delegates  at  the  meeting.  If 
you  had  three  delegates  two  would  be  a quorum. 
It  is  not  the  number  of  delegates  elected,  but  the 
number  of  registered  delegates  at  the  meeting. 

Gentlemen,  your  chairman  had  a great  deal  of 
trouble  at  Nashville  due  to  admitting  everybody 
almost  as  a delegate.  They  just  changed  dele- 
gates until  we  did  not  have  any  idea  who  were 
or  were  not  delegates.  I have  received  all  the 
criticism.  I think  I am  justly  entitled  to  it.  The 
only  thing  we  have  to  go  by  is  the  By-Laws;  we 
have  it  here  in  black  and  white  who  shall  be  the 
delegates,  and  I have  nothing  else  to  do  but  what 
is  in  your  Constitution  and  By-Laws  to  guide  me. 
The  question  is  open  for  discussion. 

First,  I will  appoint  a Credentials  Committee. 
I will  ask  Dr.  Brewer  to  act  as  chairman  for  West 
Tennessee;  Dr.  Dan  German  from  Middle  Tennes- 
see, and  Dr.  Niese  from  East  Tennessee. 

Now,  you  can  give  them  any  instructions  you 
see  fit. 

DR.  L.  L.  SHEDDAN : Mr.  Chairman,  now 
that  we  all  know  that  in  the  smaller  counties  and 
the  counties  in  the  isolated  sections  of  the  state, 
they  do  not  keep  up  their  medical  organizations  in 
the  same  regularity  with  which  the  larger  towns 
of  the  state  do.  Now,  we  feel  that  every  county  in 
the  state,  every  society  in  the  state,  that  has  an 
organization,  is  entitled  to  representation  at  this 
meeting,  or  at  the  meeting  of  the  State  Associa- 
tion, and  a great  many  times  the  delegates  ai'e 
elected  when  it  is  impossible  for  them  or  their  al- 
ternates to  get  here,  and  while  there  may  be  some 
representative  of  that  County  Society  present  he 
should  be  allowed  to  represent  his  County  Society, 
and  I feel,  personally,  that  that  county  has  a 
right  to  be  represented  if  they  have  a member 
of  their  County  Society  present  and  someone  can 
vouch  for  them. 

Now,  I have  been  a delegate  in  the  American 
Medical  Association  for  a good  many  years,  and 
I know  even  the  parent  association,  if  the  State 
Society  comes  up  without  either  their  delegate  or 
alternate,  can  present,  by  the  proper  vouching  of 
certain  members  of  their  State  Association,  and 
are  permitted  to  select  a delegate  to  the  American 
Medical  Association  who  has  not  been  elected  as 
a regular  or  alternate. 

It  has  been  the  custom  in  the  State  Associa- 
tion, from  time  immemorial,  if  the  county  is  not 
represented  by  their  legally  appointed  delegates  and 
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alternates,  if  there  is  some  member  from  that 
County  Society  present,  that  that  member  be  per- 
mitted to  act  as  a delegate  from  its  county. 

Now,  we  cannot  just  absolutely  stick  to  the 
rules  and  regulations  of  the  Constitution  and  By- 
Laws.  Of  course,  we  have  to  have  those;  but  if 
the  parent  association,  the  American  Medical  As- 
sociation, can  look  over  those  sort  of  things  and 
can  select  a man  or  seat  a man  as  a delegate  from 
a State  Association  who  has  not  been  regularly 
elected  as  a delegate  or  alternate,  if  the  Creden- 
tial Committee  sees  fit  to  elect  that  man,  why  then 
I feel  our  State  Association  cannot  do  better  than 
follow  the  precedents  established  by  the  parent 
association. 

Gentlemen,  we  know  a great  many  men  come 
here  who  are  delegates,  who  are  compelled  to  go 
home  before  the  meeting  is  over,  and  it  looks  like 
the  county — they  are  men,  maybe,  who  are  forced 
to  go  home — they  are  legally  represented  dele- 
gates— some  emergency  may  come  up  that  will  call 
them  home  before  the  business  of  this  Association 
is  transacted,  and  that  will  leave  those  counties 
without  a representative  in  this  Association.  The 
Credentials  Committee  have  not  the  power  to  do 
other  than  recognize  those  who  have  credentials. 

Therefore,  I move  you,  Mr.  Speaker,  that  where 
a county  society  has  not  a legally  elected  and  re- 
ported member  or  alternate  present,  that  some 
member  of  that  county  society  be  permitted  to  act 
as  a delegate  from  that  society. 

DR.  EVERETT : I will  second  that  motion.  I 
will  vouch  for  what  Dr.  S'heddan  said. 

CHAIRMAN  COWDEN:  Is  there  any  discus- 
sion of  the  motion? 

(Question  called.) 

SPEAKER  COWDEN : Gentlemen,  I am  only 
trying  to  save  my  skin.  (Laughter.) 

In  order  to  change  that  you  would  have  to  change 
your  Constitution  and  By-Laws,  and  it  takes  some- 
thing to  do  that.  You  have  got  to  make  a resolu- 
tion and  let  it  lay  on  the  table  for  one  year.  I 
am  only  calling  your  attention  to  what  you  are 
doing. 

DR.  EVERETT:  It  only  has  to  lay  over  one 
day. 

SPEAKER  COWDEN : I have  nothing  to  go 
by  but  this  thing,  but  I am  calling  your  attention 
to  the  fact  you  are  changing  your  By-Laws  and 
Constitution. 

DR.  EVERETT:  Your  By-Laws  only  require 
one  day  for  the  lay-over,  instead  of  a year. 

DR.  L.  L.  SHEDDAN : Precedent  has  a great 
deal  to  do  with  it,  and  when  a precedent  has  been 
established  by  the  American  Medical  Association 
and  this  Association  for  twenty  or  thirty  years — 
and  I know  I have  been  a constant  attendant  at 
this  Association  for  more  than  thirty  years — I 
just  think  a precedent  ought  to  be  paramount  over 
a technicality  in  the  By-Laws. 

DR.  W.  K.  SHEDDAN:  Mr.  Chairman,  I feel 
this  way  about  this  thing:  I feel  it  is  a bad  propo- 


sition, the  worst  proposition  you  ever  started,  and 
I am  proud  the  Speaker  has  taken  the  position 
that  he  has,  that  he  has  to  change  the  Constitution 
or  do  something  of  the  sort  to  relieve  the  House 
of  the  embarrassment  of  the  situation.  Now,  we 
have  delegates  here.  We  have  delegates  here  rep- 
resenting these  counties  that  have  not  come  down 
to  this  meeting.  They  have  alternates  here  that 
are  not  in  the  House.  Now,  a man  that  hasn’t 
any  more  interest  in  his  profession  when  he  comes 
here  as  a delegate  or  elected  as  a delegate  should 
not  be  so  elected. 

I am  an  old  man.  I was  in  this  Association  be- 
fore my  brother  quit  wearing  knee  breeches.  I am 
the  oldest  member  of  this  Association  present  on 
this  floor  now,  and  I have  been  active  in  its  work 
since  1889. 

(Cries  of  “1885.”) 

SPEAKER  COWDEN : Eighty-six,  hold  on 
. here.  (Laughter.) 

DR.  W.  K.  SHEDDAN:  Whatever  it  was;  add 
as  much  as  you  please.  I have  been  in  the  Amer- 
ican Medical  Association  the  same  length  of  time. 
The  question  of  delegates  to  the  American  Medi- 
cal Association,  back  before  the  so-called  reorgani- 
zation of  it,  the  President  of  the  State  Society 
appointed  the  delegates  to  the  American  Medical 
Association,  and  he  appointed  alternates.  Those 
delegates  transacted,  in  a way,  the  business  of  the 
American  Medical  Association.  There  were  cer- 
tain functions  they  performed,  and  nobody  but 
delegates  voted  in  those  meetings;  and  there  were 
certain  other  matters — ^there  was  no  such  thing 
as  a separate  meeting  of  the  House  of  Delegates, 
but  they  met  in  one  general  body ; but  it  was  under- 
stood that  only  members  of  the  delegates  would 
vote  on  certain  propositions.  That  was  the  rule 
of  the  By-Laws  before  the  so-called  reorganiza- 
tion. 

Now,  as  I said,  I believe  in  living  up  to  the 
written  letter  of  the  Constitution;  if  it  does  not 
suit  us,  amend  it.  But,  as  I said  just  now,  it  is  not 
going  to  hurt  anybody,  and  I have  seen  a lot  of 
things  done  with  this  substitution  of  other  men 
for  delegates.  The  fellow  is  hitched  out  if  he  is 
opposed  to  something.  He  cannot  do  it,  so  they 
will  bring  in  some  fellow  that  has  not  been  hitched 
and  he  can  do  it.  Those  are  the  problems  I have 
seen  in  this  House  of  Delegates — not  once,  but 
almost  every  meeting  there  is  something  of  that 
sort. 

The  county  society  that  selected  me,  if  I have 
enough  interest  and  backbone  to  take  an  interest, 
if  I have  been  elected  as  a delegate  to  attend  these 
meetings,  I must  be  here;  and  those  who  have  been 
elected  to  serve  as  delegates,  let  them  come  here 
or  go  unrepresented.  And  when  you  make  such  a 
tight  and  fast  rule  we  will  have  the  delegates  here, 
or  alternates. 

Here  I am  as  a delegate  of  my  society.  If  I die 
before  I get  off  the  floor  he  is  here  to  take  my 
place.  Gentlemen,  the  American  Medical  Society 
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has  had  that  situation,  and  any  live  society,  and 
any  society  that  has  any  vigor  or  life  in  it,  is 
going  to  do  those  things.  And  these  little  societies 
who  haven’t  enough  men,  let  them  go  unrepre- 
sented. If  they  cannot  put  somebody  here  to  do 
their  work,  don’t  let  them  substitute  some  other 
fellow  to  do  a special  job.  I am  exposed  to  the 
change,  and  I want  to  endorse  the  proposition  to 
stick  to  the  law  as  it  is. 

MEMBER:  A motion  to  seat  the  men  is  now  be- 
fore us.  Your  ruling  is,  according  to  the  laws  gov- 
erning us,  they  cannot  be  seated.  Your  ruling  is 
before  us  and  you  are  right  in  your  ruling. 

SPEAKER  COWDEN : Your  Speaker  is  going 
to  rule  the  motion  out  of  order. 

DR.  L.  L.  SHEDDAN : I appeal  from  the  rul- 
ing of  the  Chair. 

SPEAKER  COWDEN : What  I had  in  my  mind, 
if  you  had  any  recommendation  to  make  to  this 
Credentials  Committee,  you  could  give  it  to  them. 
But  until  this  thing  is  changed,  your  Speaker  is 
going  to  stand  on  the  cold-blooded  facts  right  here. 
(Applause.) 

I now  declare  the  House  adjourned  for  a few 
moments. 

DR.  L.  L.  SHEDDAN : I appeal  from  the  rul- 
ing of  the  Chair. 

(Secretary  Shoulders  assumed  the  Chair.) 

DR.  L.  L.  SHEDDAN : I insist  on  my  motion. 
A county  society  that  is  not  represented,  let  it  go 
to  the  Credentials  Committee.  But  he  even  rules 
them  out  of  going  before  the  Credentials  Commit- 
tee. He  rules  they  cannot  come  in  as  a delegate. 

SPEAKER  COWDEN : I did  not  rule  them  out; 
the  Constitution  and  By-Laws  ruled  them  out. 

DR.  L.  L.  SHEDDAN : And  if  we  can  go  to 
the  Credentials  Committee  and  get  our  seating,  is 
that  all  right?  Will  you  recognize  the  recommen- 
dation of  the  Credentials  Committee?  Will  you 
recognize  the  rulings  of  the  Credentials  Commit- 
tee? 

SPEAKER  COWDEN : If  it  is  in  accordance 
with  the  By-Laws  and  Constitution,  I will. 

DR.  L.  L.  SHEDDAN:  We  may  just  as  well 
appeal  from  the  ruling  of  the  Chair  now. 

DR.  JELKS,  Memphis:  Mr.  Chairman,  I under- 
stand this  is  constitutional  law,  just  as  much  as 
we  have  a prohibition  law.  (Laughter.)  If  you 
want  a law  enforced,  enforce  it.  If  you  want  it 
repealed,  enforce  the  law.  If  you  think  it  is  a 
bad  law,  anyone  does  not  like  it,  repeal  it.  But  as 
long  as  it  is  a law,  gentlemen,  let  us  stick  to  the 
law. 

DR.  SHEDDAN : As  I understand  it,  the  Cre- 
dentials Committee  has  a right  to  seat  delegates 
in  any  organization  and  the  Chair  cannot  overrule 
the  ruling  of  the  Credentials  Committee.  And  it  is 
a committee  in  which  certain  things  go.  It  is  not 
up  to  the  Chairman  to  overrule  the  Credentials 
Committee. 

DR.  JELKS,  Memphis;  Is  that  an  arbitrary 
procedure? 


DR.  L.  L.  SHEDDAN : Never  saw  it  done  any- 
where else.  In  the  American  Medical  Association 
we  have  the  Credentials  Committee,  who  look  over 
the  credentials  and  decide  on  the  credentials  of  any 
man  to  be  a member  of  the  House  of  Delegates; 
and  when  the  Credentials  Committee  reports,  that 
is  the  final  action  on  it  unless  there  is  a protest, 
as  there  is  in  the  Hamilton  County  delegation  here 
today. 

DR.  SAVAGE,  Nashville:  Mr.  Speaker,  the 
motion  is  not  seconded,  that  we  appeal  from  your 
decision.  If  so,  I have  not  heard  it. 

MEMBER:  There  is  nothing  before  the  House, 
so  you  will  stand  adjourned — I will  declare  the 
House  adjourned  for  ten  minutes,  and  you  can 
submit  your  credentials  to  the  Credentials  Com- 
mittee. 

DR.  L.  L.  SHEDDAN : I want  to  offer  an 
amendment  to  the  By-Laws.  I will  submit  it  in 
writing,  to  recognize  any  man  from  his  county 
society  who  is  not  otherwise  represented,  and  I 
will  present  that,  to  lie  over,  until  tomorrow  morn- 
ing, and  I want  to  put  it  in  writing,  that  any  man 
from  his  county  society,  if  the  regular  representa- 
tive is  not  here,  that  any  member  from  his  society 
can  be  seated  by  the  Credentials  Committee.  I 
want  to  offer  that  amendment  to  the  Credentials 
Committee. 

SPEAKER  COWDEN:  Your  Speaker  rules  the 
men  who  have  been  selected  according  to  the  Con- 
stitution and  By-Laws  as  delegates  will  be  the  only 
ones  that  can  enter  into  the  proceejiings  this  after- 
noon. Those  that  have  not  been  accredited  cannot 
enter  in. 

(Adjourned  for  one  hour.) 

SPEAKER  COWDEN : We  will  now  have  the 
report  of  the  Credentials  Committee. 

DR.  BREWER:  The  Credentials  Committee 
have  voted  to  seat  all  those  delegates  sent  in  ac- 
cording to , the  By-Laws.  Hamilton  County  dele- 
gates were  seated  as  shown  by  credentials  sent  in. 

SPEAKER  COWDEN : What  shall  we  do  with 
the  report? 

DR.  W.  K.  SHEDDAN : I move  the  report  of 
the  Credentials  Comm.ittee  be  accepted  and  filed. 

(Seconded.) 

CHAIRMAN  COWDEN:  You  have  heard  the 
motion  and  its  second.  Are  you  ready  for  the 
question?  (Question  called.)  All  in  favor  say 
“Aye.”  Contrary  “No.”  The  “Ayes”  have  it 
unanimously. 

The  next  order  of  business  is  the  reading  of  the 
minutes  of  the  last  meeting,  which  is  ordinarily 
dispensed  with,  unless  somebody  makes  objection. 

DR.  SHEDDAN : Mr.  Speaker,  I move  that  be 
dispensed  with,  as  the  minutes  were  published  in 
the  Journal.  I move  they  be  approved  as  published. 

(Seconded.) 

CHAIRMAN  COWDEN : It  has  been  moved 
and  seconded  the  minutes  of  the  last  meeting  of 
the  House  of  Delegates  be  dispensed  with  and  that 
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they  be  approved  as  published  in  the  Journal.  Are 
you  ready  for  the  question?  (Question  called.) 
All  in  favor  say  “Aye,”  contrary  “No.”  It  is  car- 
ried and  so  ordered. 

I want  to  declare  a recess  of  five  minutes  for 
the  different  sections  of  the  state  to  elect  their 
nominating  committees.  East,  West  and  Middle 
Tennessee. 

DR.  W.  K.  SHEDDAN:  I move  we  adjourn  ten 
minutes,  and  that  the  different  sections  meet  in 
different  places  and  select  their  nominating  com- 
mittees. 

(The  motion  was  duly  seconded,  put  and  car- 
ried. Ten-minute  recess.) 

SPEAKER  COWDEN : We  will  now  hear  the 
report  from  East  Tennessee. 

DR.  SHEDDAN : East  Tennessee  offers  to  the 
members  of  the  Nominating  Committee  Dr.  W.  P. 
Wood,  Dr.  McIntosh,  Dr.  K.  A.  Bryan,  as  mem- 
bers of  the  Nominating  Committee. 

SPEAKER  COWDEN : Middle  Tennessee. 

DR.  : Mr.  Speaker, . Middle  Tennessee 

offers  the  names  of  Dr.  Hamilton,  Dr.  Sheddan 
and  Dr.  Dan  German. 

SPEAKER  COWDEN:  West  Tennessee. 

DR.  : Dr.  Hopper  of  Alamo,  Dr.  Brewer 

and  Dr.  F.  B.  Edwards. 

DR.  W.  K.  SHEDDAN:  Mr.  Speaker,  I would 
like  to  ask  the  members  of  the  different  divisions 
of  the  state  that  have  been  selected  on  the  Nomi- 
nating Committee  to  meet  somewhere  at  once  and 
organize  the  committee. 

SPEAKER  COWDEN:  We  will  meet  after  ad- 
journment, Doctor;  it  will  take  some  of  you  away. 

We  will  now  hear  the  report  of  our  Secretary. 

SECRETARY  SHOULDERS:  Mr.  Speaker,  I 
have  the  honor  to  submit  herewith  a report  of  the 
activities  of  the  headquarters  office  for  the  years 
1928  and  1929: 

REPORT  OF  THE  SECRETARY-EDITOR 

I have  the  honor  to  submit  herewith  a report  of 
the  activities  of  the  headquarters’  office  for  the 
years  1928-1929. 

Journal 

Twelve  issues  of  the  journal  have  been  mailed. 
They  have  been  mailed  with  slight  exception  on 
the  scheduled  dates.  Each  issue  has  carried  its 
sixty-four  pages.  It  is  our  feeling  that  its  read- 
ing matter  is  unexcelled  by  that  of  any  other  state 
journal  of  similar  size.  It  is  a better  journal,  in 
fact,  than  most  state  journals  of  similar  size.  A 
Wide  variety  of  subjects  have  been  touched  upon. 

The  abstracting  department  is  especially  worthy 
of  comment.  We  have  carried  an  average  of  about 
twelve  abstracts  in  each  issue  of  the  Journal. 
These  abstracts  cover  the  field  of  medicine  very 
broadly.  The  articles  abstracted  usually  appear 
in  special  journals  which  a large  majority  of  our 
members  do  not  take. 


We  have  not  experienced  a shortage  of  material 
for  publication.  Our  problem  has  been  that  of 
finding  space  for  material  submitted  for  publica- 
tion. We  have  had  to  reject  excellent  articles  on 
account  of  lack  of  space.  We  now  have  an  ac- 
cumulation of  about  forty  manuscripts  we  have 
not  yet  been  able  to  publish. 

Our  advertising  has  increased  slightly  in  vol- 
ume. We  have  two  classes  of  advertising — one 
known  as  local,  which  does  not  come  through  any 
advertising  bureau;  the  other,  classed  as  general, 
comes  through  the  American  Medical  Association 
Bureau.  The  advertising  classed  as  local  has  in- 
creased slightly  in  volume.  The  advertising  from 
the  Bureau  decreased  slightly  last  year. 

We  do  not  carry  quite  the  number  of  pages  of 
advertising  that  some  state  journals  of  sixty-four 
pages  carry.  When  the  volume  is  increased  beyond 
the  number  of  pages  we  carry,  the  magazine  looks 
more  like  an  advertising  magazine  than  a medical 
magazine. 

We  average  about  twenty-four  pages  of  adver- 
tising and  forty  pages  of  reading  matter.  This 
is  a little  more  than  33  1-3  per  cent  of  the  si)ace 
devoted  to  advertising — some  journals  run  as  high 
as  40  per  cent  advertising. 

We  have  carried  no  advertising  that  does  not 
bear  the  approval  of  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Association. 
We  could  increase  our  advertising  income  consid- 
erably if  we  were  to  accept  all  the  advertising 
matter  that  is  offered.  The  committee  on  advertis- 
ing has  been  scrupulous  in  this  regard. 

During  the  year  the  thought  occurred  to  us  that 
we  might  run  what  is  known  as  a directory  in  the 
Journal.  Some  correspondence  with  the  larger 
societies  of  the  state  was  carried  on.  The  sug- 
gestion did  not  meet  with  enthusiastic  response. 
Some  sample  pages  from  the  Indiana  Journal  are 
herewith  submitted  to  show  just  what  was  in- 
tended. It  was  our  idea  to  increase  the  size  of  the 
Journal  proportional  to  the  number  of  pages  of 
such  cards  run  and  thus  get  out  a large  Journal. 
We  were  not  unmindful  of  the  fact  that  this  ef- 
fort was  made  some  eigtheen  years  ago  in  order 
tc  carry  the  Journal  over  a period  of  financial 
stress.  It  did  not  meet  with  success  eighteen  years 
ago,  but  it  must  be  borne  in  mind  that  there  were 
not  so  many  specialists  eighteen  years  ago  as  there 
are  today.  We  were  not  thinking  of  revenue  only. 
We  were  thinking  of  revenue  increase  as  a means 
of  increasing  the  size  and  scope  of  the  Journal. 

I will  show  you  a copy  of  the  Michigan  Journal, 
which  is  one  of  the  very  good  state  journals,  and 
you  will  see  the  subscription  price  is  $5.00  per 
year.  The  subscription  price  of  the  Tennessee 
Journal  is  $2.00  per  year. 

The  matter  of  running  a directory  was  presented 
to  the  Board  of  Trustees  at  the  last  meeting  in 
February  and  it  was  endorsed  unanimously  by  the 
Board. 
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We  have  not  attempted  any  campaign  on  this 
matter,  but  would  like  to  have  some  action  taken 
by  this  House. 

I will  state  that  there  can  be  no  objection  to  it 
on  ethical  grounds,  as  no  statement  will  be  run 
other  than  that  which  is  permitted  under  the  code 
of  ethics. 

Organization 

We  closed  our  books  on  membership  for  the  year 
1928  with  1,662  enrolled.  This  was  an  increase  of 
40  members  over  1927. 

The  House  of  Delegates  voted  last  year  to  split 
the  Tri-County  Society  composed  of  Sullivan-John- 
son-Carter  Counties  into  two  societies  and  to  issue 
a charter  to  Carter  County  separately.  This  in- 
creased the  number  of  societies  by  one  but  did  not 
affect  the  number  of  counties  organized. 

During  the  year  in  the  Ninth  District,  under  the 
leadership  of  the  Councilor,  Dr.  E.  H.  Baird,  the 
County  of  Crockett  wished  to  surrender  its  char- 
ter and  be  allowed  to  divide  membership  between 
Dyer  and  Madison  Counties.  This  was  recom- 
mended by  Dr.  Baird. 

Other  combinations  for  programs  only  are  tak- 
ing place  throughout  the  state.  A particular  in- 
stance of  this  is  Fentress,  Putnam,  Pickett  and 
Overton  Counties. 

At  the  present  time  there  are  seventeen  coun- 
ties unorganized.  There  are  seventy-eight  coun- 
ties organized  either  separately,  or  in  combination. 
The  number  of  combinations  has  gradually  in- 
creased. 

The  unorganized  counties  are  as  follows: 

Benton,  Stewart,  Houston,  Cannon,  DeKalb, 
Trousdale,  Clay,  Pickett,  Fentress,  Van  Buren, 
Bledsoe,  Sequatchie,  Grundy,  Meigs,  Grainger, 
Unicoi,  Moore. 

In  the  unorganized  counties  there  are,  according 
to  our  census,  99  doctors.  Of  this  number,  25  are 
members  of  adjacent  county  societies,  leaving  only 
74  doctors  non-members  in  the  seventeen  unor- 
ganized counties. 

Our  investigation  has  convinced  us  that  a sepa- 
rate organization  in  these  counties  would  be  futile. 
Correspondence  was  carried  on  with  the  Coun- 
cilors throughout  the  state  with  a view  of  organ- 
izing a conference  of  officers  of  county  societies 
with  a scientific  program  at  the  same  time  in  each 
of  the  ten  Councilor  districts  in  the  state.  This 
suggestion  did  not  meet  with  favor  and  the  idea 
was  abandoned.  It  was  our  idea  that  plans  might 
be  developed  that  would  bring  the  few  remaining 
doctors  in  the  state  who  are  eligible  to  membership 
into  organized  medicine  and  to  effect  the  combina- 
tion of  weak,  unorganized  counties  with  organized 
ones. 

From  our  information,  based  on  direct  corre- 
spondence and  correspondence  with  officers  of 
county  societies,  we  arrive  at  the  conclusion  that 
we  could  not  hope  to  increase  the  number  in  the 
State  Society  by  more  than  100  by  any  sort  of 


effort.  This  is  purely  an  estimate.  Probably  Ham- 
ilton County  has  more  doctors  outside  of  organized 
medicine  practicing  within  its  borders  than  any 
other  county  in  the  state. 

Combinations 

From  observation  made  during  the  first  year  of 
my  incumbency,  I formed  the  conclusion  that,  in 
order  to  make  our  organization  more  effective,  it 
would  be  necessary  to  combine  smaller  counties 
with  larger  ones  in  order  to  increase  the  size  of 
each  organization. 

Observations  during  the  past  year  have  con- 
vinced me  more  fully  of  the  accuracy  of  the  for- 
mer observation.  For  example,  the  five-county 
organization  composed  of  Hardin,  Lawrence,  Lewis, 
Perry  and  Wayne  Counties  was  perfected  in  1927. 
A report  from  that  society  for  the  year  1928  is  as 
follows : 


Number  of  doctors  in  the  five  counties  32 

Number  in  the  Society  25 

Number  eligible  but  not  members...  6 

Number  of  meetings  last  year  11 

Average  number  in  attendance  16 

Number  of  scientific  papers  read  ....  44 


I would  like  to  compare  these  figures  with  the 
figures  for  a very  excellent  single  county  society. 
I choose  the  county  in  which  the  President,  Dr. 
K.  S.  Hewlett,  resides,  and  of  which  society  he  is 
the  Secretary,  and  a most  excellent  one. 


Number^of  doctors  in  the  county 11 

Number  in  the  Society  9 

Number  of  meetings  last  year  5 

Average  number  in  attendance  last  year  7 
Number  of  scientific  papers  read  ....  5 


It  will  be  noted  from  a scientific  standpoint  there 
is  slight  comparison  in  the  activities  of  the  two 
societies.  The  five-county  society  had  44  papers 
and  Williamson  County  had  five  papers  last  year. 

It  should  be  stated  that  this  is  not  a criticism  of 
Williamson  County — it  is  simply  an  argument  in 
favor  of  the  combination  of  smaller  counties  into 
one  larger  unit.  Such  combinations  have  not 
failed  in  a single  instance  to  improve  in  every  re- 
spect the  condition  and  activities  of  organized 
medicine  in  the  territories  affected. 

I would  say,  further,  that  our  office  has  at- 
tempted to  encourage  the  combination  of  societies 
for  scientific  purposes  without  encouraging  them  to 
surrender  their  individual  charters.  Considerable 
progress  has  been  made  in  this  respect. 

Finances 

A report  of  the  audit  made  as  of  March  31, 
1929,  which  is  incorporated  in  the  Treasurer’s  re- 
port, will  give  you  an  itemized  statement  of  re- 
ceipts and  disbursements,  together  with  a sum- 
mary of  the  assets  of  the  Association  as  of  that 
date. 
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Since  all  this  money  is  first  received  by  the  Sec- 
retary and  much  paid  out  on  his  endorsement  it  is 
appropriate  that  I discuss  the  financial  affairs  of 
the  Association  to  some  extent.  Before  entering 
into  such  discussion,  however,  I will  state  that  it  is 
practically  • impossible  to  make  an  accurate  com- 
parison with  the  finances  one  year  with  another 
under  existing  conditions  for  the  following  reasons : 

1.  The  membership  year  in  the  Association  cor- 
responds to  the  calendar  year. 

2.  The  Journal  year  is  from  May  to  April,  in- 
clusive. 

3.  The  fiscal  year  is  from  April  1 to  March  31, 
inclusive,  thus  making  three  years  ending  on  a 
different  date.  This  affects  the  appearance  of  the 
books  in  the  following  way.  For  instance,  in  1927 
I collected  dues  from  members  for  the  year  1927 
as  late  as  September  and  October.  I collected  dues 
for  the  year  1928  from  these  same  members  dur- 
ing the  months  of  January,  February  and  March. 
In  this  manner  dues  for  two  separate  membership 
years  were  paid  within  the  same  fiscal  year. 

The  Board  of  Trustees  at  the  last  meeting  voted 
that  such  change  be  made  that  the  membership 
year,  the  fiscal  year  and  the  Journal  year  would 
correspond  to  the  calendar  year.  The  Secretary 
would  ask  that  this  action  of  the  Board  of  Trus- 
tees be  ratified  by  this  House,  then  the  audit  for 
the  previous  calendar  year,  together  with  an  audit 
for  the  first  quarter  of  the  current  year,  would  be 
presented  at  each  meeting  of  the  Association, 

Auditor’s  Report 

It  will  be  observed  that  the  auditor’s  report 
shows  disbursements  exceed  receipts  by  8117.04. 
This  might  be  misleading  without  an  explanatory 
statement.  The  following  items  of  expense  ac- 
count for  much  more  than  this,  namely: 

The  expense  of  a Councilor’s  meeting  held  in 
1927,  the  payment  of  which  was  authorized  by  the 
House  of  Delegates  in  1928,  amounting  to  $133.89. 

The  printing  and  circulating  of  the  Constitution 
and  By-Laws,  which  was  directed  by  the  last  House 
of  Delegates,  amounting  to  over  $200.00. 

The  expense  of  preparing,  printing  and  circu- 
lating a census,  amounting  to  $337.89. 

It  will  be  noted  that  none  of  these  expenses  have 
to  do  directly  with  the  running  of  the  office,  ex- 
cepting the  census,  and  the  item  above  referred  to 
merely  covers  the  cost  of  printing  and  some  extra 
clerical  help.  It  does  not  cover  the  cost  of  col- 
lecting data.  It  covers  the  cost  of  a large  num- 
ber of  extra  copies  kept  on  hand  for  sale  during 
the  coming  two  years. 

We  now  have  a census  for  the  state  .that  is 
more  accurate  and  more  complete  than  the  Amer- 
ican Medical  Association  directory  and  the  doc- 
tors are  distributed  according  to  counties  which 
makes  it  serve  a very  practical  purpose  in  the 
administration  of  our  office. 


Another  item  of  considerable  importance  is  this 
— that  a smaller  number  of  doctors  had  paid  dues 
on  March  31,  than  had  paid  dues  the  same  date 
last  year.  A considerable  sum  has  come  in  since 
March  31,  but  could  not  be  included  in  this  audit. 

I would  also  state  that  we  have  advertising  ac- 
counts, which  we  regard  as  collectible,  in  the 
amount  of  $648.25,  so  that  it  will  be  seen  when 
these  items,  together  with  some  others  that  might 
be  mentioned,  are  added,  we  have  operated  the 
year  with  a reasonable  balance. 

I would  add,  however,  that  it  is  not  the  policy 
of  our  office  to  make  it  a definite  point  to  operate 
at  a profit.  It  is  our  policy  to  operate  to  the  best 
interest  of  the  organization,  even  if  the  expendi- 
ture of  the  entire  income  of  the  Association  is  made 
in  such  effort. 

The  Board  of  Trustees  about  two  years  ago  ap- 
proved a budget  of  $900.00  with  which  to  operate 
the  office.  The  budget  covers  all  salaries,  rent, 
telephone,  the  printing  of  the  Journal,  postage, 
etc.  Our  office  has  operated  within  that  budget. 

I would  further  call  attention  to  the  fact  that 
the  Journal,  when  figured  separately  on  the  same 
basis  as  calculations  were  made  prior  to  our  in- 
cumbency, operated  at  a profit  of  $1,519.84,  com- 
pared to  a deficit  of  $1,204.24  for  the  year  ending 
March  31,  1929. 

I would  not  tax  you  further  with  figures,  as  the 
auditor’s  report  is  available  for  inspection,  but  I 
would  submit  the  following  observations: 

The  dues  for  members  in  Tennessee  are  $4.00 
per  year.  There  are  only  three  other  states  in  the 
Union  with  dues  this  low.  All  the  others  have  larger 
dues  and  some  amount  to  $25.00  per  year.  This 
is  not  a recommendation  that  dues  be  increased  at 
all.  It  is  a reminder  to  you  that  the  organization 
is  operated  at  less  cost  to  members  than  most 
other  organizations  and,  in  our  humble  judgment, 
it  is  operated  about  as  effectively  as  most  organi- 
zations in  other  states. 

The  Association  cannot  expect  to  increase  its 
revenue  from  members  much  beyond  the  present 
figure.  It  cannot  hope  to  increase  its  revenue  from 
advertising  without  increasing  the  number  of  pages 
of  advertising,  which  is  not  compatible  with  the 
present  size  of  the  Journal.  This,  of  course,  would 
involve  a corresponding  increase  in  the  expense 
of  publication,  so,  notwithstanding  a numbr  of 
extra  expenditures  during  the  previous  year,  we 
close  the  year  with  a balance  on  hand  as  follows: 


Investment  in  first  mortgage  lien 

notes  $12,000.00 

Balance  in  bank,  inclusive  of 

Defense  Fund 7,976.10 


Total  $19,976.10 

Inclusive  of  Defense  Fund, 
which  amounts  to $2,690.00 
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Your  Secretary  attended  a Conference  of  Sec- 
retaries in  Chicago,  in  November,  1928,  and  was 
asked  to  read  a paper  on  the  subject,  “Organiz- 
ing for  Efficiency.”  This  paper  was  read  and  pub- 
lished in  the  January  issue  of  the  Bulletin. 

I would  not  close  this  report  without  acknowl- 
edging the  hearty  co-operation  of  all  officers  and 
members  of  the  Association  in  the  conduct  of  its 
affairs. 

Your  Board  of  Trustees  have  kept  a watchful 
eye  on  its  activities.  Insofar  as  I know,  there  has 
been  no  serious  criticism  of  the  editorial  policies 
of  the  Journal,  nor  has  there  been  any  criticism 
of  any  advertisement  accepted — not  even  from  the 
American  Medical  Association,  who  check  the  ad- 
vertising in  every  Journal.  Our  relationship  with 
the  Bureau  of  the  A.M.A.  is  satisfactory. 

Respectfully  submitted, 

H.  H.  Shoulders,  M.D. 

Secretary-Editor. 

SPEAKER  COWDEN:  You  have  the  report 
of  the  Secretary.  What  shall  we  do  with  it? 

DR.  W.  K.  SHEDDAN : Mr.  Speaker,  I move 
you  it  be  received  and  adopted.  I think  it  was  a 
most  excellent  report  and  covers  almost  every 
phase  of  the  work.  Dr.  Shoulders  has  been  Sec- 
retary of  this  Society  for  two  years.  The  Jour- 
nal of  the  Tennessee  State  Medical  Society  today — 
I do  not  care  what  he  says  about  the  cost  of  it — 
is  better  than  90  per  cent  of  them.  I take  the  other 
state  journals  myself.  I used  to  be  ashamed  of 
them;  but  I say  the  State  Journal  of  Tennessee 
is  as  good  as  the  State  Journal  of  Ohio,  Illinois, 
or  any  other,  including  Massachusetts. 

(Duly  seconded,  put  and  carried  unanimously.) 

SECRETARY  SHOULDERS:  Mr.  Speaker,  in 
order  that  the  House  may  act  specifically,  I have 
here  the  Indiana  Journal.  Indiana’s  Journal  is 
classed  as  one  of  the  “A”  class  journals  by  the 
A.M.A.,  and  here  is  the  type  of  thing  that  direc- 
tory looks  like  it.  I will  circulate  a few  of  these 
copies  so  you  can  know  what  it  is  about.  Here  is 
the  Journal  of  the  Michigan  Association,  which  is 
five  dollars  per  year.  It  is  slightly  larger  than 
ours.  So,  if  you  care  to  act  on  that  matter, 
whether  endorsing  it  or  rejecting  it,  you  can  do  so 
understanding^. 

Question:  What  is  the  specific  thing  to  act  on. 
Doctor? 

SECRETARY  SHOULDERS:  Whether  it  is 
a good  thing  to  run  such  a directory  as  that. 

QUESTION:  Doctor,  at  how  much  a card? 

SECRETARY  SHOULDERS : According  to  the 
space  occupied,  as  you  would  figure  any  other  ad- 
vertising— ^the  amount  of  space  per  year. 

QUESTION : How  much  will  it  add  to  our  over- 
head, Doctor? 

DR.  JELKS:  Will  you  please  state  why  this 
matter  was  brought  before  the  trustees  for  action? 

SECRETARY  SHOULDERS:  As  I stated  in 
the  report,  we  run  sixty-four  pages;  that  is  our 


contract,  which  determines  the  size  of  our  Journal. 
We  run  twenty-four  pages,  on  the  average,  of  ad- 
vertising. You  cannot  run  more  than  twenty-four 
pages  of  advertising  in  a sixty-four-page  journal 
without  making  it  look  very  much  like  an  advertis- 
ing magazine.  If  you  increase  the  amount  of  ad- 
vertising, you  must  increase  the  number  of  pages. 
Now,  the  Federal  Government  has  a regulation — 
I have  forgotten  the  figure,  but  it  is  something 
above  50  per  cent  of  space  devoted  to  advertising 
matter  that  is  permitted.  When  a journal  runs 
more  than  that  they  do  not  go  at  magazine  rates 
through  the  mail.  I think  that  figure  is  near  50 
per  cent  of  the  space. 

Now,  this  would  be  of  equal  value  to  the  doctor, 
and  increase  the  pages  of  advertising,  and  thus 
automatically  increase  the  size  of  the  Journal  so 
as  to  permit  the  publication  of  more  scientific  mat- 
ter. That  was  the  primary  idea  that  prompted  me 
in  taking  it  up.  But,  of  course,  it  is  purely  a 
matter  of  indifference  whether  you  approve  it  or 
disapprove.  And  there  is  a sample.  Indiana  is 
almost  a model,  and  that  is  what  is  run  there. 

DR.  WOOD,  Knoxville:  Mr.  Speaker,  in  order 
to  bring  this  before  the  House,  I would  like  to  say, 
so  far  as  I personally  can  see,  there  can  be  no 
objection  on  the  part  of  the  Secretary  running 
these  pages  for  card  index.  It  would  be  a help  not 
only  to  the  Journal  but  also  would  be  a help  to  the 
physicians,  because  not  every  physician  knows  who 
is  in  a certain  line  in  the  different  towns  over  the 
state.  Frequently  patients  going  from  one  point 
of  the  state  to  the  other,  traveling  through,  re- 
moving residence — that  a man  will  wish  to  know 
someone  to  whom  he  might  send  those  patients. 
Now,  this  card  index  will  be  more  to  the  advantage 
to  the  men  who  are  specializing,  but  more  and 
more  are  the  men  specializing  in  the  larger  towns. 
I personally  can  see  no  objection  to  the  thing  for 
the  sake  of  the  Journal,  for  its  income  and  the 
help  it  may  give  some  of  the  men.  And  in  order 
to  get  it  before  the  House,  I move  the  House  go 
on  record  as  approving  the  initiation  of  that. 

DR.  W.  K.  SHEDDAN : And  instruct  the  Edi- 
tor to  act  on  his  own  judgment? 

DR.  WOOD:  Yes. 

DR.  W.  K.  SHEDDAN : I want  to  second  that 
motion,  Mr.  Chairman.  I think  there  is  nothing 
wrong  in  this  type  of  advertising.  In  other  words, 
it  is  not  an  advertisement  at  all  in  the  sense  of 
being  an  advertisement;  simply  a notice  of  the 
men  engaged  in  these  various  branches  of  the 
work  in  various  sections,  and  there  is  no  attempt 
at  display  or  anything  of  that  sort;  simply  a mild 
business  notice,  and  I believe  it  will  improve  very 
much  the  character  of  the  Journal  and  not  only 
be  a benefit  to  the  Journal  but  a benefit  to  the 
profession — possibly  more  to  the  specialists  in 
towns  and  cities  more  than  to  the  general  average 
practitioner.  But  I am  not  here  to  knock  special- 
ists, I am  not  here  to  complain  of  anything  that 
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benefits  anybody  here.  I heartily  endorse  Dr. 
Wood’s  motion  and  second  the  motion,  that  the 
Editor  be  authorized  to  establish  it  according  to 
his  ideas. 

(The  motion  was  duly  put  and  carried  unani- 
mously.) 

SPEAKER  COWDEN:  We  will  now  hear  the 
report  of  the  Treasurer,  Dr.  Manier. 

DR.  MANIER,  Nashville:  Mr.  Speaker  and 
members  of  the  House  of  Delegates,  Dr.  Shoulders 
has  covered  in  his  reports  the  summary  of  the 
financial  activities  of  this  body  during  the  last 
year,  but  I have  here  to  read  to  you  the  audit  made 
by  the  certified  accountants,  George  M.  S'peers  and 
Company,  of  Nashville.  It  is  quite  voluminous  and 
rather  lengthy;  so,  with  your  permission,  I am  go- 
ing to  file  it  with  the  Secretary  as  record  of  the 
financial  transactions  of  this  Association,  and  sug- 
gest a committee  be  appointed  to  audit  the  report. 

REPORT  OF  AUDIT  FOR  YEAR  ENDED 
MARCH  31,  1929 

To  the  Chairman  and  Board  of  Trustees, 
Tennessee  State  Medical  Association, 

Nashville,  Tennessee. 

Dear  Sirs: 

Pursuant  to  engagement,  we  have  made  an  audit 
of  the  Cash  Receipts  and  Disbursements  and  a 
partial  examination  of  the  Advertising  Contracts 
of  the  Tennessee  State  Medical  Association  for 
the  year  ended  March  31,  1929.  The  report  of  our 
examination  is  presented  herewith  supported  by 
the  following  designated  exhibits  and  schedules: 

Exhibit  “A” — Statement  of  Receipts  and  Dis- 
bursements for  the  year  ended  March  31,  1929. 

Exhibit  “B” — Statement  of  Medical  Journal  Re- 
ceipts and  Disbursements  for  the  Year  Ended 
March  31,  1929. 

Exhibit  “C” — Advertising  Contracts  Receivable 
as  at  March  31,  1929. 

S'chedule  A-1 — Statement  of  Receipts  by  months 
for  the  year  ended  March  31,  1929. 

Schedule  A-2— -Statement  of  Medical  Defense 
Fund  for  the  year  ended  March  31,  1929. 

Schedule  A-3 — Bank  Reconciliation — American 
Trust  Company. 

Comments  on  Audit 

Cash 

Receipts  of  cash  appearing  on  the  Receipts 
Register  were  traced  into  the  bank,  and  reconcilia- 
tion was  effected  with  the  balance  on  deposit  with 
the  American  Trust  Company,  Nashville,  Tennes- 
see, as  shown  on  Schedule  A-3.  The  amount  on 
deposit  and  in  transit  was  $7,976.10. 

Cancelled  checks  were  examined  as  to  signa- 
tures and  endorsements.  The  amounts  of  the 
checks  were  compared  with  the  entries  in  the  Reg- 
ister and  were  found  to  be  in  agreement  therewith 
and  with  paid  invoices  on  file. 

Investments,  $12,000.00 

The  Association  owned  on  March  31,  1929,  the 
following  6 per  cent  first  mortgage  real  estate 
notes : 

No.  Maker  Date  Due  Amount 

3911  S.  H.  Dillard  and  wife 6-1-26  6-1-29  $2,500  00 

5733R  Harry  H.  Crossfield  and  wife  8-1-28  8-1-31  2,000.00 

5857  T.  J.  Haile,  Jr.,  and  wife...  9-1-28  9-1-31  5,000.00 

5876  H.  P.  Murrey  and  wife....  9-1-28  9-1-31  2,500.00 


The  above  listed  notes  were  inspected  at  the 
American  Trust  Company,  Nashville,  Tennessee, 
on  April  5,  1929,  where  they  are  deposited  for  safe 
keeping. 

Note  No.  3911  matures  June  1,  1929,  and  ar- 
rangement should  be  made  to  procure  another  in- 
vestment to  replace  this  by  the  maturity  date.  The 
last  two  listed  notes  were  acquired  during  the  year 
by  exchange  for  other  notes  previously  owned 
which  matured,  while  Note  No.  5733R  represents 
a new  purchase. 

Receipts  and  Disbursements 

The  following  tabulation  shows  in  summary  form 
Receipts  and  Disbursements  for  the  year  ended 
March  31,  1929. 

General  Medical 
Combined  Fund  Defense 

Total  Receipts,  ordinary $14,166.72  $11,895.97  $2,270.75 

Total  Disbursements,  ordinary. . 13,782.08  11,979.18  1,802.90 


Increase,  or  (Decrease),  in 

funds,  ordinary  $ 384.64  $ (83.21)  $ 467.85- 

Add— 

Two  dividend  checks  of  15  per 
cent  each  received  in  par- 
tial liquidation  of  Medical 
Defense  Funds  on  deposit  at 
Peoples  Savings  Bank,  Jack- 
son,  Tenn.,  at  date  of 

failure  480.82  480.82' 


$ 865.56  $ (83.21)  $ 948.67 

Deduct — 

Net  amount  of  principal  and 
accrued  interest  on  invest- 
ments acquired  during  year 
in  excess  of  amount  received 

on  investments  matured....  1,533.83  1,533.83  - 


♦Increase,  or  (Decrease)  in 

Cash  Balance  (668.37)  (1,617.04)  948.67 

♦Represened  by : 

Cash  3-31-28  $ 8,644.47  $ 6,903.14  $1,741.33. 

Cash  3-31-29  7,976.10  5,286.10  2,690.00' 


Increase,  or  (Decrease)  in 

bash  Balance  (668.37)  (1,617.04)  948.67 

The  above  tabulation  relates  to  Cash  only.  As- 
a comparative  basis  for  liquid  assets  in  both  the 
General  Fund  and  the  Medical  Defense  Fund  as  at 
the  beginning  and  end  of  the  year,  the  following 
is  presented. 

General  Medical 
Combined  Fund  Defense 

Cash  3-31-29  $ 7,976.10  S 5,286.10  $2,690.00 

Investment — 6 per  cent  First 

Notes,  3-31-29  12,000.00  12,000,00  

Totals,  Cash  and  Invest- 


merits,  3-31-29 

$19,976.10 

$17,286.10 

$2,690.00 

Cash  3-31-28  

$ 8,644.47 

$ 6,903.14 

$1,741.33 

Investment — 6 per 

cent 

First 

Mortgage  Notes, 

3-31-28 

10,500.00 

10,000.00 

Totals  

$19,144.47 

$17,403.14 

$1,741.33 

Increase  or  (Decrease)  Funds..  831.63  (117.04)  948.67 


Note — No  portion  of  administration  expenses  are  charged 
against  Medical  Defense  Receipts. 

Advertising  Accounts,  $648,25 

Accounts  Receivable  for  advertising  are  listed 
on  Exhibit  “C,”  past  due  accounts  being  so  indi- 
cated on  the  exhibit. 

General 

During  the  year  ended  March  31,  1928,  there  was 
received  a 10  per  cent  dividend  check  amounting 
to  $160.27  as  partial  liquidation  of  the  Medical 
Defense  Fund  on  deposit  at  the  Peoples  Savings 
Bank,  Jackson,  Tennessee,  at  the  date  of  its  fail- 
ure. During  the  year  ended  March  31,  1929,  there 
were  received  two  dividend  checks  of  15  per  cent 
each,  totaling  $480.82.  The  Association  has, 
therefore,  recovered  to  the  present  time  $641.09, 


Total 


$12,000.00 
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or  40  per  cent  of  the  total  on  deposit  in  the  above 
named  bank  at  the  time  of  its  failure. 

The  fidelity  bond  of  |10,000.00  on  the  Treasurer, 
Dr.  J.  0.  Manier,  was  inspected.  It  was  renewed 
during  the  period  for  one  year,  commencing  Feb- 
ruary 15,  1929. 

A fire  insurance  policy  on  office  furniture  and 
fixtures  in  the  amount  of  §500.00  was  examined. 
This  policy  will  expire  July  20,  1930,  the  premium 
having  been  previously  paid  to  the  expiration  date. 

Salaries  paid  the  members  of  the  Association 
staff  are: 


Dr.  H.  H.  Shoulders,  Secy. -Editor $125.00  per  month 

Dr.  W.  M.  Hardy,  Asst.  Secy.-Editor 200.00  per  month 

Dr.  J.  O.  Manier,  Treasurer 100.00  per  month 

M^ss  Willard  Batey,  Bookkeeper 125.00  per  month 


As  at  March  31,  1929,  there  was  owing  to  Dr. 
H.  H.  Shoulders  §62.50,  representing  salary  for 
the  last  half  of  March,  1929.  All  other  salaries 
were  paid  in  full  for  the  entire  year  ended  March 
31,  1929. 

Unpaid  invoices,  as  at  March  31,  1929,  totaled 
§388.74.  All  these  invoices  are  of  a current  na- 
ture and  are  composed  of  the  following: 

Creditor  Item  Amount 

Williams  Printing  Co.  ...March  Journal  $251.74 

Central  Press  Clipping 

Service  March  Service  3.00 

McEwen’s  Laundry  March  Towel  Service  1.00 

Miss  Grace  Dawson  Stenographic  Service  1.50 

Williams  Printing  Co.  ..Envelopes  for  Mailing  Jour- 
nal   24.00 

Williams  Printing  Co.  ..Envelopes  6.50 

Adams  & Donnelson Jas.  Webster  vs.  Dr.  C.  O. 

Bailey  50.00 

Tennessee  Legislative  Ser-Legislative  Service  51.00 

vice  

Total  $388.74 

No  further  liabilities  as  at  March  31,  1929,  were 
disclosed  by  this  investigation. 

Respectfully  submitted, 

GEO.  M.  SPEARS  & COMPANY, 

By  Hilary  H.  Osborn, 
Certified  Public  Accountant. 

Exhibit  “A” 

STATEMENT  OF  RECEIPTS  AND 
DISBURSEMENTS 

For  the  Year  Ended  March  31,  1929 


Dr.  H.  H.  Shoulders,  Secy.-Editor..  1,500.00 

Dr.  W.  M.  Hardy,  Asst.  Secy.-Editor  2,400.00 

Miss  Willard  Batey  1,487.50 

Dr.  J.  O.  Manier  100.00 

Expense  Allowance  of  three  Delegates 

to  A.M.A.  Convention  150.00 

Expense  of  Trustees’  Meeting  60.60 

Office  Rent 660.00 

Stationery,  Printing  and  Office  Supplies  532.16 

Postage  130.00 

Telephone  and  Telegrams  87.89 

Extra  Stenographic  and  Office  Help.  84.15 

Auditing  125.00 

Expenses  of  Council  Meeting  133.89 

Traveling  Expense  131.05 

Office  Furniture  and  Fixtures  trade  in) 

of  typewriter)  62.03 

Bond,  Dr.  Manier,  Treasurer  25.00 

Refund  of  Dues  28.00 

Press  Service  33.00 

Miscellaneous  112.04 


Total  §13,782.08 

Excess  of  Ordinary  Receipts 
over  Ordinary  Disburse- 
ments   § 384.64 


Other  Receipts  : 


Payment  of  Note  to 

P.  T.  Gibson  $1,700.00 

Payment  of  Note  to 

W.  H.  Jackson  1,700.00 

Payment  of  Note  to 

Morton  Tyree 2,100.00 


Two  15  per  cent  dividend 
checks  as  partial  liquida- 
tion of  the  Medical  De- 
fense Funds  on  Deposit  at 
Peoples  Savings  Bank, 

Jackson,  Tennessee,  at  date 

of  failure 480.82  $5,980.82 


Other  Disbursements: 

*Purchase  of  Heyder  Note. §5,000.00 

Accrued  Interest  48.33 

Purchase  of  Crossfield  Note  1,985.50 


§6,365.46 


7,033.83 


Receipts  : 

Dues  § 6,488.00 

Medical  Defense — Schedule  A-2  2,270.75 

Advertising  4,386.34 

Interest  on  Investments  861.05 

Cuts,  S'ubscriptions,  etc 99.58 

Examination  Blanks  and  Census 61.00 


Total  $14,166.72 

Disbursements  : 

Medical  Defense — Schedule  A-2 $ 1,802.90 

Medical  Journals — 

Printing  eleven  issues,  April,  1928  to 

February,  1929,  inclusive  2,666.15 

Cuts,  Photographs  and  Extras....  261.66 

Postage  '. 166.69 

Supplements — December  Issue  ....  250.00 

Convention  Expense — 1928 

Medical  Reporter  442.87 

Programs  234.65 

Printing  Reports  of  Officers  and 

Committees  •. 95.00 

Pre-Convention  Expense,  1929 — 

Badges  19.85 


Excess  of  Total  Disbursements  over 

Total  Receipts  $ 668.37 

Represented  by: 

Cash  in  office  and  on  deposit 
at  American  Trust  Com- 
pany 4-1-1928  §8,644.47 

Cash  in  office  and  on  deposit 
at  American  Trust  Com- 
pany 3-31-1929  7,976.10 

Decrease  in  Cash  Balance  § 668.37 

Exhibit  “B” 

STATEMENT  OF  MEDICAL  JOURNAL  RE- 
CEIPTS AND  DISBURSEMENTS 
For  the  Year  Ended  March  31,  1929 

Receipts  : 

Advertising  $4,386.34 

Cuts,  Subscriptions,  etc.  . . 99.58 

Total  Receipts  §4,485.92 

*Note — Heyder  note  was  exchanged  for  Haile 

note  of  same  amount,  no  cash  being  involved  in 
the  transaction,  likewise  the  Ridley  note  was  ex- 
changed for  Murrey  note  of  same  amount. 
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Disbursements : 


Schedule  A-1 


Printing  eleven  issues  of 
the  Journal,  April,  1928,  to 
February,  1929,  inclusive  $1,425.15 

Additional  Supplements  - . 250.00 

Cuts,  Photographs  and  Ex- 
tras   201.70 

Postage  89.23 

Salary,  Secretary  (2/3  of 

Salary  Paid)  1,000.00 


Total  Disbursements  $2,966.08 

Balance  $1,519.84 

Note — The  amounts  on  this  statement  are  in- 
cluded in  Exhibit  “A.” 


Exhibit  “C” 

ADVERTISING  ACCOUNTS  RECEIVABLE 
As  at  March  31,  1929 

Name  Amount 


Advertisers  obtained  by  local  office ; 
Louisville  Neuropathic  Sana- 
torium   • $ 

Manning  Bros.,  Inc 

Dr.  S.  S'.  Marchbanks  

John  S.  Milam  Optical  Co 

Joe  Morse  & Co 

The  Officer  Sanatorium  

Saint  Albans  Sanatorium 

Dr.  Stokes  Sanatorium  

Waldrop’s  Pharmacy  

Watauga  Sanitarium 

Westbrook  Sanatorium  


5.50 

18.00 

99.00* 

63.00 
3.25 

58.50* 

5.50 

16.50 

44.00* 

3.25 

15.00  $331.50 


Advertisers  obtained  by  Co-opera- 
tive Advertising  Bureau  of 
A.M.A.: 

Agnoe’s  National  Physician’s  Ex- 
change   $ 1.50 

American  Optical  Co 18.00 

Anchor  Products  Co 13.00 

The  Atlanta  Neurological  Hospi- 
tal, Inc 15.00 

Frank  S.  Betz  Co 9.00 

Blackman  Health  Resort  6.50 

Geo.  W.  Brady  & Co 5.50 

S.  H.  Camp  & Co 5.50 

E.  J.  Hart  & Co.,  Ltd 3.25 

Hillcrest  S'anitarium  9.00 

Hoffman  La  Roche  Chemical 

Works  15.00 

Horlicks  Malted  Milk  5.50 

Hynson.  Westcott  and  Dunning  5.50 

Mead,  Johnson  & Co 27.00 

Paul  E.  Johnson,  Inc 5.50 

Kalok  Water  Co 9.00 

Chas.  B.  Knox  Gelatine  Co....  15.00 

Lederle  Antitoxin  Laboratories.  5.50 

Eli  Lilly  & Co 15.00 

Lynnhurst  Sanitarium  9.00 

Maltbie  Chemical  Co 18.00 

Mellins’  Food  Co 9.00 

Merck  & Co 9.00 

The  Nonspi  Company  5.50 

Parke  Davis  & Co 11.25 

E.  L.  Patch  & Co 9.00 

Physicians  and  Surgeons  Adjust- 
ing Ass’n 3.25 

E.  R.  Squibb  & Sons  15.00 

Katherine  L.  Storm,  M.D 5.50 

The  Sugar  Institute,  Inc 18.00 

Victor  X-Ray  Corporation  ....  15.00  316.75 


Total 


$648.25 


*Amounts  past  due. 


STATEMENT  OF  RECEIPTS  BY  MONTHS 


For  the  Year  Ended  March  31,  1929 


Medical 

Adver- 

1928 

Dues 

Defense 

tising 

April 

$ 648.00 

$ 449.41 

$ 280.14 

May  .... 

30.00 

314.69 

June 

JiOO.OO 

67.00 

523.80 

July  

132.00 

42.00 

383.45 

August 

96.00 

16.00 

311.16 

September 

56.00 

111.75 

306.34 

October 

68.00 

18.00 

374.49 

. . . . 16.00 

320.34 

December 

216.00 

328.41 

604.83 

1929 

January 

788.00 

415.00 

286.63 

February 

. ...  1,176.00 

418.00 

335.43 

March 

2,980.00 

856.00 

345.04 

Totals 

. . .$6,488.00 

$2,751.57* 

$4,386.34t 

Investment 

Miscella- 

1928 

Interest 

neous 

Total 

April  .... 

$ 75.00 

$ 8.00 

$1,460.65 

May  . . . . 

6.25 

462.94 

3,577.00 

4,367.80 

July 

....  i.13.00 

4.80 

775.26 

August 

1.00 

424.16 

September 

2,136.05 

2.00 

2,612.14 

October 

2.00 

462.49 

November 

21.00 

357.34 

December 

75.00 

27.50 

1,251.74 

1929 

January 

26.63 

1,616.26 

February 

60.00 

55.00 

2,044.43 

March 

225.00 

6.40 

4,412.44 

Totals 

$ 160.58t 

$20,147.54 

♦Includes 

two 

15 

per  cent  dividend  checks  amounting  to 

$480.82  received 

from  J.  L.  Crook 

as  partial 

payment  of 

funds  on  deposit 

at 

Peoples  Savings 

Bank,  Jackson,  Tennes- 

see,  at  the 

date 

of 

failure. 

t Includes 

the 

amount  of  $2,332.54 

received  from  the  Co- 

operative  Advertising  Bureau  of  the 

A.M.A. 

t Receipts 

from 

cuts,  subscriptions. 

census  and 

examination 

blanks. 

Schedule  A-2 

STATEMENT  OF  MEDICAL  DEFENSE  FUND 
For  the  Year  Ended  March  31,  1929 
Receipts : 

Total  for  Yr. 


From  Members  $2,270.75 

Two  dividends  of  16  per  cent  each  from 
J.  L.  Crook,  as  partial  liquidation  of 
funds  on  deposit  at  the  defunct  Peoples 
Savings  Bank,  Jackson,  Tennessee 480.82 


Total  Receipts  for  Year  $2,751.57 


Disbursements : 


4-30-28 — Adams  & Donnelson  (case  Mrs. 

J.  J.  Winns  vs.  Drs.  Saunders 

& Marr)  $100.00 

4-30-28 — Jno.  M.  Drane  (case  Hendrix 

vs.  Sullivan)  150.00 

4-30-28  Jno.  M.  Drane,  Miscellaneous 

Expense  30.25 

12-10-28 — Jno.  M.  Drane  (case  Hendrix  vs. 

Sullivan)  67.50 

4-18-28 — Adams  & Donnelson  (case  Mrs.  J. 

L.  McFarland  vs.  Dr.  Likely 
Simpson)  125.00 

2- 15-28 — Adams  & Donnelson  (case  Mrs.  J. 

L.  McFarland  vs.  Dr.  Likely 

Simpson)  50.00 

6-  6-28 — ^H.‘  Underwood,  Atty.  (case  Robt. 

Stover  vs.  Dr.  J.  M.  Cox)....  150.00 

6-  6-28 — Sam  E.  Cleague,  Clk.,  Court  Costs  101.76* 

7-  5-28 — Aust,  Cornelius  & Wade  (case  Geo. 

W.  Miller  vs.  Dr.  Jas.  Brew)  . . 225.00 

10- 17-28 — Adams  & Donnelson  (case  Webster 

vs.  C.  O.  Bailey) 100.00 

11- 30-28 — Matt  N.  Allen  (case  Mrs.  L.  Folbe 

vs.  James)  12.40 

12- 22-28 — Edw.  Hacker,  Court  Reporter 

(case  Mitchell  vs.  Nash)  42.35 

1-31-29 — Cates,  Smith,  Tate  & Long  (case 

Mitchell  vs.  Nash)  100.00 

3- 21-29 — Edw.  Hacker,  Court  Reporter 

(case  Mitchell  vs.  Nash) 146.65 

12-31-28 — Camp  & Butler  (case  Payne  vs. 

Powers  & Breeding)  50.00 
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12-31-28 — Dr.  S.  R.  Miller,  Postage  and  Cleri- 
cal Work  23.50 

2-15-29 — Dr.  S.  R.  Miller,  Postage  and  Cleri- 
cal Work)  9.50 

1- 31-29 — Cates,  Smith,  Tate  & Long  (case 

Loy  vs.  Drs.  H.  T.  & W.  C. 
McClain)  150.00 

2- 15-29 — Mayfield  & Mayfield  (case  Forgey 

vs.  McClain)  100.00 

2- 16-29 — Aust,  Cornelius  & Wade  (case  Car- 

ter vs.  Cayce,  Savage  & Cald- 
well)   75.00 

3- 30-29 — T.  N.  Coppedge,  Secy.  (Refund  of 

Defense  Dues  paid  twice) 4.00 


Total  Disbursements  $1,802.90 


Excess  of  Receipts  over  Disbursements  .$  948.67 
Represented  by : 

Cash  on  Deposit  at  the  American  Trust  Co.  4-1-28  $1,741.33 
tCash  on  Deposit  at  the  American  Trust  Co.  3-31-29  2,690.00 

Increase  in  Fund  $ 948.67 


‘Refund  in  September,  1928,  and  refund  is  included  in  the 
above  receipts  in  the  amount,  $2,270.75. 

tincluded  in  the  amount  of  $7,976.10  Cash  Balance  as  re- 
flected on  Exhibit  “A”  and  Schedule  A-3. 


Schedule  A-3 

BANK  RECONCILIATION — AMEIRCAN 
TRUST  COMPANY 

As  at  March  31,  1929 

March  30,  1929 — Balance  on  deposit  per 

Bank  Statement  .$7,937.82 

Add- 

Deposits  entered  by  Bank  after  State- 
ment rendered,  3-30-29,  $19.00;  3-30- 
29,  $30.00;  4-1-29,  $263.78 312.78 


$8,250.60 

Deduct — Outstanding  Checks : 


Check  No.  Amount 

176  $ 2.00 

190  6.00 

191  100.00 

192  62.50 

.193  100.00 

23  4.00  274.50 


Balance  on  deposit  3-31-1929,  Exhibit 
“A”  $7,976.10 


(A  motion  was  made  by  Dr.  W.  K.  Sheddan  that 
a committee  be  appointed  to  audit  the  report,  duly 
seconded,  put  and  carried.) 

SPEAKER  COWDEN : I will  appoint  that 
committee  in  the  morning. 

You  will  now  hear  the  report  of  the  Chairman 
of  the  Board  of  Trustees. 

DR.  MANIER:  Mr.  Speaker,  the  Board  of  Trus- 
tees have  only  one  or  two  matters  which  we  feel 
should  be  brought  before  this  body. 


REPORT  OF  BOARD  OF  TRUSTEES 

To  the  House  of  Delegates : 

The  Board  of  Trustees  has  felt  it  advisable  to 
submit  to  this  body  for  their  approval  or  dis- 
approval, two  questions  which  have  arisen  during 
the  past  year  and  upon  which  your  Trustees  took 
emergency  interim  action. 

The  first  of  these  questions  relates  to  steno- 
graphic expense  of  sectional  meetings. 

In  order  that  you  may  understand  the  question 


involved,  it  is  necessary  to  go  into  some  prelimi- 
nary detail.  As  you  know,  two  stenographers  at 
a very  considerable  expense  are  employed  to  cover 
the  proceedings  of  the  annual  meeting  of  the  Ten- 
nessee State  Society — one  covering  the  work  done 
in  the  House  of  Delegates,  and  the  other  the  dis- 
cussions on  the  floor  of  the  general  assembly. 

At  the  present  time  there  are  two  sub-sections 
of  the  State  Society,  namely,  the  Eye,  Ear,  Nose 
and  Throat  Section  and  the  Section  of  Railway 
SHirgeons. 

As  you  are  doubtless  aware,  there  has  been 
much  discussion  in  this  body  as  to  whether  these 
sub-sections  should  hold  their  meeting  on  the  day 
preceding  the  general  meeting  or  the  first  day  of 
the  general  meeting.  In  Article  VII,  Section  2 of 
the  Constitution  of  the  Tennessee  State  Society  it 
is  stipulated  that  “the  Sections  shall  meet  on  the 
Monday  preceding”  the  first  day  of  the  general 
meeting. 

At  the  meeting  in  April,  1927,  the  House  of 
Delegates  amended  the  By-Laws  of  the  Society 
(Chapter  I,  Section  5,  Sub-section  2)  by  striking 
out  the  word  “preceding”  just  after  the  word  “day” 
and  before  the  word  “the”  in  line  5,  making  this 
article  to  read  “they  (the  sections)  shall  meet  on 
the  day  the  annual  session  for  the  discussion  of 
such  technical  questions  as  would  not  be  of  gen- 
eral interest  to  the  scientific  assembly.”  This  ac- 
tion of  the  House  of  Delegates  created  a conflict 
between  the  By-Laws  as  amended  and  the  existing 
Constitution. 

Your  Board  of  Trustees,  in  its  meeting  on  May 
22,  1927,  in  view  of  this  conflict,  took  the  follow- 
ing action  as  regards  stenographic  expense  for 
sectional  meetings,  namely — “that  all  sectional 
meetings  for  the  Tennessee  State  Medical  Associa- 
tion bear  their  own  stenographic  expense  when- 
ever said  meetings  conflict  with  the  general  ses- 
sions.” This  action  was  taken  because  of  the  fact 
that  when  the  sections  meet  on  the  first  day  of 
the  general  meeting  it  then  becomes  necessary  to 
provide  four  stenographers  for  the  first  day  of  the 
meeting  instead  of  two,  as  heretofore — the  addi- 
tional two  stenographers  entailing  roughly  an  ex- 
pense as  result  of  transportation  and  per  diem  of 
$150.00.  On  the  other  hand,  if  the  sections  meet 
on  the  day  preceding  the  first  day  of  the  annual 
meeting,  the  two  stenographers  used  to  cover  the 
annual  meeting  could  be  brought  down  for  no  ad- 
ditional cost  other  than  an  extra  per  diem  fee, 
making  a differential  between  the  two  plans  ap- 
proximately of  $85.00. 

The  Trustees’  action  in  this  instance  was  taken 
with  some  vision  of  what  might  possibly  arise  in 
the  future  as  a result  of  the  creation  of  additional 
sections — several  of  which,  such  as  Genito-Urinary 
and  Pediatric  Sections,  to  our  knowledge,  have 
been  discussed.  We  could  see  no  reason,  in  the 
event  of  such  additional  sections  being  created,  why 
they  should  not  participate  in  having  their  ex- 
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penses  met  as  well  as  the  present  existing  sec- 
tions. Then,  too,  the  Trustees,  in  addition,  felt 
that  where  especial  sections  met  on  any  day  of  the 
annual  meeting  that  the  members  of  such  sections 
took  no  interest,  even  in  the  way  of  attendance,  in 
the  general  sessions  and  that  it  would  be  better 
for  the  good  of  the  Society  at  large  that  these  sec- 
tions meet  the  day  preceding  the  general  session, 
in  the  hope  that  at  least  some  of  the  members  of 
the  sections  might  remain  over  a day  or  so  and 
participate  in  the  proceedings  of  the  general  as- 
sembly. 

Following  the  action  of  the  Board  of  Trustees 
in  May,  1927,  the  S'ecretaries  of  the  two  sections 
were  notified  in  writing  of  the  action  of  the  Board. 
Despite  this  notification  both  sections  elected  to 
hold  their  meeting  on  the  first  day  of  the  1928' 
meeting  in  Nashville,  engaging  their  own  steno- 
graphic service,  and  after  the  meeting  the  Ear, 
Eye,  Nose  and  Throat  Section  presented  a bill  to 
the  State  Society  for  stenographic  service.  Being 
governed  by  the  action  of  the  Board  of  Trustees, 
your  Treasurer  felt  unable  to  pay  this  bill  with- 
out authorization.  This  matter  was  again  pre- 
sented to  the  Board  of  Trustees  by  Dr.  Hilliard 
Wood,  of  Nashville,  representing  the  Eye,  Ear, 
Nose  and  Throat  Section,  at  the  meeting  of  the 
Board  held  in  Nashville  February  17,  1929.  After 
considering  the  matter,  from  every  angle,  the 
Board  went  on  record  as  feeling  that  it  was  ill- 
advised  to  revoke  its  previous  action  taken  on  this 
matter  and  directing  the  Chairman  of  the  Board 
to  present  a complete  statement  of  the  matter  to 
the  House  of  Delegates  at  its  next  meeting  for 
its  approval  or  disapproval. 

The  Board  of  Trustees,  at  its  meeting  in  Feb- 
ruary, 1929,  also  took  cognizance  of  the  fact  that 
the  Journal  year  was  running  from  May  to  April, 
inclusive,  whereas  the  fiscal  year  of  the  Society, 
as  governed  by  the  payment  of  dues  by  members, 
ran  from  January  to  December,  inclusive.  This 
paradox,  your  Board  felt,  should  be  changed  and 
moved  that  the  Journal  year,  which  has  heretofore 
run  from  May  to  April,  inclusive,  be  changed  to 
conform  to  the  fiscal  year,  or  the  calendar  year,  of 
the  Society,  which  would  be  from  January  to  De- 
cember, inclusive,  and  that  the  last  four  numbers 
of  this  J ournal  year  be  carried  over  as  the  first  four 
numbers  of  the  following  year — it  being  the  inten- 
tion of  the  Board  to  make  the  fiscal  year  of  the 
Society  and  the  Journal  conform  to  the  calendar 
year.  This  matter,  too,  we  would  like  to  present  to 
this  body  for  its  final  approval,  or  disapproval. 

Respectfully  submitted, 

J.  0.  Manier,  M.D., 
Chairman. 

(Interpolating)  : “That  we  cannot  make  a defi- 
nite estimate  on,  because  the  amount  entailed  has 
to  be  according  to  the  volume  of  transcript  by 
those  two  sections.” 


SPEAKER  COWDEN:  You  have  heard  the 
report  of  the  Committee.  What  is  your  pleasure? 

DR.  L.  L.  SHEDDAN:  Mr.  Speaker,  I think  it 
would  be  wise  to  have  a reference  committee  to 
refer  these  officers’  reports  to,  that  they  might  be 
considered  and  reported  back  here  with  their  recom- 
mendations. That  is  the  way  the  business  is  run 
in  the  American  Medical  Association.  The  officers 
report  to  a reference  committee,  and  it  gives  both 
sides  a chance  to  discuss  these  things.  The  sec- 
tions not  represented  here  have  no  opportunity  to 
discuss  their  side  of  the  question.  If  it  were  pre- 
sented to  the  reference  committee  they  would  be 
able  to  go  before  the  reference  committe  and  have 
the  opportunity  to  give  their  views. 

Now,  as  your  delegates  to  the  House  of  the 
American  Medical  Association,  we  have  certain 
recommendations  to  make  to  this  Association  which 
we  feel  should  be  made  to  a reference  committee 
and  let  them  go  over  it  and  refer  it  back  to  this 
Society.  I make  that  suggestion.  I think  a ref- 
erence committee  should  be  appointed  to  take  up 
the  report  of  the  Secretary  and  Treasurer  and 
report  back  here. 

DR.  JELKS,  Nashville:  That  was  our  request, 
Mr.  Speaker,  when  Dr.  Wood  appeared  before  us 
in  Nashville.  We  told  him  our  position  and  told 
him  that  we  would  bring  the  matter  up  at  our 
next  meeting  which  was  in  an  emergeny.  We 
invited  them  to  appeal  to  this  body,  this  House,  if 
it  was  not  righteous.  They  did  not  feel  that  our 
position  was  right.  So  we  felt,  gentlemen,  that 
the  House  of  Delegates  in  session  at  this  time  had 
full  authority  and  should  act  upon  this  matter. 

DR.  SHEDDAN : Mr.  Speaker,  I move  you  the 
report  of  the  Trustees  be  received  and  the  action 
of  the  Trustees  and  that  matter  be  endorsed  by 
this  meeting,  and  if  necessaiy  later  I would  make 
a motion  that  the  Trustees  be  instructed  to  meet 
the  sections  of  the  sub-sections;  but  if  the  sub- 
sections want  to  hold  meetings,  let  them  change 
the  By-Laws  of  this  Society  so  they  can  have  their 
time.  I think  it  should  be  changed  so  they  would 
meet  on  the  day  preceding  this  meeting,  and  for 
a matter  of  reference  meeting  it  is  all  right,  but, 
my  God,  it  is  hard  enough  to  get  reports  froni  one 
source,  but  to  wait  for  one,  two  or  three,  you  would 
never  see  the  finish. 

I move  the  adoption  or  approval  of  the  action 
of  the  Board  of  Trustees  in  this  matter. 

SPEAKER  COWDEN : We  want  your  instruc- 
tions as  to  whether  to  pay  these  bills  or  not. 

DR.  BONE : Of  coui'se,  we  could  take  no  abso- 
lutely final  action  on  the  changing  of  the  fiscal 
year  and  the  year  of  the  Journal.  That  is  in  the 
form  of  recommendation  to  this  body  to  act  on. 
We  took  action  on  the  question  of  the  sectional 
meetings,  naturally,  of  course,  subject  to  your  ap- 
proval or  disapproval.  We  are  visualizing  an  In- 
terim Committee,  and  have  no  right  to  final  dis- 
position of  matters  of  that  kind.  We  took  our 
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action  on  the  question  of  the  sectional  meetings  as 
set  out  in  the  report. 

DR.  W.  K.  SHEDDAN : That  is  exactly  what 
I understood.  As  I said  just  now,  I want  to  make 
my  motion  again  that  we  endorse  the  action  of 
the  Board  of  Trustees,  and  if  necessary  to  clear 
it  up  that  this  House  of  Delegates,  by  action,  ap- 
propriate or  authorize  the  Board  of  Trustees  to  pay 
these  things.  But  they  cannot  pay  them  without 
an  authorization  of  this  House  of  Delegates.  I am 
glad  we  have  Trustees  of  that  sort  that  are  stick- 
ing strictly  inside  their  duties.  As  I said,  I have 
no  objection  to  the  bills  being  paid  by  the  Trus- 
tees, but  I feel  we  ought  to,  as  a House  of  Dele- 
gates, authorize  them  to  do  things  and  then  in- 
sist on  the  sub-sections  conforming  to  the  Ten- 
nessee State  Medical  Association.  We  do  not  feel 
like  being  the  tail  of  the  dog.  If  there  is  any  tail, 
they  must  be  the  tail. 

SPEAKER  COWDEN:  Anyone  else? 

DR.  SAVAGE,  Nashville:  The  eye,  ear,  nose 
and  throat  men  passed  the  resolution  which  was 
to  be  presented  to  this  body  when  this  matter  came 
up  today.  I do  not  know  whether  that  is  in  the 
hands  of  anyone  present,  but  I would  ask  Dr.  Cul- 
1cm,  who  is  not  far  away  from  the  presiding  of- 
ficer, to  state  the  substance  of  the  action  of  the 
section. 

DR.  L.  L.  SHEDDAN:  That  is  exactly  why  we 
should  have  a reference  committee  to  refer  these 
things  to,  so  Dr.  Savage  and  Dr.  Cullom  could  go 
before  the  committee  and  place  their  questions  be- 
fore them. 

SPEAKER  COWDEN:  There  is  a motion,  is 
there  a second? 

MEMBER:  I will  second  Dr.  Sheddan’s  motion. 

SPEAKER  COWDEN : The  motion  is  that  we 
endorse  the  action  of  the  Board  of  Trustees,  who 
declined  to  pay  that  account,  is  that  it? 

DR.  SHEDDAN:  Yes,  and  have  it  referred  to 
the  House  of  Delegates  and  let  them  authorize,  if 
they  see  fit,  the  payment  of  it. 

SPEAKER  COWDEN : It  would  seem  that  both 
sides  should  have  a hearing. 

DR.  SHEDDAN : The  thing  must  come  regu- 
larly. The  Board  of  Trustees  has  acted. 

CHAIRMAN  COWDEN : We  acted  though  to 
get  instructions  from  this  body  as  to  what  to  do 
with  it. 

DR.  SHEDDAN : As  to  the  future  bills.  The 
present  bills  they  are  owing  they  refuse  to  pay 
them.  Now,  as  I said,  I made  the  motion  we  ap- 
prove their  action  in  that  and  I am  perfectly  will- 
ing to  introduce  a motion  and  let  the  House  of 
Delegates  act  on  the  authorizing  of  the  Board  of 
Trustees  to  pay  these  bills.  In  other  words,  you 
have  to  keep  the  thing  regular. 

SPEAKER  COWDEN : What  is  your  motion, 
that  we  approve  the  action  of  the  Board  of  Trus- 
tees in  declining  to  pay  the  bills? 

DR.  W.  K.  SHEDDAN : Yes. 


SPEAKER  COWDEN:  The  motion  is  that  we 
endorse  the  action  of  the  Board  of  Trustees  in  de- 
clining to  pay  the  extra  amount  of  bills  pertaining 
to  the  extra  sessions. 

SECRETARY  SHOULDERS:  It  has  been  sec- 
onded and  is  ready  for  a vote. 

(Question  called,  put  and  carried.) 

DR.  W.  K.  SHEDDAN:  Now,  Mr.  Speaker,  I 
will  make  a motion  that  the  House  of  Delegates 
authorize  the  Board  of  Trustees  to  pay  the  ex- 
penses, the  additional  expenses  for  this  meeting, 
and  request  these  sub-sections,  if  it  is  necessary,  to 
have  a change  made  in  our  Constitution  and  By- 
Laws  to  permit  that,  come  at  once  to  this  body  and 
come  with  their  suggestions.  Do  not  be  leaving  it 
in  any  such  shape  as  this.  If  they  want  to  change 
the  rules  let  them  come  to  the  House  of  Delegates 
with  the  things  that  should  be  done. 

I move  you,  sir,  the  House  of  Delegates  authorize 
the  Board  to  pay  such  bills  for  this  year. 

(Seconded.) 

SECRETARY  SHOULDERS:  I think  it  was 
the  intention  of  the  Board  of  Trustees,  if  I gathered 
it  correctly,  that  this  House  should  formulate  some 
definite  policy,  not  only  with  reference  to  the  exist- 
ing sections  but  with  reference  to  the  anticipated 
sections  that  might  be  formed. 

As  was  pointed  out  in  the  financial  report,  the 
Society  cannot  increase  its  expenditures  to  any 
great  extent  without  reducing  its  balance.  Now, 
the  question  is  with  respect  to  the  formation  of 
policies  not  only  with  respect  to  existing  sections, 
but  future  sections,  in  reference  to  the  expense  of 
repoi'ting  the  meeting.  I do  not  know  whether 
that  was  made  clear  or  not.  Is  that  right.  Dr. 
Jelks?  Do  you  know,  as  a member  of  the  Board 
of  Trustees? 

DR.  W.  K.  SHEDDAN : I want  to  get  rid  of  the 
present  incubus  on  the  Board  of  Trustees.  When 
it  comes  to  the  question  of  sectionalizing  the  State 
society  in  various  sections.  If  you  are  going  to 
do  that  there  is  no  telling  where  the  end  will  be. 
That  matter  was  threshed  out  by  a great  many  of 
them.  We  are  getting  too  many  sections  and  too 
many  special  organizations  and  too  many  things 
for  the  general  good  of  organized  medicine  as  a 
whole.  The  eye,  ear,  nose  and  throat  men  and  all 
that  sort  of  thing  should  sink  down.  Let  them 
come  in  with  papers  that  appeal  to  the  general 
practitioner  and  everybody.  If  they  want  to,  the 
Association  is  open  to  them  to  read  papers  on  any 
subject;  and,  as  I said,  you  will  have  to  call  a halt 
to  that  thing,  or  organized  medicine  and  State  so- 
cieties are  going  to  be  a thing  of  the  past.  There 
is  going  to  be  a lot  of  things  to  meet,  and  they  will 
further  their  own  interests.  I want  the  thing  set- 
tled, but  my  object  is  to  let  the  Board  of  Trustees 
have  authority  to  get  rid  of  the  situation  they  are 
in  now. 

DR.  EVERETT  (Shelby  Co.)  : Mr.  Speaker, 
this  matter  was  thoroughly  discussed  before  the 
By-Laws  were  changed.  I happen  to  be  a member 
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of  the  Railway  Section.  It  was  explained  to  them, 
and  they  appeared,  as  I understand  it,  before  the 
Board  of  Trustees  of  the  House  of  Delegates — I 
wouldn’t  say  which  now. 

DR.  SHEDDAN : It  should  come  before  the 
House  of  Delegates. 

DR.  EVERETT:  But  it  was  explained  to  them 
that  if  they  had  their  meeting  on  the  days  of  the 
general  session  they  should  have  to  pay  their  steno- 
graphic expenses,  if  thej^^  incurred  any.  So  far  as 
I know,  the  Railway  Section  has  not  asked  for  any 
stenographic  expenses,  because  we  realize  that  was 
the  reason  the  By-Laws  were  changed,  so  that  we 
could  meet  on  the  same  day  and  we  were  told  at 
the  time  that  if  we  had  a stenographer  we  would 
have  to  pay  the  bill,  and  we  have  not  even  asked 
for  it,  as  far  as  I know.  The  entire  matter  is  out 
of  order  and  should  be  dx’opped  where  it  is  and  be 
allowed  to  stand  where  it  is. 

DR.  JELKS  (Memphis)  : Mr.  Chairman,  it  is 
your  money.  You  can  do  with  it  what  you  please. 
But  in  the  absence  of  your  organizations  assembled, 
we,  as  I understand  it,  are  delegated  authority  to 
handle  your  money.  We  are  not  going  to  go  and 
pay  bills  that  exceed  your  authority. 

Now,  gentlemen,  as  I have  been  reliably  in- 
formed, and  you,  likewise,  these  gentlemen  were 
told  long  before  their  meeting  that  we  would  not 
authorize  the  expenditure  of  three  hundred  fifty 
dollars  or  any  other  amount  to  pay  the  expenses 
that  you  yourself  had  not  already  authorized. 
Therefore,  we  were  willing  for  them  to  appeal  to 
you.  We  have  brought  the  matter  to  you  as  it  is. 
Do  with  it  as  you  like.  But  we  assure  you,  gentle- 
men, you  should  know  what  you  are  doing. 

Now,  if  you  pay  this  bill,  look  out  for  some  more. 
Gentlemen,  you  cannot  afford  to  do  it.  I will  leave 
it  with  you. 

DR.  WOOD  (Knoxville)  : Mr.  Speaker,  I move 
we  sustain  the  Board  of  Trustees  in  not  paying 
these  bills. 

DR.  W.  K.  SHEDDAN:  The  motion  before  the 
House  is  the  motion  approving  the  Trustees’  action 
has  been  passed.  Now,  I made  the  second  motion 
the  Board  of  Trustees  be  authorized  to  meet  these 
extended — 

(Cries  of  not  seconded.) 

DR.  SAVAGE  (Nashville)  : Mr.  Speaker,  in  or- 
der to  get  it  before  the  House,  because  I want  to 
have  it  come  from  our  section,  I second  that  mo- 
tion. Now,  it  is  before  the  House,  and  I would  like 
to  give,  have  Dr.  Cullom  give  his  understanding  as 
to  what  the  motion  was. 

DR.  CULLOM : Mr.  Speaker,  I am  not  a member 
of  the  House  of  Delegates. 

SPEAKER  COWDEN:  You  have  the  privilege 
of  the  floor,  sir. 

DR.  CULLOM:  Well,  when  we  met  in  Nash- 
ville, it  seems  our  Secretary  did  not  inform  us  of 
this  fact,  that  the  stenographic  report  would  not  be 
paid,  so  we  engaged  a stenographer  to  do  this 
work,  and  then  when  we  found  that  it  would  not  be 
paid  by  the  Board  of  Trustees,  the  local  members 


of  the  Society  there,  a few  of  them,  took  the  matter 
up  and  paid  it  themselves,  and  did  not  call  on  our 
Section  over  the  State  to  pay  it. 

Now,  yesterday  the  matter  was  discussed  in  the 
meeting.  This  year  we  met  on  the  day  preceding 
the  session  and  the  agreement,  as  I understand  it, 
was  that  the  stenographic  bill  would  be  paid,  as 
we  met  on  the  day  before  and  we  could  use  the 
same  stenographer  the  State  Association  has  em- 
ployed. The  sense  of  the  meeting  was  the  men 
would  like  to  meet  on  the  same  day  the  Association 
meets.  The  effect  of  that  meeting  on  the  day  be- 
fore results  in  the  eye,  ear,  nose  and  throat  men 
going  home  that  same  day  and  taking  no  part  in 
the  regular  proceedings  of  the  State  Association. 

SPEAKER  COWDEN:  In  other  words,  another 
society.  Doctor? 

DR.  CULLOM:  Yes,  a separate  society,  and  not 
coming  in  contact  with  the  rest  of  the  men  at  ail. 
That  is  the  practical  effect  of  meeting  on  the  day 
before.  The  young  men,  especially,  said  the  bene- 
fit they  got  from  attending  the  State  Association 
was  meeting  the  men  and  getting  acquainted  with 
them,  and  they  would  very  much  like  to  meet  on 
the  same  day  the  State  Association  meets,  and  they 
also  wished  that  their  representatives  would  ask 
the  House  of  Delegates  to  meet  those  expenses  for 
them.  Of  course,  they  contribute  their  dues  to  the 
State  just  as  other  members  do,  and  they  felt  that 
on  account  of  contributing  their  dues  to  the  State 
Society  as  other  members  do  they  have  a certain 
right  to  these  expenses  being  paid  just  as  other 
stenographic  expenses  aie  paid.  That  is  merely  a 
statement  of  what  happened,  Mr.  Speaker. 

SPEAKER  COWDEN : Anyone  else  have  any- 
thing to  say  or  put  in  the  motion? 

DR.  CROOK  (Jackson)  : May  I ask  whether  it 
is  a matter  of  paying  the  stenographic  fees?  Well, 
I was  present  yesterday  at  that  meeting  and  was 
extended  the  privilege  of  the  floor,  of  the  eye,  ear, 
nose  and  throat  men,  and  they  asked  me  to  repre- 
sent them  as  a representative  of  the  eye  section 
and  I reiterate  today  that  I think  that  anything 
that  brings  the  sections  of  this  Association  closer 
together  and  ties  each  man  to  the  association  and 
makes  him  stay  for  the  two  or  three  days  of  the 
meeting  is  a good  thing.  I think  it  is  very  un- 
fortunate the  eye,  ear,  nose  and  throat  men  should 
meet  the  day  beforehand  and  then  go  home  and 
never  participate  in  the  general  meetings  of  the 
State  Association.  They  are  certainly  an  integral 
part  of  the  body  and  certainly  add  very  much  to 
the  cultural  atmosphere  and  standing  of  the  Asso- 
ciation, and  they  are  very  genial  companions  to  be 
with  anyway;  and  as  a surgeon  and  member  of  the 
surgical  section  I crave  the  privilege  of  having  you 
with  us  for  the  whole  time.  If  it  is  just  a ques- 
tion of  the  few  dollars  to  pay  for  the  stenogapher 
it  seems  to  me  we  ought  to  have  enough  money  to 
do  it. 

MEMBER:  It  is  not  just  a few  dollars. 

DR.  CROOK:  Well,  whatever  it  is.  It  is  adding 
to  the  scientific  program  of  our  meeting.  It  is  giv- 
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ing  us  valuable  material  for  our  journal  to  publish, 
and  it  is  a valuable  addition  of  a distinguished  body 
of  gentlemen.  And  as  a general  practitioner,  or 
surgeon,  or  general  member  of  the  State  organiza- 
tion I would  like  to  have  them  treated  with  that 
consideration  that  their  deliberations  should  be 
taken  down  and  paid  for  out  of  the  general  funds. 
It  will  be  tying  them  to  us.  That  would  mean,  of 
course,  they  would  come  and  be  in  the  general  ses- 
sions, but  in  this  body.  They  would  participate  in 
our  discussions.  Because  there  are  a lot  of  things 
where  the  border  line  is  very  dim  between  the  spe- 
cialist and  the  general  practitioner.  It  is  to  the 
advantage  of  both  that  thdy  discuss  the  same  prob- 
lems, each  looking  at  it  from  his  own  viewpoint. 

For  the  good  of  the  State  Association  I think 
we  ought  to  have  our  meetings  jointly  and  not 
have  one  section  meeting  ahead  of  the  other  just 
in  order  to  save  the  fee  necessary  to  pay  the  stenog- 
rapher. Has  it  been  put  in  the  form  of  a motion 
here? 

CHAIRMAN  COWDEN:  Yes,  sir. 

DR.  WOOD:  If  we  sanction  the  bill  of  the  eye, 
ear,  nose  and  throat  section,  railway  section,  there 
will  be  the  internists,  radiologists,  G.  U.  men  and 
whatnot,  with  very  little  left  of  a general  nature. 
While  I feel  that  a geneal  section  greatly  appreci- 
ate the  presence  of  the  eye,  ear,  nose  and  throat 
men,  and  whether  they  are  contributing  the  same 
as  the  other  men  they  should  be  treated  the  same 
as  the  other  men.  Why  should  they  receive  more 
than  the  general  man?  They  would  contribute,  un- 
doubtedly, quite  a lot  to  the  general  section.  What 
is  to  prevent  the  eye,  ear,  nose  and  throat  men 
from  meeting  the  first  day,  coming  into  the  general 
sessions  later?  They  could  surely  alford  to  take 
off  a day  or  two  later  just  as  surely  as  the  gen- 
eral session  can  afford  to  pay  them  for  the  general 
session. 

DR.  SAVAGE:  Mr.  Speaker,  the  motion  as 
made  by  Dr.  Sheddan,  of  Columbia,  ought  to  con- 
tain the  idea  that  no  extravagance  shall  be  in- 
dulged in  the  employment  of  a stenographer.  The 
stenographic  charge  last  year  was  beyond  any- 
thing it  ought  to  have  been. 

SPEAKER  COWDEN:  Dr.  Savage,  it  would 
help  the  thing  a whole  lot  if  you  would  state  about 
how  much  that  is. 

DR.  CULLOM : As  I recall  it,  the  expense  was 
one  hundred  twenty-five  or  one  hundred  thirty-five 
dollars. 

SECRETARY  SHOULDERS:  One  hundred 
seventy-five. 

DR.  CULLOM:  No;  either  one  hundred  twenty- 
five  or  one  hundred  thirty-five. 

DR.  SAVAGE:  Now,  Mr.  Speaker,  I have  heard 
it  said — not  in  public,  but  in  private  conversation 
— ^that  the  cost  of  the  stenographer  for  the  section 
of  eye,  ear,  nose  and  throat  men  was  as  much,  if 
not  a little  more,  than  the  cost  of  the  stenographic 
report  of  the  House  of  Delegates  and  the  scientific 
sessions  put  together.  How  much  did  that  cost? 


DR.  JELKS:  Dr.  Shoulders,  could  you  give  him 
the  comparative  figures? 

SECRETARY  SHOULDERS:  You  finish.  Doc- 
tor. 

DR.  SAVAGE:  No,  I am  waiting  for  that  in- 
formation. 

SECRETARY  SHOULDERS:  I will  have  to 
find  that  in  the  report.  Here  it  is,  the  combined 
report  for  the  reporting  of  the  two  amounted  to 
four  hundred,  forty-two  dollars,  eighty-seven  cents. 

DR.  SAVAGE : Then  what  has  been  whispered 
in  my  ear  was  entirely  incorrect. 

SECRETARY  SHOULDERS:  That  was  for  the 
two  the  Association  paid  for  last  year. 

DR.  SAVAGE:  That  was  what  I inquired  about. 
That  was  a very  large  charge.  In  the  section  of 
the  American  Medical  Association,  before  the  As- 
sociation paid  the  stenographer,  I myself  hired  a 
stenographer  to  take  the  discussions,  and  got  them 
down  well,  and  the  cost  was  not  anything  like  the 
cost  incurred  last  year.  We  can  get  the  steno- 
graphic work  done  in  the  section  of  ophthalmology, 
I am  sure,  and  done  as  well  as  it  was  done  last 
year  for  a great  deal  less  cost.  I do  not  feel  like 
asking  the  Association  to  allow  one  hundred,  seven- 
ty-five dollars  to  be  appropriated  towards  the 
stenographer  expense  of  our  section.  I think  that 
would  be  asking  too  much.  But  we  do  want  our 
section  to  meet  on  the  day  that  the  general  body 
meets,  and  we  want  it  to  remain  in  session  two 
mornings,  having  the  afternoon  for  the  general 
meetings  of  those  two  days,  and  that  will  enable 
us  to  keep  our  men  two  whole  days,  busy  with  our 
own  work  for  the  half  of  the  two  days;  and  if 
they  were  not  golf  players  they  could  be  in  the 
general  session,  where  I would  like  to  be  this  min- 
ute myself. 

SPEAKER  COWDEN : Doctor,  would  you  en- 
tertain a proposition  to  go  fifty-fifty? 

DR.  SAVAGE : I thought  it  ought  to  be  cut 
down  lower  than  that.  I do  not  think  the  general 
treasury  should  be  asked  to  pay  eighty-five  dollars 
towards  the  stenographic  work  of  our  section,  when 
we  certainly  can  get  it  done  for  that. 

DR.  CULLOM:  It  was  one  hundred,  twenty-five 
or  one  hundred,  thirty-five,  but  did  not  exceed  one 
hundred,  thirty-five. 

DR.  JELKS:  Doctor,  would  you  not  please  state 
the  amount,  exact  amount? 

SECRETARY  SHOULDERS:  Dr.  Jelks,  the 
bill  was  presented  for  payment.  I,  of  course,  under 
action  of  the  Board  of  Trustees,  declined  to  ap- 
prove the  bill  for  payment  and  did  not  accept  the 
bill. 

DR.  JELKS:  What  is  your  remembrance? 

SECRETARY  SHOULDERS:  My  recollection 
is  it  was  one  hundred,  seventy-five  dollars,  but  it 
might  have  been  one  hundred,  twenty-five  instead 
of  one  hundred,  seventy-five. 

DR.  SAVAGE:  But  there  is  in  the  past — • 

DR.  MANIER:  So  far  as  I know,  Mr.  Speaker, 
my  knowledge  of  the  bill  is  this,  it  was  presented 


474 


PROCEEDINGS  OF  HOUSE  OF  DELEGATES 


April,  1929 


to  Dr.  Shoulders  and  he  declined  to  certify  it  for 
payment,  and  when  we  had  our  meeting,  unques- 
tionably my  recollection  is  it  was  one  hundred, 
seventy-four  dollars.  I personally  never  saw  the 
bill.  I never  see  them  until  after  he  certifies  them 
for  payment.  That  is  all  I know.  That  is  what 
was  told  us,  that  the  bill  amounted  to  one  hundred, 
seventy-five  dollars.  I do  not  think  I would  be  very 
far  wrong.  The  transcript  of  that  meeting  in 
Nashville  was  close  to  fifty  per  cent  larger  than  the 
transcript  of  the  general  section  which  covered 
three  days,  in  actual  typevTitten  pages.  It  was 
fifty  per  cent  larger  than  the  transcript  of  the 
general  assembly. 

SECRETARY  SHOULDERS:  The  point  I want 
to  get  at  is  this,  you  cannot  arrive  at  an  accurate 
figure  of  what  this  will  cost,  for  this  reason:  If 
you  order  a reporter  from  Chicago,  and  that  sec- 
tion would  want  an  expert  reporter,  you  have  to 
pay  per  diem,  expenses — a per  diem,  and  then  so 
much  per  page  of  transcript,  that  is  the  contract, 
three  items  to  determine.  The  expense  of  railroad 
fare,  the  hotel,  the  per  diem  and  the  cost  of  mak- 
ing the  typewriten  transcript.  Now,  how  much  is 
the  transcript  of  any  particular  day  going  to  be? 
Nobody  can  anticiptae  it.  You  cannot  determine 
from  that  because  nobody  can  estimate  it. 

Now,  in  the  Nashville  convention,  that  was  cov- 
ered by  the  court  reporter,  who  had  no  hotel  ex- 
pense and  no  railroad  fare.  The  only  expense  con- 
nected with  that  was  the  transcript.  So  you  can- 
not ask  me  what  the  thing  will  cost.  I do  not  know, 
and  nobody  can  tell  you. 

DR.  SAVAGE : Mr.  Speaker,  I am  sure  it  can 
be  made  to  cost  a great  deal  less  than  that,  and  be 
done  well.  Now,  I want  our  confreres  to  know  I 
am  not  extravagant  in  my  ideas  of  expenditure, 
by  calling  attention  to  this  fact  that  this  body  ap- 
propriated five  hundred  dollars  last  year  towards 
the  payment  for  work  to  be  done  under  the  Com- 
mittee on  History,  and  there  is  about  four  hundred, 
fifty  dollars  of  that  unexpended.  Now,  I am  for 
economy;  but  I do  want  efficiency,  and  I want  our 
men  to  meet  the  day  that  the  general  session  meets 
and  I want  them  to  continue  to  do  work  that  day, 
or  a part  of  it,  and  that  was  what  they  want  to 
do,  and  then  finish  their  work  the  next  day,  or  part 
of  the  next  day,  and  that  gives  them  time  to  attend 
the  other  meeting  and  to  keep  them  here. 

We  do  not  want  to  be  treated  as  an  adopted 
child,  but  we  want  a fair  treatment,  of  course;  but 
we  do  not  want  this  Association  to  conclude  that 
because  we  are  eye,  ear,  nose  and  throat  men  we 
want  to  spend  all  the  money  that  is  to  be  spent  by 
this  organization  in  the  stenographic  part  of  the 
work.  I think  that  more  careful  contracting  will 
be  done  hereafter  than  in  the  past,  and  I think  it 
ought  to  be  done  in  connection  with  the  Secretary 
of  the  whole  Association,  Dr.  Shoulders. 

I do  hope  that  the  resolution  as  offered  by  Dr. 
Sheddan  a moment  ago  will  be  passed,  and  I think 
I can  promise  you  that  there  will  be  no  extrava- 
gances in  the  days  to  come. 


DR.  CROOK:  Now,  the  reason  for  my  activity 
in  this  was  what  I caught  from  a brief  attendance 
at  this  session  of  gentlemen  yesterday.  Now,  na- 
turally, as  the  Chairman  of  the  Committee  of  Ar- 
rangements of  the  town  which  is  entertaining  the 
Association,  I felt,  and  represented  my  Committee 
in  the  matters  of  the  medical  society.  We  wanted 
everything  possible  done  to  have  a full  attendance 
during  the  entire  meeting,  and  when  we  realized 
that  these  gentlemen  had  their  meeting  and  were 
ready  to  go,  I said,  “Gentlemen,  officially  you  have 
not  attended  the  meeting  of  the  State  Medical  Asso- 
ciation, because  it  does  not  meet  until  tomorrow 
morning,  and  none  of  your  names  will  appear  on 
the  registration  list  unless  you  come  up  and  regis- 
ter tomorrow  morning.  We  think  you  are  an  in- 
tegral part  of  our  organized  body  of  medicine,  and 
we  want  you  here  with  us  at  least  two  days.”  And 
then  I found  they  were  under  the  impression  we 
did  not  particularly  care  for  them,  did  not  think 
enough  of  them  to  pay  for  their  stenographic  re- 
ports. I think  some  of  the  most  brilliant  talkers 
I have  listened  to  are  among  those  men.  I heard 
some  windjammers  who  could  run  up  to  two  hun- 
dred and  fifty  dollars  if  you  would  give  them  time. 
They  would  make  wonderful  filibusterers.  (Laugh- 
ter.) I really  do  feel  as  Dr.  Savage  has  said. 
There  is  no  room  for  economy  in  words.  If  we 
people  can  say  a lot  without  saying  much  words 
it  would  cut  the  bill.  But  we  want  them  to  know 
that  we  think  a whole  lot  of  them,  and  we  want 
them  for  two  or  three  days.  We  love  them.  I 
would  rather  pay  fifty  dollars  myself  than  have 
them  feel  we  do  not  love  them. 

DR.  SHEDDAN : Gentlemen,  we  have  a Board 
of  Trustees  to  look  after  these  sort  of  things.  They 
have  gone  into  this  thing  carefully.  They  are  look- 
ing forward  to  the  future  when  you  will  have  a 
section  on  radiology,  gastroenterology,  neurology, 
and  the  society  will  be  all  broken  up  into  sections, 
and  the  expense  of  paying  the  stenographic  report 
all  leads  beyond  the  ability  of  this  Association  to 
pay.  Now,  they  are  looking  after  the  interest  of 
this  organization.  Dr.  Cullom  said  they  pay  their 
dues;  they  contribute  to  their  expenses  of  the  re- 
port as  long  as  they  are  in  the  general  session  and 
taking  part  in  the  general  session  and  having  their 
discussions  in  the  general  sessions,  and  they  get 
exactly  what  I get  and  every  other  man  gets.  If 
they  want  to  go  off  and  have  side  issues  of  their 
own  and  have  an  organization  of  their  own,  why 
should  the  rest  of  the  Association  be  called  upon 
for  the  gratification  of  these  men?  That  is  all  I 
have  to  say  about  this  thing.  It  is  a matter  of 
justice  to  the  Tennessee  State  Medical  Association. 

Now,  if  they  want  to  run  this  organization,  it  is 
all  right.  We  want  them  here.  But  what  good  are 
they  going  to  do  the  general  section  if  they  are  in 
a corner  having  a pow-wow  of  their  own?  We 
want  them  to  be  there  three  days,  at  the  nieht  ses- 
sions, and  take  part  in  the  discussions,  and  they 
will  get  all  that  is  coming  to  them  from  our  stenog- 
raphers and  from  every  man  employed,  without 
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the  general  session.  Because  they  have  a peculiar 
session  of  their  own,  why  should  the  Tennessee 
State  Medical  Society  pay  for  a sideshow  before 
their  own?  It  is  all  right  for  them  to  have  it,  but 
if  they  want  it  that  bad,  why  don’t  they  have  a 
dues  to  cover  those  sort  of  things  like  they  have 
to  have  in  the  different  sections  of  the  American 
Medical  Association?  They  have  their  own  stenog- 
rapher and  every  other  section  has  its  own  stenog- 
rapher to  pay. 

DR.  CROOK;  The  general  fund  pays  for  them, 
though. 

DR.  SHEDDAN:  I believe  not. 

DR.  POTTER  (Knoxville)  : I move  to  table  the 
motion  of  Dr.  Sheddan. 

(Duly  seconded.) 

SPEAKER  COWDEN;  The  motion  of  Dr.  Shed- 
dan is  that  we  pay  these  bills.  All  in  favor  of  the 
motion  make  it  known  by  saying  “Aye,”  contrary 
“No.”  The  “Ayes”  have  it.  The  motion  is  tabled. 

DR.  SAVAGE : Mr.  Speaker,  I want  to  say  that 
this  is  a blow  to  the  men  who  have  done  work  in 
connection  with  the  State  and  National  Association 
that  is  a credit  to  these  bodies,  and  it  looks  to  me 
as  though  you — and  I am  speaking  on  a question 
of  personal  privilege — it  looks  to  me  as  though 
you  are  kicking  these  fellows  out.  Your  kicking 
them  out  does  not  hurt  me  at  all,  because  I am 
going  along  the  straight  path  as  long  as  I can  any- 
way. I am  going  to  work  in  the  general  interest 
of  medicine,  but  you  have  made  a mistake,  and  I 
wish  somebody  would  make  a motion  to  reconsider. 

DR.  L.  L.  SHEDDAN ; Just  a point  of  personal 
privilege.  It  is  not  anything  I have  against  the 
eye,  ear,  nose  and  throat  men.  They  have  with- 
drawn from  the  State.  We  want  them  back  in  the 
whole  association.  We  want  you  with  us  three 
days  in  the  week. 

DR.  W.  K.  SHEDDAN : Mr.  President,  I rise  to 
a point  of  order.  There  is  nothing  before  the 
house. 

DR.  WOOD  (Knoxville)  : We  did  not  mean  it 
as  a blow  to  the  eye,  ear,  nose  and  throat  section. 
We  want  you  to  come  back  with  us.  You  are  one 
of  us  and  we  are  one  of  you. 

DR.  SAVAGE;  Mr.  Speaker,  these  boys  did  not 
go  out.  They  asked  permission  that  they  might 
go  and  this  body  gave  them  permission  to  organize. 
We  are  a part  of  the  State  Medical  Association, 
and  under  authorization  of  this  body,  and  if  we 
are  deprived  of  the  privileges  this  body  has  already 
given  us,  the  privileges  are  growing  less  and  less 
in  the  general  meetings  every  year  for  the  pre- 
sentation of  special  work.  I have  not  read  a paper 
myself  in  the  medical  organization,  general  organi- 
zation, since  a meeting,  anciently,  in  Memphis. 
And  there  is  one  paper,  and  one  only,  in  this  gen- 
eral session,  and  that  is  being  read  this  afternoon, 
from  our  men. 

Now,  we  did  not  just  get  up  in  a huffy  sort  of 
mood  and  go  out  from  you.  We  asked  you  to  send 
us  out,  to  permit  us  to  organize  the  section  of  eye. 


ear,  nose  and  throat  men,  for  the  benefit  of  the 
work  that  these  men  are  doing,  their  mutual  bene- 
fit. And  they  are  going  to  keep  on  doing  it.  If 
you  call  them  back,  if  you  withdraw  the  privileges 
you  granted  years  ago,  these  men  would  organize 
themselves  into  a body  of  their  own. 

DR.  JELKS;  Haven’t  they  done  so  already? 

DR.  SAVAGE;  No,  they  have  not.  We  are  try- 
ing to  correct  that  very  thing. 

(Cries  of  “Nothing  before  the  house.”) 

DR.  SHEDDAN ; Nothing  before  the  house. 

MEMBER;  I move  a point  of  order,  there  is  a 
special  report  before  the  House,  before  the  Chair- 
man of  the  Board  of  Trustees.  Two  recommenda- 
tions have  been  made.  One  of  them  has  been  dis- 
posed of.  Another  recommendation  was  made  in 
which  instructions  from  the  House  are  requested 
as  to  whether  or  not  they  change  the  fiscal  year 
to  conform  to  the  Journal  year.  I move  they  be 
authorized  to  do  that. 

(Seconded.) 

SPEAKER  COWDEN;  Any  discussion  of  the 
motion? 

(Question  called,  put  and  carried.) 

Anything  else  to  come  before  this  body? 

DR.  CROOK;  I move  we  adjourn. 

SPEAKER  COWDEN : I want  to  set  tomorrow 
at  ten  o’clock  to  have  a report  from  our  Historical 
Committee. 

DR.  SAVAGE;  Mr.  Speaker,  that  calls  to  my 
mind  that  one  of  our  committee  is  dead  and  another 
is  disabled,  and  I would  like  for  this  body,  before 
adjourning,  to  add  two  names  to  the  committee, 
not  dropping  the  name  of  Dr.  Eve.  That  stays, 
although  he  cannot  do  a thing. 

SPEAKER  COWDEN : That  will  be  taken  up 
tomorrow, 

DR.  SAVAGE ; We  will  want  them  to  work  with 
us. 

SPEAKER  COWDEN ; We  will  put  them  on  to- 
morrow. 

DR.  SAVAGE;  My  purpose,  Mr.  Speaker,  is 
that  these  appointments  be  made  now  so  that  they 
might  work  with  Dr.  Miller  and  myself. 

DR.  CROOK;  I move  that  Dr.  Savage  be  author- 
ized to  add  two  more  to  his  committee. 

(Seconded,  put  and  carried.) 

SPEAKER  COWDEN ; Gentlemen,  the  House 
of  Delegates  will  meet  tomorrow  morning  at  10:00 
o’clock. 

(Adjournment  5:30  P.  M.) 

Wednesday  Morning 
April  10,  1929 

The  meeting  was  called  to  order  at  10:00  o’clock, 
the  Speaker  of  the  House  of  Delegates,  Dr.  C.  N. 
Cowden,  presiding. 

SPEAKER  COWDEN:  The  report  of  the  His- 
torical Committe,  Dr.  Savage. 

DR.  G.  C.  SAVAGE,  Nashville:  Mr.  Speaker 
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and  members:  The  centennial  of  our  Association 
will  be  in  1930,  just  one  year  hence.  The  fact 
that  the  1929  meeting  is  the  ninety-sixth  annual 
meeting  does  not  alter  the  fact  our  Association 
is  now  ninety-nine  years  old.  During  the  years 
of  the  Civil  War  there  were  no  meetings  held. 
The  first  meeting  after  the  war,  that  is,  in  1866, 
should  have  been  numbered  as  if  there  had  been 
no  skip.  If  that  had  been  done,  this  meeting  would 
be  numbered  ninety-nine. 

Your  Committee  has  been  at  work  since  our  ap- 
pointment several  years  ago,  as  stated  in  a former 
report.  Both  the  work  of  securing  data  and  writ- 
ing of  the  history  was  assigned  to  the  late  Dr.  D.  J. 
Roberts.  His  age  and  infirmity  so  crippled  him  in 
his  work  that  the  whole  will  have  to  be  rewritten. 
We,  who  have  given  his  manuscript  critical  read- 
ing, find  a large  number  of  mistakes,  and  have 
also  found  his  record  to  be  entirely  too  brief  If 
published  in  the  shape  in  which  he  left  it  at  the 
time  of  his  death,  the  book  would  not  contain  one 
hundred  pages.  We  ask  that  we  be  authorized  to 
employ  a capable  writer,  in  whose  hands  we  can 
place  the  data  gathered  by  Dr.  Roberts,  and  the 
additional  data  that  may  become  available,  and 
that  he  be  given  freedom  to  the  extent  he  may 
write  a book  of  not  less  than  three  hundred  pages 
and  not  more  than  500  pages. 

We  believe  that  such  a writer  can  produce  a 
most  creditable  work.  If  we  are  thus  empowered 
by  you,  we  believe  that  the  work  may  be  completed 
by  the  time  of  the  1930  meeting,  and,  having  been 
endorsed  by  you,  can  be  published  within  the  cen- 
tennial year. 

The  man  employed  to  do  the  writing  must  be 
paid  for  his  time  and  service.  The  publishing  ap- 
propriation made  for  this  purpose  should  be  flex- 
ible, a minimum  and  a maximum  amount  being 
made,  your  Committee  to  promise  to  administer 
such  a fund  as  shall  be  appropriated  for  the  great- 
est good  of  the  organization.  Signed  by  myself 
and  Dr.  R.  A.  Smith. 

SPEAKER  COWDEN:  You  have  heard  the 
reading  of  the  report  of  the  Committee  on  History ; 
what  shall  we  do  with  it? 

DR.  WOOD,  Knoxville:  Mr.  Chairman,  I move 
they  be  granted  the  power  to  employ  whomsoever 
they  see  fit  in  the  writing  of  this  history. 

(Seconded  by  Dr.  L.  L.  Sheddan.) 

DR.  W.  K.  SHEDDAN:  Mr.  Speaker,  that  is 
all  right,  if  they  employ  somebody  to  write  it,  but 
somebody  has  to  furnish  the  writer  with  the  data. 

DR.  SAVAGE:  We  will  do  that.  We  have  some 
and  are  going  to  get  the  balance. 

DR.  SHEDDAN : That  is  what  I am  going  to 
discuss. 

SPEAKER  COWDEN : Just  a moment.  Doctor, 
the  motion  is  that  we  accept  the  report  and  allow 
them  the  privilege  of  employing  a writer  to  finish 
their  report.  All  discussion  will  be  to  that  mo- 
tion. 


DR.  W.  K.  SHEDDAN : As  I said,  I am  en- 
tirely in  sympathy  with  that  motion  and  if  it  is 
necessary,  you  want  to  make  some  provision  for 
furnishing  the  writer  with  the  material. 

SPEAKER  COWDEN : That  will  be  another 
matter  to  come  up.  Doctor. 

Is  there  any  discussion  on  that?  I think  the 
Committee  asked  for  a minimum  and  a maximum 
sum.  I think  that  ought  to  be  included  in  the  mo- 
tion. 

DR.  SAVAGE:  That  could  be  a second  motion. 

SPEAKER  COWDEN : Is  there  any  discussion 
of  the  motion? 

DR.  BURNS,  Memphis:  I seconded  the  motion, 
Mr.  Speaker;  I think  this  Committee  has  always 
had  power  to  act,  and  they  ought  not  to  be  ques- 
tioned, but  be  allowed  to  go  on  and  finish  the  work. 

SPEAKER  COWDEN:  This  will  reaffirm  it. 
All  in  favor  of  the  motion  will  say  “Aye,”  con- 
trary “No.”  It  is  carried. 

Now,  Dr.  Sheddan,  we  will  hear  you. 

DR.  W.  K.  SHEDDAN:  As  I said,  I have  had 
some  letters  from  some  of  this  Committee  asking 
for  some  information.  Now,  I think  the  informa- 
tion is  in  existence,  if  it  can  be  found.  Going  back 
in  the  early  days  of  my  recollection,  the  State  Med- 
ical Society  appointed  a committee,  of  which  the 
late  Dr.  W.  T.  Briggs  was  chairman,  to  get  up  a 
history  of  the  medipal  men  of  Tennessee.  Dr. 
Briggs  appointed  on  that  committee  men  from  the 
various  counties  of  the  state,  to  write  up  the  his- 
tories of  their  counties.  Among  those  men  was 
Dr.  Toller,  of  Murray  County.  And  there  were  a 
few  of  those  men.  Dr.  Briggs  as  chairman  of  that 
committee,  were  on  it  two  or  three  years,  reporting 
such  progress  as  was  made.  Dr.  Toller  got  it  up 
from  the  first  doctor  there  to  this  date,  and  what 
has  occurred? 

Now,  I at  one  time  had  Dr.  Toller’s  report,  but  it 
is  lost.  Now,  those  things  are  somewhere  in  the 
transactions  of  the  Tennessee  State  Medical  As- 
sociation, were  published  in  a little  book  form,  and 
Dr.  Roberts  was  Secretary  of  this  Society  for  a 
long  while,  and  when  he  was  appointed  as  the  head 
of  this  committee,  my  opinion  is  that  some  of  them 
have  those  things;  if  they  will  go  to  the  families  of 
those  men,  go  after  them,  tell  them  what  you  are 
looking  for. 

Dr.  Plunkett  was  another  Secretary.  My  opinion 
is  that,  somewhere  among  Dr.  Plunkett’s  family 
documents,  those  things  can  be  found. 

Now,  it  is  going  to  be  a job  to  get  up  the  proper 
data  as  respects  the  history  of  the  Medical  Society 
in  Tennessee,  unless  you  can  find  some  of  those 
things.  In  our  county  I know  a man — Dr.  Filers  is 
the  oldest  man  in  our  profession  in  the  county.  I 
talked  to  him  a while  ago,  and  he  practically  knows 
nothing  behind  his  day.  It  has  been  my  good  for- 
tune to  be  associated  with  one  of  the  earlier  mem- 
bers of  this  Society.  I do  not  know  what  became 
of  his  transaction.  I think  he  joined  the  Society, 
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old  Dr.  Bernard,  of  East  Tennessee,  took  an  in- 
terest in  it.  He  did  an  immense  amount  of  work 
in  getting  up  information  about  his  county,  and 
those  things  in  East  Tennessee. 

SPEAKER  COWDEN : Those  are  suggestions 
you  might  make  to  the  Committee. 

DR.  SHEDDAN : I am  just  making  those  sug- 
gestions. 

DR.  L.  L.  SHEDDAN : There  is  nothing  before 
the  House. 

MEMBER:  I will  ask  Dr.  Savage,  as  he  is  bet- 
ter acquainted  with  the  cost,  to  name  the  minimum 
and  maximum. 

SECRETARY  SHOULDERS:  Last  year  this 
House  of  Delegates  authorized  the  expenditure  of 
an  amount  up  to  five  hundred  dollars  for  the  Com- 
mittee to  use  as  it  saw  fit.  Now,  if  Dr.  Savage 
thinks  that  amount  would  be  sufficient,  or  would 
want  a larger  amount,  I move  now  that  the  Treas- 
urer be  authorized  to  approve  and  to  pay  bills  up 
to  and  including  an  amount  that  the  Committee 
may  designate  as  being  necessary  to  accomplish  the 
work  before  it. 

SPEAKER  COWDEN:  That  gives  them  carte 
blanche. 

(Seconded.) 

DR.  SAVAGE:  Mr.  Speaker,  I wish  that  Dr. 
Sheddan  might  now  be  permitted  to  finish  his  re- 
marks; for  this  reason:  all  of  the  data  must  be 
furnished  to  the  writer.  We  must  not  let  him 
search  it  out  himself. 

SPEAKER  COWDEN:  He  can  do  that  private- 
ly to  the  Committee. 

DR.  SAVAGE : But  he  may  stir  up  some  brother 
here  to  do  some  good  deeds  in  that  connection,  to 
furnish  all  the  information  they  may  have,  and 
if  it  is  a twentieth  duplicate — if  I may  use  that 
expression — if  it  is  a twentieth  copy  containing  that 
same  information,  it  will  not  hurt.  We  want  to 
have  the  data  as  straight  and  accurate  as  pos- 
sible. 

Now,  with  this  data  gathered  in  the  way  the 
Committee  will  hope  to  gather  it,  then  the  cost  of 
doing  the  actual  writing  will  be  less  than  it  would 
be  if  the  man  had  to,  himself,  search  out  the  data. 
I do  not  think  that  it  can  be  done  for  the  balance 
that  is  in  the  treasury. 

SECRETARY  SHOULDERS:  Not  at  all. 

DR.  SAVAGE:  We  have  nearly  five  hundred 
dollars  in  the  treasury  now.  We  are  economizing 
in  our  work.  But  I want  to  say  we  are  already 
rich  in  data. 

DR.  L.  L.  SHEDDAN : Dr.  Savage,  may  I ask 
you  one  question,  is  this  supposed  to  be  a history  of 
the  Tennessee  State  Medical  Association,  or  is  it 
to  be  a history  of  the  profession  in  Tennessee? 

DR.  SAVAGE:  It  ought  to  cover  the  whole  pro- 
fession. 

DR.  L.  L.  SHEDDAN : And  that  will  be  quite 
a difference  in  volume,  you  understand,  whether  it 
is  to  be  a Tennessee  State  Medical  history  or  a 


history  of  the  profession  in  Tennessee  for  the  last 
hundred  years. 

Illinois  has  recently  gotten  out  a history  of  that 
kind.  The  volume  will  be  much  more  voluminous 
if  it  is  a history  of  the  profession  in  Tennessee 
rather  than  a history  of  the  State  Medical  Associa- 
tion. That  is  what  we  want  to  determine,  whether 
it  is  one  or  the  other. 

DR.  SAVAGE:  The  important  things  that  have 
occurred  in  medicine  outside  of  the  Association 
would  deserve  mention — but  not  many  important 
things  have  occurred  outside  of  the  organized  med- 
ical profession. 

DR.  BURNS,  Memphis:  Can  you  use  such  data, 
though? 

DR.  SAVAGE:  We  can. 

Now,  we  want  this;  if  a man  is  qualified  to  write 
history,  and  is  furnished  ,all  the  data  by  us,  I do 
not  believe  he  can  afford  to  write  it  for  less  than 
a thousand  dollars. 

DR.  W.  K.  SHEDDAN:  Do  you  believe  you 
can  find  a historical  writer  that  can  write  it?  I 
do  not  believe  he  would  know  anything  about  the 
history  of  the  State  Medical  Society. 

DR.  SAVAGE : I do  not  know  whom  you  have 
in  mind,  but  the  Committee  has  an  idea  in  its  head 
relative  to  the  most  suitable  man  in  the  state  for 
doing  that  work,  and  a man  who  can  have  time 
to  do  it. 

Your  Committee  promise  you,  Mr.  Speaker  and 
members  of  the  House,  it  will  exercise  the  great- 
est care,  if  authorized  to  do  so,  in  selecting  a 
writer  to  write  the  history. 

Now,  if  that  boy  (indicating  Dr.  S.  R.  Miller) 
will  not  hold  that  thing  up  to  his  ear,  I would  say 
that,  of  all  the  men  in  the  State  of  Tennessee  to 
write  that  history,  he  could  do  it  better  than  any 
of  them;  but  he  said  he  would  not  do  it  for  ten 
thousand  dollars,  and  I would  not  blame  him  much 
if  he  didn’t.  But  we  are  going  to  be  in  harmony 
in  selecting  the  best  possible  man  for  writing  his- 
tory and  we  want  to  have  a resolution  to  embrace 
an  amount  that  would  enable  us  to  do  it  without 
having  to  wait  another  year  to  get  another  appro- 
priation. I think  that  this  body  knows  full  well, 
right  now,  that  when  we  had  five  hundred  dollars 
to  use  and  did  not  use  but  fifteen  or  twenty  of  it, 
they  can  risk  us  with  an  amount  beyond  what  we 
would  expect  to  pay. 

Now,  we  want  enough  included  in  the  appropria- 
tion, and  if  you  will  mention  the  minimum  and  the 
maximum,  we  will  remain  within  that. 

DR.  SHEDDAN : One  more  question.  Doctor, 
to  elucidate.  Is  this  history  to  be  supplied  to  every 
member  of  the  State  Association,  or  by  subscrip- 
tion? 

DR.  SAVAGE:  Oh,  we  ought  to  pay  for  it. 

SPEAKER  COWDEN : Dr.  Savage,  the  motion 
before  the  House  is  that  they  would  be  allowed, 
carte  blanche,  to  use  all  the  money  necessary;  that 
is  the  motion  that  has  been  made  and  seconded. 
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DR.  SAVAGE:  I am  astonished. 

DR.  BURNS,  Memphis:  We  have  confidence  in 
you. 

Mr.  Chairman,  will  you  yield  to  the  question? 

SPEAKER  COWDEN:  Yes,  sir. 

DR.  BURNS:  Have  you  the  data  the  Shelby 
County  Society  has  compiled  in  the  last  year  or 
two,  for  fifty  years?  That  is  good  stuff;  you  ought 
to  get  it. 

DR.  SAVAGE:  No,  we  ought  to  have  it.  Will 
you  consider  yourself  a party  to  furnish  that  in- 
formation? 

DR.  L.  L.  SHEDDAN : We  have  appointed  Dr. 
J.  M.  Kennedy,  of  Knoxville  Society,  who  is  very 
familiar  with  all  these  things,  who  can  give  you 
valuable  data. 

DR.  SAVAGE:  Mr.  Chairman,  before  I take 
my  seat,  I am  almost  paralyzed  with  the  magna- 
nimity of  these  men. 

SPEAKER  COWDEN:  It  has  not  been  voted 
on  yet. 

DR.  SAVAGE:  But  I want  to  say  this,  in  spite 
of  errors  and  the  brevity  of  the  matter  prepared 
by  Dr.  Roberts,  it  constitutes  a most  interesting 
piece  of  reading. 

DR.  CULLOM,  Nashville:  Mr.  Chairman,  in 
regard  to  the  sale  of  this  work  by  subscription,  it 
seems  to  me  that  would  solve  a large  part  of  the 
expense.  Tennessee  has  the  most  wonderful  med- 
ical history  of  any  state  in  this  Union,  and  it  can 
be  made  into  a very  dignified  volume,  which  every 
doctor  would  want  to  have  in  his  library. 

SPEAKER  COWDEN:  That  -will  be  up  to  the 
Committee  and  it  will  be  the  property  of  this 
Association. 

DR.  SAVAGE:  This  member  of  this  committee 
has  decided  he  is  going  to  do  without  something 
else  in  order  to  have  enough  money  to  buy  the  book 
with.  (Laughter.) 

DR.  S.  R.  MILLER  (Knoxville)  : We  have  at- 
tended their  meetings  that  occurred  in  Knoxville. 
Dr.  Ristine  was  in  Edgefield  once.  He  thought  so 
and  so,  but  he  could  not  give  me  anything  worth 
a snap  of  your  finger  for  a history.  He  could  tell 
me  Dr.  So  and  So  had  been  president,  but  could  not 
tell  me  within  twenty-five  years  of  when  he  had 
been  president. 

About  the  amount,  I do  not  believe  it  can  be  done 
for  that  amount.  Dr.  Savage,  you  have  not  the 
time  to  go  to  Vanderbilt  Library  and  search  those 
things  out.  I have  been  searching  for  these  things. 
I have  the  records,  except  three  or  four  years,  back 
from  seventy-nine,  absolutely  correct  records.  I 
thought  Dr.  Savage  or  Dr.  Eve  had  those.  Dr. 
Savage  says  if  he  has  them  they  are  in  the  Van- 
derbilt Library.  He  has  not  time  to  go  to  the  Van- 
derbilt Library  and  search  them  out.  The  historian 
has  to  look  for  some  of  these  things.  We  cannot 
do  it.  Dr.  Moody,  of  Shelbyville,  can  give  us  some 
of  these  things. 

Dr.  Sheddan  tells  me  he  can  tell  about  Dr.  Le- 


nore.  I have  written  to  the  Lenore  City  people, 
I have  talked  to  Dr.  Ristine  and  Dr.  Kennedy,  and 
they  do  not  know  that  he  was  president  once  and 
a great  worker.  That  is  not  worth  anything  for 
a history,  but  Dr.  Sheddan  studied  medicine  with 
him.  But  I think  if  I can  get  all  the  records  I can 
find  a memorial.  We  have  lots  of  these  memorials; 
I have  a list  of  them. 

I want  to  show  you  what  we  have  done  so  far. 
(Exhibits  a long  tabulation.)  That  is  a list  of 
the  officers  of  the  different  years.  There  have  been 
seven  or  eight  years  missing.  Dr.  Felix  Robinson 
was  president  in  fifty-three,  and  I think  he  was 
president  in  fifty-four,  but  I cannot  prove  that  yet. 
The  historian  can  get  those  records.  Dr.  Roberts 
had  some  old  records,  but  I do  not  know  what  be- 
came of  them.  Dr.  Plunkett  was  ordered  to  get 
the  records.  If  somebody  knew  their  families  and 
could  find  out  where  they  are,  the  historian  could 
get  the  records  and  write  them  up. 

The  history  of  the  society  of  Knoxville,  written 
in  1909,  (?)  has  a chapter  of  thirty-five  or  forty 
pages  of  the  medical  history  then.  Those  men  were 
active  in  county  societies  of  East  Tennessee,  and 
they  would  be  entitled  to  come  in  as  a part  of  the 
history  of  Tennessee.  Dr.  Ramker,  the  great  his- 
torian, got  out  the  Annals  of  Tennessee.  They  were 
selling  for  fifteen  or  twenty  dollars  awhile  back. 
He  was  a member  of  the  society. 

That  completes  nearly  all  of  the  officers  who  are 
presidents,  but  there  are  a few  years  missing.  I 
got  it  up  (the  tabulation)  this  way  because  I 
thought  it  was  so  much  better  than  the  way  Dr. 
Roberts  had  it.  The  historian  can  get  this  out. 

I think  there  ought  to  be  a biography  of  every 
prominent  worker,  whether  he  be  a past  president 
or  not,  in  this  Association;  and  then  an  autobiogra- 
phy, by  some  of  the  older  men,  written  up  and  put 
in  this. 

About  the  price.  That  historian  is  going  to  have 
to  go  to  Nashville,  Vanderbilt,  State  Library,  and 
some  of  us  are  going  to  have  to  furnish  them,  fish 
them  out;  they  are  going  to  have  to  be  returned 
and  there  is  going  to  be  expense  to  that. 

You  have  not  authorized  how  many  copies  are 
to  be  published.  It  ought  to  be  published  by  next 
year.  If  you  go  to  publishing  two  thousand  credit- 
able volumes  of  a history,  it  is  going  to  cost  a lot 
of  money,  more  than  the  appropriation;  you  can- 
not print  them  for  fifty  cents  a volume. 

DR.  SAVAGE:  Just  a moment.  This  resolution 
does  not  include  the  publishing,  just  preparation. 

DR.  S.  R.  MILLER:  That  is  what  I want  to 
know.  If  you  want  to  take  and  pass  upon  it  first, 
those  things  ought  to  be  settled  by  the  House  rather 
than  by  the  Committee. 

The  first  information  I had  of  what  Dr.  Roberts 
had  presented,  about  three  weeks  ago,  I began  to 
study  and  work  on  it.  My  wife  said  she  has  stood 
incometaxitis  once  a year.  I get  worse  and  worse 
and  go  down  until  I get  over  my  incometaxitis. 
She  says  she  don’t  think  I can  stand  histritis,  too, 
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because  I have  gone  upstairs  at  night  and  nobody 
is  allowed  to  come,  with  all  of  these  records  spread 
out,  trying  to  get  them  straightened  out.  But  it 
took  me  hours  and  hours  to  do  it.  Now  we  have 
this  straightened  out  pretty  well,  and  somebody  is 
going  to  have  to  go  ahead  and  get  up  a lot  of  valu- 
able data  about  the  various  meetings;  but  it  is  for 
a historian  to  say  how  much  we  will  say  about  the 
meetings. 

You  take  Dr.  Sanders’  report  of  five  epidemics  of 
yellow  fever  in  seventy-nine.  It  is  most  interest- 
ing reading  to  hear  him  argue  why  yellow  fever 
was  carried,  he  said,  due  to  some  kind  of  an  ani- 
mal poison,  and  they  could  trace  three  epidemics 
to  Memphis,  but  not  the  other  two.  Somebody  will 
have  to  go  into  that  good.  Dr.  Savage  will  have 
to  get  that  out  for  him.  Those  things  have  to  be 
carried  out  and  it  is  going  to  take  a world  of  work. 

DR.  JELKS:  It  is  strange  to  say,  sir;  it  will  be 
impossible  for  your  committee  to  get  this  work  out 
in  one  year  or  even  in  two  years.  You  had  better 
take  time,  gentlemen,  and  you  had  better  obtain 
the  services  of  those  who  are  competent  and 
familiar  with  this  kind  of  work,  just  such  as  John 
Trotwood  Moore,  to  render  you  most  valuable  as- 
sistance in  this  work.  Gentlemen,  if  we  are  going 
to  do  a thing  like  this  it  will  live  long  after  all  of 
us  are  planted,  and  let  us  do  it  right  and  take  ample 
time  to  do  it. 

SECRETARY  SHOULDERS;  I just  want  to 
say  this,  it  seems  to  me  the  discussion  so  far  is 
directed  as  a lecture  to  the  committee  as  to  who 
should  do  the  work.  As  a matter  of  fact,  the  com- 
mittee has  almost  completed  its  work.  It  can  com- 
plete the  collection  of  the  data.  At  any  rate,  that 
committee  will  be  glad  to  hear  suggestions  from 
all  the  members  at  any  time,  but  I do  not  know 
that  would  help  this  house  in  acting  upon  the  ques- 
tion as  to  whether  we  want  to  make  an  appropria- 
tion on  this,  which  has  been  going  on  for  four  or 
five  years,  or  do  not.  So,  it  seems  to  me  that  the 
House  might  act  on  the  question  of  appropriating 
money  to  be  used  by  the  Committee  in  whatever 
way  it  may  see  fit,  to  the  end  that  the  volume  will 
be  presented  at  the  proper  time  at  the  Centennial 
celebration. 

Now  then,  as  to  whether  it  should  be  presented 
in  printed  form,  ready  for  sale,  is  another  question. 
That  is  to  be  determined  largely  by  the  committee 
after  investigating  costs,  and  none  of  us  in  this 
House  can  determine  that  now.  So  I would  move 
you  again  that  this  committee  be  empowered  to 
draw  upon  the  funds  of  the  Association  in  what- 
ever amounts  are  necessary  for  the  accomplish- 
ment of  the  purposes  they  have  set  out  to  accom^ 
plish. 

Question  called. 

SPEAKER  COWDEN:  All  in  favor  of  the  mo- 
tion that  we  allow  unlimited  expense  to  this  com- 
mittee, make  it  known  by  saying  “Aye,”  contrary 
“No.”  It  is  carried  unanimously,  and  you  may  go 
to  work,  gentlemen. 


DR.  SAVAGE : Mr.  Speaker,  allow  me  to  thank 
the  members  of  this  body  from  the  very  depth  of 
my  heart  for  giving  us  liberties  we  did  not  ask  for. 

SECRETARY  SHOULDERS:  Mr.  Speaker,  in 
this  connection,  I have  been  somewhat  in  touch  on 
this  with  Dr.  Savage,  from  time  to  time,  as  it  has 
gone  along,  and  now  it  seems  to  me  that  that  com- 
mittee be  authorized  to  determine  within  itself 
whether  it  shall  present  the  volume  to  the  Cen- 
tennial in  a printed  form,  with  a price  fixed  that 
will  bring  about  a return  of  the  funds  that  have 
been  expended;  that  this  committee  should  be  em- 
powered to  determine  that  question  of  the  price 
and  as  to  whether  or  not  it  will  go  ahead  and  print 
it  for  presentation  at  that  time.  I so  move. 

Seconded. 

SPEAKER  COWDEN : It  has  been  moved  and 
seconded  this  committee  be  empowered  to  go  ahead 
and  finish  it  and  set  the  price  upon  it.  Any  dis- 
cussion? 

DR.  W.  K.  SHEDDAN:  Mr.  Speaker,  I would 
like  to  ask — Dr.  Shoulders  has  always  talked  about 
the  impossibility  of  knowing,  of  the  Secretary 
knowing,  what  things  are  going  to  cost.  We  heard 
from  him  yesterday  about  half  a dozen  times.  He 
could  not  make  any  definite  conclusion.  I would 
like  to  know  if  you  folks  have  any  idea  what  this 
thing  will  cost  to  put  it  in  a decent  form  that  the 
medical  public  will  want.  There  is  no  use  to  get 
a snide  thing  or  a half-baked  thing  out  here;  and, 
as  I said,  the  profession  of  this  state  has  to  fur- 
nish your  historian  with  the  facts. 

Dr.  Roberts  has  made  a lot  of  mistakes  in  his 
stuff.  Dr.  Miller  has  found  his  mistakes  already, 
in  even  the  little  work  he  has  done.  Now,  I have 
in  my  possession  a history  of  the  medical  men  of 
Murray  County  from  the  time  Murray  County  was 
first  settled,  the  first  physician,  and  those  of  them 
who  were  members  of  the  State  Medical  Society, 
and  we  have  a great  many  things.  We  have  some 
things  that  are  of  vast  importance  to  the  profes- 
sion, that  occurred  a long  time  before  the  State 
Medical  Society  of  Tennessee  was  organized. 

Now,  the  work  of  those  pioneer  men  in  this 
country,  not  only  in  Middle  Tennessee,  but  also  in 
East  and  West  Tennessee,  should  come  into  this 
volume,  especially  those  antedating  the  organiza- 
tion of  this  State  Society.  For  instance,  old  Dr. 
Eve,  in  his  remarkable  cases  of  surgery,  the  grand- 
father of  Dr.  Charles  Dedrick  of  Knoxville;  I do 
not  know  whether  there  are  a half  dozen  men  of 
this  Society  that  have  read  those  things. 

In  our  county  the  first  deliberately  planned 
operation  of  gall  bladder  disease  was  done  by  a 
graduate  of  Dublin,  an  Irish  surgeon,  who  located 
in  Murray  County  in  1808.  Those  are  facts  that 
can  be  established.  Those  are  facts  which  will 
appeal  to  the  intelligent  class  of  the  medical  pro- 
fession of  this  country.  You  cannot  get  something 
out  by  blowing  somebody’s  horn  in  the  last  fifty 
years.  You  have  to  get  something  dealing  with 
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facts  going  back  before  the  memory  of  any  of  us, 
almost. 

As  I said,  I can  find  this  record.  In  regard  to 
Murray  County,  there  was  a much  more  compre- 
hensive record  which  I had  at  one  time  which  is 
lost,  written  by  Dr.  Toller,  one  of  the  most  famous 
old  men  in  the  profession  in  the  country.  I have 
been  frequently  asked  to  tell  who  were  the  first 
doctors  in  Murray  County.  There  isn’t  a man  that 
has  the  faintest  idea. 

Now,  if  you  men  take  any  interest  in  medical 
history,  they  are  satisfied  with  their  own  achieve- 
ments, and  the  fellow  they  went  to  school  under, 
the  professor,  was  the  biggest  man  in  the  world  to 
them.  Now,  if  you  are  going  to  write  a history 
of  the  profession  in  Tennessee  that  the  world  will 
want,  you  will  have  to  get  it  up  by  medical  men 
and  let  your  historian  write  it  up  in  the  form 
necessary. 

SPEAKER  COWDEN:  Dr.  Sheddan,  I think 
they  would  like  to  have  it  from  the — 

DR.  SHEDDAN:  I don’t  think  so. 

DR.  S.  R.  MILLER:  I would  like  to  get  an  idea 
of  the  volume  we  would  have.  My  idea  would  be 
to  get  out  a cheaper  volume,  very  much  as  our 
transactions  were,  with  a good,  substantial  cloth 
binding,  and  get  out  another  in  the  leather  bind- 
ing. Knoxville’s  history  sold  for  ten  dollars,  but  it 
is  in  morroco  binding,  about  four  hundred  fifty 
pages.  That  is  one  history  that  can  be  turned 
over  to  the  historian,  you  see.  I would  like  to 
know  if  it  would  be  feasible,  in  the  opinion  of  the 
Secretary,  for  the  people  to  turn  in  their  subscrip- 
tions now,  to  him,  or  if  they  want  to  wait  and  see 
what  the  price  is  going  to  be,  to  see  how  much 
will  be  published.  I do  not  know  whether  they 
would  have  to  publish  a thousand  volumes,  two 
thousand,  three  thousand.  I do  not  know  how  many 
we  would  require  besides  those  for  our  own  mem- 
bers. We  have  seventeen  hundred  members. 

SPEAKER  COWDEN:  Doctor,  that  would  be 
entirely  in  the  hands  of  the  Committee. 

SECRETARY  SHOULDERS:  Mr.  Speaker,  I 
just  want  to  say  this:  Dr.  Savage  has  written 
books  and  published  books,  more  than  any  other 
man  in  the  House.  Another  book  of  his  came  off 
the  press  last  November. 

DR.  SAVAGE:  December. 

SECRETARY  SHOULDERS:  December.  He 
published  it  himself.  He  knows  more  about  the 
cost  of  publishing  a book  than  any  of  us,  and  the 
cost  of  the  various  bindings,  so  that  was  the  rea- 
son for  the  motion  I made,  that  the  Committee  be 
empowered  to  act  in  the  matter  as  seemed  fitting 
in  the  premises. 

DR.  L.  L.  SHEDDAN : Mr.  Speaker,  just  one 
question.  That  was  the  reason  I asked  the  ques- 
tion, whether  or  not  this  was  to  be  a history  of 
the  Tennessee  State  Medical  Association  or  whether 


it  was  to  comprise  the  history  of  the  profession 
in  Tennessee.  It  will  have  a very  material  effect 
on  the  cost  of  the  volume.  Now,  if  it  is  going  to 
be  a volume  taking  up  the  history  of  the  medical 
profession  in  Tennessee,  it  will  have  to  be  an  enor- 
mous volume,  and  it  will  be  a very  large  cost. 

Now,  I have  been  in  touch  with  the  Illinois  State 
Medical  Association,  who  have  just  completed  just 
such  a volume  of  this  kind,  the  history  of  the 
medical  profession  in  the  State  of  Illinois,  and  they 
have,  I think  it  was  about  ten  or  fifteen  dollars  a 
volume,  and  they  have  received  subscriptions.  Now, 
say  the  Committee — so  I take  it — wants  to  know 
whether  it  is  to  be  a centennial  number  of  the 
annals  of  this  Association,  or  whether  it  is  to 
comprise  a biography  or  history  of  the  profession 
in  Tennessee,  and,  I take,  they  would  like  to  be 
instructed  along  these  lines.  Is  that  correct,  Dr. 
Savage? 

DR.  SAVAGE:  No;  we  do  not  know  just  how 
far  we  will  go,  but  we  have  set  the  limit  of  five 
hundred  pages  in  one  direction  and  three  hundred 
pages  in  the  other  direction,  and  it  vdll,  therefore, 
be  between  three  and  five  hundred  pages.  The 
printing  and  binding  can  be  done — I have  had  a 
good  deal  of  experience — I think  I have  published 
eight  books  now  and  I know  something  about  the 
cost. 

But  my  idea  about  this  book  is  that  it  should  be 
furnished  the  members  of  the  profession  at  actual 
cost,  and  that  would  not  be  very  great. 

DR.  SHEDDAN : We  would  have  to  know  how 
much  we  are  going  to  subscribe  for  it. 

DR.  SAVAGE:  We  ougKt  not  to  publish  less 
than  two  thousand  the  first  issue,  for  we  have 
seventeen  hundred  members  of  the  Association,  and 
our  present  organization  spirit  is  going  to  lead 
every  member  of  the  profession,  not  only  of  the 
Association  or  county  societies,  into  an  attitude  of 
mind  that  will  force  them  to  buy  the  book,  espe- 
cially when  he  will  get  it  at  cost. 

We  did  not  expect  the  matter  of  publication  would 
come  up  until  next  year.  We  will  not  be  able  to 
have  it  ready  for  1930,  but  at  that  meeting  we 
will  be  able  to  let  you  know  what  it  is  going  to 
cost.  What  we  want  now  is  money  and  privilege 
for  the  preparation. 

(Question  called,  put  and  carried  unanimously.) 

SPEAKER  COWDEN:  The  next  thing  is  the 
report  of  the  A.M.A.  delegates. 

DR.  L.  L.  SHEDDAN : Mr.  Speaker  and  gen- 
tlemen, as  chairman  of  our  House  of  Delegates,  I 
would  like  to  make  a qumidam  report,  making  cer- 
tain recommendations  to  this  Association,  which 
I hope  the  Speaker  will  appoint  a reference  com- 
mittee to  take  under  consideration,  because  of  their 
vital  importance,  not  only  to  the  profession  of  Ten- 
nessee, but  throughout  the  United  States 

(Read  report.  Applause.) 
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REPORT  OF  THE  TENNESSEE  DELEGATES 
TO  THE  A.  M.  A. 

The  meeting  of  the  A.M.A.  at  Minneapolis  June 
11  to  15,  1928,  was  one  of  the  most  successful  meet- 
ings in  the  history  of  the  Association.  There  were 
4,876  registered  and  a most  interesting  program 
was  presented. 

One  very  noticeable  feature  was  the  scientific 
exhibits.  These  were  more  numerous  and  interest- 
ing by  far  than  at  any  previous  meeting.  A whole 
week  could  have  been  most  profitably  spent  in  the 
study  of  these  most  elaborate  and  instructive  pre- 
sentations. 

However,  as  the  business  of  the  House  of  Dele- 
gates has  become  so  heavy,  and  takes  so  much  time, 
the  members  of  that  body  have  very  little  time  to 
devote  to  the  scientific  side  of  the  meeting,  con- 
sequently our  report  will  of  necessity  have  to  be 
confined  to  the  proceedings  of  the  House  of  Dele- 
gates. 

The  Constitution  of  the  A.M.A.  sets  a limit  of 
175  as  the  maximum  membership  in  the  House  of 
Delegates.  These  include  not  only  the  delegates 
from  the  constituent  State  Associations,  and  dele- 
gates from  Hawaii,  Alaska,  Philippine  Islands, 
Porto  Rico,  and  the  Canal  Zone,  but  delegates  from 
the  Army,  Navy  and  Public  Health  Service,  and 
from  each  of  the  scientific  sections.  Of  this  num- 
ber, there  were  154  delegates  registered  and  in 
attendance,  Tennessee’s  three  delegates  being  pres- 
ent at  all  meetings. 

The  Constitution  also  provides  that  a reappor- 
tionment of  delegates  shall  be  made  every  three 
years,  this  past  year  being  the  time  for  said  re- 
apportionment. The  committee  selected  to  make 
such  apportionment  set  the  number  of  members  to 
each  delegate  at  775  or  fraction  thereof.  Any  state 
with  775  members  or  less,  one  delegate;  any  state 
having  1,550  members,  2 delegates;  and  so  on.  We 
are  glad  to  report  that  Tennessee  has  kept  pace 
with  the  procession  and  is  still  entitled  to  three 
delegates.  Some  states  gained  one  delegate  and 
some  lost  one. 

There  were  many  interesting  and  important 
questions  presented  to  the  House  for  their  con- 
sideration. Among  other  things,  some  amendments 
to  the  Constitution  and  By-Laws  were  proposed; 
some  were  adopted  and  some  rejected.  Those  of 
you  who  have  kept  in  touch  with  the  proceedings 
will  have  already  been  informed  on  these  points. 
The  Journal  of  the  A.M.A.  for  May  5,  1928,  con- 
tained the  annual  reports  of  the  Board  of  Trustees, 
Secretary,  and  the  different  Councils,  with  their 
recommendations.  The  Journal  of  June  16,  1928, 
contained  the  recommendations  of  President  Jack- 
son,  President-elect  Thayer,  the  Speaker  of  the 
House  Warnshuis,  as  well  as  some  supplemental  re- 
ports by  the  Board  of  Trustees  and  the  Council  on 
Medical  Education  and  Hospitals.  All  these  reports 
of  officers  and  councils  were  referred  to  the  Refer- 


ence Committee  upon  Report  of  Officers,  and  were 
duly  considered  and  reported  back  to  the  House 
for  final  action. 

It  would  take  up  entirely  too  much  of  your  time 
and  would  be  of  very  little  interest  to  go  into  a 
full  report  of  all  of  the  proceedings.  However, 
certain  actions  were  taken  and  recommendations 
were  made  that  we  feel  would  be  of  interest  to  the 
Tennessee  State  Society,  so  we  beg  leave  to  go 
somewhat  into  detail  upon  these  points  and  to  make 
some  recommendations  to  the  House  of  Delegates 
of  the  Tennessee  Medical  Society  for  their  consid- 
eration. 

Some  four  or  five  years  ago,  a proposition  was 
presented  to  the  House  of  Delegates  by  the  New 
York  State  Medical  Society  looking  to  the  question 
of  the  advisability  of  the  American  Medical  As- 
sociation’s establishing  a home  for  indigent  physi- 
cians. A committee  was  appointed  to  make  a sur- 
vey of  the  country  for  the  purpose  of  ascertaining 
the  number  of  indigent  physicians  who  were  worthy 
of  assistance.  This  committee  reported  to  the 
House  of  Delegates  in  Washington  in  1927  with 
the  recommendation  that  such  home  be  not  estab- 
lished. That  so  far  as  their  survey  was  concerned 
that  very  few  indigent  physicians  could  be  found, 
and  those  discovered,  when  interviewed,  did  not 
want  to  leave  their  friends  and  locations  where 
they  had  spent  their  lives  to  go  live  among  strang- 
ers. This  we  know  would  be  quite  a hardship 
on  such  physicians.  The  committee  found  that 
certain  states  had  provided  a fund  to  meet  the 
needs  of  such  indigents  as  might  be  in  their  bor- 
ders. Also  that  some  of  the  larger  local  societies 
had  made  such  provisions. 

The  Secretary  was  instructed  to  check  up  on 
the  survey  made  by  that  committee.  His  report 
was  the  same  this  time.  However,  the  New  York 
delegation  came  again  this  year  and  stated  that 
their  survey  of  the  situation  was  directly  opposite 
to  the  other  reports  made.  So  that  this  committee 
was  instructed  to  take  the  matter  up  in  connection 
with  the  New  York  committee  and  report  next 
meeting. 

However,  we  feel  confident  that  the  A.M.A.  will 
decide  against  establishing  said  home.  We  feel  that 
the  Tennessee  State  Medical  Society  should  take 
some  steps  to  provide  for  any  really  indigent  phy- 
sicians in  Tennessee.  Humanity  demands  that  we 
take  this  step  and  make  such  provisions. 

Dr.  W.  A.  Pusey,  Chairman  of  the  Reference 
Committee  on  Medical  Education,  made  the  follow- 
ing recommendations : 

1.  That  it  would  be  most  desirable  for  medical 
students  to  enter  practice  at  an  earlier  age. 

2.  That  the  plan  of  covering  the  medical  course 
in  three  years  of  four  quarters  instead  of  four 
years  of  three  quarters  and  a long  vacation,  as 
is  illustrated  in  plan  proposed  by  Duke  Univer- 
sity. 

3.  That  the  medical  course  is  overcrowded  with 
details  and  with  detailed  consideration  of  the 
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specialties  and  would  be  improved  by  a less 
crowded  course  confined  more  nearly  to  the  es- 
sentials and  fundamentals  and  that  efforts  to 
this  end  should  be  made. 

These  recommendations  were  adopted  by  the 
House. 

Dr.  Chas.  J.  Whalen,  Illinois,  offered  this  reso- 
lution : 

“Whereas  it  has  come  to  our  attention  that 
students  in  universities  and  colleges  are  being 
given  free  medical  care  without  regard  to  the 
ability  of  the  individual  to  pay  for  the  same. 
Therefore  be  it 

“Resolved  that  the  Judicial  Committee  be  re- 
quested to  investigate  the  matter  as  to  the  extent 
to  which  this  practice  prevails.” 

Dr.  Irwin  Abell,  Kentucky,  Chairman  of  the 
committee  to  which  this  resolution  was  referred, 
recommended  the  adoption  of  said  resolution.  Same 
was  then  adopted. 

Your  delegates  to  the  A.M.A.  feel  that  this  is 
a very  important  step  and  that  the  House  of 
Delegates  of  the  Tennessee  State  Association  should 
go  on  record  as  favoring  this  movement,  and  con- 
demning this  step  toward  socialization  and  state 
medicine. 

President  Jackson,  in  his  address  which  was 
published  in  the  Journal  of  the  A.M.A.  of  June  16, 
1928,  dealt  with  the  abuses  of  medical  charities. 
In  this  report  he  pointed  out  the  injustice  which 
is  being  done  the  profession  in  the  operation  of 
certain  hospitals  and  clinics.  He  also  pointed  out 
the  part  played  by  the  members  of  the  profession 
in  the  operation  of  such  clinics,  showing  that  no 
hospital  or  clinic  could  operate  without  the  co- 
operation of  the  members  of  the  medical  profes- 
sion. 

He  summed  up  his  observations  in  about  the  fol- 
lowing language:  “I  feel  that  the  time  has  come 
when  (1)  no  institution  or  clinic  should  permit  its 
attending  physicians  to  be  imposed  upon.  (2) 
Whatever  the  social  or  other  advantages  to  the 
physician  in  the  clinic,  he  should  not  be  permitted 
to  contribute  to  what  is  a gross  injustice  to  the 
profession  as  a whole. 

“I,  therefore,  wish  to  recommend  for  your  con- 
sideration the  creation  of  some  sort  of  agency  with- 
in our  Association  to  meet  this  problem.  Perhaps 
it  might  be  known  as  the  ‘Committee  (or  Council) 
on  Medical  Charities  and  Economics,’  or  it  might 
be  better  to  add  this  service  to  some  other  existing 
agency  such  as  the  Judicial  Council.  It  should,  how- 
ever, be  a permanent  assignment.  Its  first  duty 
should  be  to  investigate  all  medical  charities  to  as- 
certain their  position  in  this  problem.  Following 
this  investigation,  a classification  should  be  made. 
Those  which  respect  medical  rights  should  be  classi- 
fied as  approved.  Those  which  do  not  should  be 
classified  as  not  approved. 

“In  making  this  classification  the  Council  or 
Committee  should  formulate  rules  determining 


what  shall  constitute  proper  medical  charity,  this 
classification  to  guide  both  the  charities  and  the 
profession.” 

He  cited  one  instance  of  “a  magnificent  hospital 
handsomely  equipped  where  one  of  the  outstanding 
surgeons  of  the  country  only  receives  compensa- 
tion for  eight  out  of  every  one  hundred  opera- 
tions.” At  another  institution  patients  are  received 
who  are  not  only  able  but  anxious  and  willing  to 
pay  a fee,  but  the  patient  was  a charity  one,  so  far 
as  the  hospital  was  concerned,  and  the  attending 
physician  was  not  allowed  to  accept  even  a com- 
parative tip  as  compensation.  Such  a course  as 
this  by  any  hospital  is  a gross  injustice  to  the 
men  who  make  possible  its  operation. 

President  Jackson  further  states  that  “such  hos- 
pitals be  classified  as  not  approved  and  to  serve 
such  hospital  or  clinic  should  be  declared  a violation 
of  ethics  with  its  proper  penalty.”  We  feel  that 
the  House  of  Delegates  of  Tennessee  State  Society 
should  go  on  record  favoring  this  movement. 

Dr.  Arthur  D.  Bevan,  Chairman  of  the  Council 
on  Medical  Education  and  Hospitals,  in  his  report, 
stated  that  in  the  future  more  time  was  going  to 
be  spent  in  the  consideration  of  hospitals;  trying 
to  get  them  properly  classified,  etc.,  recognizing  the 
fact  that  such  investigation  would  have  to  take 
into  consideration  local  conditions  and  would  have 
to  work  in  harmony  with  State  and  County  So- 
cieties. 

He  said  further:  “I  desire  to  call  your  attention 
to  a matter  which  must  be  faced  at  once;  I refer 
to  the  matter  of  institutions  practicing  medicine.” 

It  would  take  entirely  too  much  time  for  us  to 
quote  his  arguments,  etc.,  and  suffice  it  to  say 
that  the  practice  of  medicine  by  institutions  was 
most  severely  condemned  by  the  Council.  He  re- 
ferred especially  to  medical  colleges  who  have 
adopted  the  all-time  teacher,  where  patients  are 
accepted  and  treated,  the  fees  for  such  treatment 
not  going  to  the  physician  who  performs  the  ser- 
vice but  to  the  institution. 

The  report  says,  “The  individual  and  personal  re- 
lations of  the  doctor  to  his  patients  cannot  be  as- 
sumed by  an  institution.”  It  further  says:  “This 
so-called  full-time  clinical  teacher  is  an  American 
experiment  which  did  not  originate  in  the  medical 
profession  but  in  the  minds  of  laboratory  workers 
and  laymen.  It  has  never  had  the  support  of  the 
medical  profession.  It  has  gone  far  because  it 
has  received  ample  financial  support.  The  univer- 
sities which  have  adopted  this  plan  have  been 
badly  advised  in  this  matter,  and  the  time  has  come 
when  the  medical  profession  should  take  a definite 
stand  on  the  subject  and  make  it  clear  to  such  in- 
stitutions, that  an  institution  cannot  practice  medi- 
cine, and  that  medical  education  must  be  developed 
on  sound  ethical  lines  that  can  receive  the  support 
of  the  medical  profession.” 

It  further  states:  “The  experiment  of  full-time 
clinical  teachers  has  been  given  a fair  trial  and 
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has  proven  to  be  a failure.  It  is  impossible  to 
secure  and  retain  permanently  first-class  men  on 
this  unethical  basis.  Very  few  men  who  have  been 
tempted  by  the  offer  of  an  important  professorship, 
and  accepted  it,  believe  in  the  plan,  or  retain  the 
position  for  long.” 

The  Secretary,  in  his  report  showing  the  num- 
ber of  Members  and  Fellows  of  the  A.M.A.  in  each 
state,  has  reported.  Members  96,443,  Fellows  63,- 
487.  Tennessee  in  1927  had  1,547  Members  and 
in  1928,  1,731  with  793  Fellows.  We  feel  that  Ten- 
nessee should  have  more  Fellows  of  the  A.M.A.  and 
that  an  effort  should  be  put  forth  by  the  officers 
and  members  of  the  Association  to  create  a greater 
interest  in  the  present  organization. 

A large  part  of  the  secretary’s  report  was  given 
to  the  discussion  of  the  multiplicity  of  medical  or- 
ganizations. He  says,  “For  some  years  there  has 
been  a persistent  tendency  toward  the  creation  and 
operation  of  independent  scientific  societies,  until 
now  there  are  many  of  them  in  the  field,  some 
highly  specialized,  some  apparently  duplicating  the 
work  of  our  own  societies  actually  attempting 
to  substitute  for  them. 

“Of  course,  many  of  these  are  doing  good  work, 
some  are  helpfully  supplemental  to  regularly  or- 
ganized medical  societies  and  it  is  probably  true 
that  a few  of  them  are  doing  what  our  own  society 
cannot  readily  do.  It  is  possible,  however,  if  not 
definitely  a proved  fact,  that  some  are  merely  in- 
truding, duplicating  and  interfering,  whether  de- 
signedly or  otherwise.” 

Now  the  thought  underlying  these  remarks  of 
the  Secretary  is  a plea  for  the  less  fortunate  mem- 
bers of  our  profession.  The  medical  profession  is 
itself  a great  fraternity  and  there  should  be  no 
cliques,  clubs,  wheels  within  wheels,  which  would 
render  such  medical  information  as  they  may  have 
unavailable  to  the  humblest  medical  practitioner. 

After  a general  discussion  in  the  House  of  Dele- 
gates, it  was  generally  conceded  that  the  compul- 
sory attendance  upon  staff  meetings  should  be  con- 
demned; that  multiple  staff  meetings,  especially 
those  devoted  to  scientific  papers  and  discussions, 
should  be  discontinued  further  than  routine  staff 
business  and  going  over  case  records,  pathological 
and  post-mortem  reports. 

Another  point  we  wish  to  make  and  one  that  we 
feel  will  be  very  gratifying  to  his  friends  in  Ten- 
nessee is  that  the  very  great  success  of  the  A.M.A. 
is  very  largely  due  to  the  wonderful  work  of  the 
Secretary,  Dr.  Olin  West.  His  popularity  is  almost 
universal  and  he  is  looked  upon  as  the  moving  and 
leading  spirit  of  the  organization.  We  feel  very 
proud  indeed  that  one  of  our  members,  one  we  all 
loved  and  admired,  has  become  the  outstanding  and 
leading  figure  in  the  A.M.A.  His  is  a most  re- 
sponsible position  and  one  that  is  hard  to  fill.  He 
has  many  things  to  contend  with,  many  rough 
places  to  smooth  out  and  difficulties  to  encounter. 


but  he  meets  the  emergencies  and  in  a diplomatic 
manner  meets  all  of  his  responsibilities. 

The  following  amendment  to  the  Constitution 
was  offered  at  the  Washington  meeting  and  was 
acted  upon  at  this  meeting: 

Section  1,  Article  5 of  the  Constitution,  by  Dr. 
Follensbren,  of  Ohio: 

“Section  1.  The  legislative  powers  of  the  Asso- 
ciation reside  in  the  House  of  Delegates.  The 
House  of  Delegates  shall  transact  all  business  of 
the  Association  not  otherwise  specifically  provided 
for  in  this  Constitution  and  By-Laws  and  shall 
elect  the  general  officers. 

“It  shall  have  the  power  to  discipline  or  expel  a 
member  of  the  American  Medical  Association  or 
a Fellow  of  the  Scientific  Assembly  on  recommen- 
dation ofi  the  Judicial  Council.” 

Section  1,  Article  5,  now  reads  the  same  except 
the  provision  for  the  disciplining  of  members. 

The  Reference  Committee  on  Report  of  Officers 
and  Councils  recommend  that  this  be  made  an 
article  in  the  By-Laws  in  place  of  constitutional 
amendment.  The  recommendation  was  adopted  as 
a By-Law. 

We  feel  that  this  was  a wise  step  to  take.  Under 
the  old  Constitution  and  By-Laws,  the  A.M.A.  was 
powerless  to  expel  or  discipline  a member,  no  mat- 
ter how  immoral  or  unethical  a member  might  be, 
the  County  Society  being  the  sole  judge  of  the 
fitness  of  members.  This  By-Law  does  not  pro- 
pose to  exercise  any  authority  over  members  of 
a County  or  State  Society,  but  it  does  give  it  the 
power  under  certain  conditions  to  be  the  judge  of 
its  own  members.  If  a County  or  State  Society  see 
fit  to  continue  as  a member  a rank  advertiser  or 
one  guilty  of  any  other  gross  violation  of  ethics, 
that  is  their  privilege.  However,  the  Council  of  the 
A.M.A.  did  not  feel  that  the  parent  Association 
should  be  forced  to  recognize  such  unethical  pro- 
cedures. 

We  feel  that  the  Tennessee  State  Medical  So- 
ciety should  make  similar  provisions  and  would 
recommend  a similar  By-Law. 

Dr.  E.  Elliot  Harris,  of  New  York,  submitted 
the  following  amendment  to  Section  1,  Chapter 
IX,  of  the  By-Laws  at  the  Washington  meeting. 
Amend  by  changing  the  first  sentence  in  Section 
1,  Chapter  IX,  of  the  By-Laws  to  read: 

“The  Judicial  power  of  the  Association  shall  be 
vested  in  the  Judicial  Council  whose  decision,  un- 
less modified  by  the  House  of  Delegates,  shall  be 
final.  The  effect  of  this  amendment  would  be  to 
make  decision  of  the  Judicial  Council  subject  to 
review  and  final  action  by  the  House  of  Delegates.” 

This  would  be  on  a parity  of  Congress  review- 
ing and  passing  on  the  decisions  of  the  United 
States  Supreme  Court.  This  amendment  was,  and 
we  think  wisely,  rejected. 

There  were  several  other  proposed  amendments 
of  minor  importance  proposed  but  as  they  were  of 
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minor  significance  we  will  refrain  from  a discus- 
sion of  them. 

The  report  of  the  Bureau  of  Legal  Medicine  and 
Legislation  is  of  such  extent  and  covers  so  many 
important  subjects  that  we  feel  it  would  be  un- 
wise for  us  in  this  report  to  enter  into  its  dis- 
cussion. 

The  report  is  published  in  full  in  The  Journal 
of  the  A.M.A.,  May  5,  1928,  p.l458.  However,  as 
there  are  a great  number  of  the  members  of  the 
Tennessee  State  Association  who  are  not  subscrib- 
ers to  the  Journal,  we  feel  it  would  be  a wise  thing 
for  the  Editor  of  the  State  Journal  to  prepare  a 
digest  of  this  report  and  publish  the  same  in  the 
State  Journal.  Those  who  are  not  informed  have 
no  conception  of  the  activities  of  this  Bureau. 
They  have  compiled  facts  and  statistics  relating 
to  the  proposed  medical  legislation  not  only  in 
Congress  and  United  States  Senate  but  in  the  dif- 
ferent states.  It  shows  very  clearly  the  pernicious 
purposes  of  certain  forces  and  the  effort  which  is 
being  made  to  foster  socialization  of  the  profes- 
sion. The  efforts  which  are  being  made  along  cer- 
tain lines  to  force  the  United  States  Government 
into  a paternalistic  attitude  toward  subjects  per- 
taining to  the  profession. 

Every  physician  in  the  state  should  be  a sub- 
scriber to  the  Journal  of  the  A.M.A.  and  should 
not  only  read  the  strictly  scientific  articles  but  such 
reports  as  these  and  the  articles  in  the  Association 
Bulletin. 

We  wish  that  every  physician  in  the  United 
States  could  only  know  the  efforts  which  are  being 
put  forward  by  the  parent  Association  in  the  in- 
terest of  the  profession  as  a whole. 

Do  not  think  for  one  moment  that  the  oi'ganiza- 
tion  is  not  making  strenuous  efforts  not  only  to 
furnish  scientific  facts  to  the  profession,  but  they 
are  striving  to  uphold  the  traditions  and  the  ethics 
of  the  profession. 

Another  thing  we  would  like  to  bring  to  your 
attention  is  the  fact  that  the  business  of  the 
House  of  Delegates  of  the  A.M.A.  has  grown  to 
such  proportions  that  its  members,  provided  they 
attend  its  meetings,  have  practically  no  opportu- 
nity to  attend  the  scientific  sessions;  consequently 
they  receive  very  little  benefit  from  a scientific 
standpoint.  As  you  can  see  by  this  brief  synopsis 
of  the  meeting  the  business  of  the  House  of  Dele- 
gates is  very  important  and  may  affect  every  mem- 
ber of  the  profession  in  the  United  States,  so  that 
it  is  important  that  delegates  be  diligent  in  their 
attendance.  This  being  true,  we  feel  that  the 
actual  expenses  of  the  delegates  should  be  paid  by 
the  different  State  Associations.  The  delegates  are 
there  to  transact  the  business  of  the  State  Societies 
and  are  their  agents.  Many  of  the  states,  we  un- 
derstand, make  this  provision.  When  the  A.M.A. 
meets  close  to  us  the  §50  appropriated  is  sufficient 
to  meet  railroad  and  Pullman  expenses,  but  when 
it  meets  in  distant  cities  it  is  totally  inadequate. 


We  make  this  recommendation  not  from  any  selfish 
motive.  Whether  you  should  decide  that  your  pres- 
ent delegates  are  satisfactory,  or  whether  you  think 
best  to  elect  others  more  competent  and  more  satis- 
factory, we  feel  such  provision  should  be  made  to 
at  least  pay  railroad  and  Pullman  expenses. 

We  also  recommend  the  proposition  to  make 
some  provision  for  indigent  physicians. 

Also,  that  we  endorse  the  Whalen  Resolution  re- 
garding the  free  treatment  of  college  and  univer- 
sity students. 

Also,  endorse  the  Report  of  Council  on  Medical 
Education  and  Hospitals  pertaining  to  institutions 
practicing  medicine  and  the  all-time  clinical  teacher 
of  medicine. 

Also,  endorse  the  recommendation  of  President 
Jackson  regarding  the  measures  to  be  adopted,  in- 
cluding the  abuse  of  medical  charities. 

Would  also  recommend  a revision  of  our  Consti- 
tution and  By-Laws  which  will  conform  to  that 
adopted  by  the  A.M.A.  so  that  our  State  Society 
would  have  the  right  and  the  power  to  discipline 
its  own  members. 

We  would  suggest  that  this  report  be  referred 
to  either  the  Council,  Board  of  Trustees  or  some 
other  agency  to  go  over  and  make  their  recom- 
mendations to  the  House  of  Delegates. 

(Signed)  L.  L.  Sheddan, 

M.  M.  CULLUM, 

H.  B.  Everett, 
Delegates. 

SPEAKER  COWDEN:  The  House  will  sus- 
pend its  proceedings  a moment.  I see  Dr.  Thayer 
in  the  audience. 

Dr.  Thayer,  we  would  be  glad,  indeed,  to  have  a 
word  from  you.  (Applause.)  (Rising  greeting.) 

Gentlemen,  I am  indeed  glad  to  present  to  you 
Dr.  W.  S.  Thayer,  President  of  the  American  Med- 
ical Association.  Dr.  Thayer.  (Applause.) 

DR.  W.  S.  THAYER  (Baltimore)  : I do  not 
want  to  take  more  than  a minute  of  your  time,  but 
I want  to  tell  you  first  what  a pleasure  it  is  to 
be  here.  And  one  special  reason  why  it  is  a pleas- 
ure to  be  here  is  because  the  President  of  the 
American  Medical  Association  is,  or  was,  a mem- 
ber of  this  society,  and  comes  from  the  State  of 
Tennessee;  and  I think  you  may  all  feel — I know 
I do — that  as  long  as  Dr.  West  is  manager  of  the 
Association — (applause)  so  long  as  Dr.  West  is 
manager  of  the  Association  I think  you  will  feel 
the  Association  will  work  for  the  highest  possible 
ends.  I mean  to  say  there  are  few  who  do  not  feel 
this  way,  and  he  is  a figure  toward  whom  we  all 
look  with  the  very  deepest  respect.  I do  not  feel 
I should  take  any  more  time  than  to  say  that. 

But  there  are  one  or  two  words  I should  like  to 
say,  and  one  is  that  I think  it  is  an  object  of  great 
satisfaction,  or  S;Ubject  of  great  satisfaction,  to  a 
good  many  of  us  that  at  last,  as  I think  you  know, 
the  action  has  been  taken  in  Congress  which  per- 
mits the  physician  to  deduct  from  his  income  tax 


April,  1929 


PROCEEDINGS  OF  HOUSE  OF  DELEGATES 


485 


the  money  spent  in  going  to  important  scientific 
meetings.  The  physician,  as  you  know,  was  in  an 
extraordinary  position.  While  almost  everybody 
else  could  go  to  his  meetings  of  any  sort  and  de- 
duct his  expenses,  the  physician  could  not.  Exactly 
why,  no  one  knew.  I think  no  one  does  know.  But 
that  has  been  changed,  I am  glad  to  say. 

I should  like  to  have  commented  upon  a number 
of  other  subjects  that  were  made  in  the  report. 
There  is  one  about  which  I think  I will  say  a word. 
I do  not  believe  the  medical  profession  need  worry 
much  about  the  so-called  full-time  medicine.  That 
has  been  very  largely  misunderstood.  I happen  to 
be  a member  of  the  faculty  which  made  the  first 
request  for  funds  to  salary  a professor.  We  had 
just  one  idea,  the  feeling  that  in  many  universities 
the  man  who  was  at  the  head  of  a clinical  depart- 
ment had  to  give  so  much  time  to  that  department 
that  he  would  have  to  have  a sufficient  salary  to 
be  able  to  devote  a part  of  his  time  to  the  subject. 
No  one  of  us  ever  had  the  slightest  idea  of  arrogat- 
ing the  treatment  that  would  be  possible  for  the 
men  and  directors  of  the  departments  to  do  all  the 
teaching.  It  would  be  idiotic.  It  is  largely  an  idea 
in  the  minds  of  laymen.  And  I think  even  the  re- 
striction of  the  full-time  professor  has  been  aban- 
doned in  most  schools,  the  complete  restriction.  I 
mean,  the  director  of  the  department  cannot  do 
much  of  anything  else  but  manage  and  direct  his 
department. 

But  that  the  main  teachers  of  medicine  could  not 
be  men  who  are  practicing  medicine  at  the  same 
time  is  ridiculous  on  the  face  of  it,  and  I do  not 
think  there  is  any  danger  of  any  such  scheme  ex- 
tending into  this  country. 

There  were  several  other  matters  that  I thought 
of  that  I wish  to  talk  about,  but  they  have  left 
my  mind.  And  I can  only  tell  you  again  how  happy 
I am  to  be  here  and  how  sure  I am  that  the  Asso- 
ciation as  a whole  is  going  to  enjoy  it. 

I am  going  to  say  a word  more.  We  physicians 
are  in  a difficult  position  with  regard  to  the  pub- 
lic, in  a way.  I think  almost  all  of  us  have  to  keep 
ourselves  going,  but  almost  all  of  us — I know  I 
never  go  to  a small  medical  society  meeting  with- 
out being  tremendously  impressed  by  the  generous, 
fine,  simple  characteristic  attitude  of  the  ordinary, 
everyday  doctor.  And  we  are  all  trying  to  do  the 
best  we  can.  But  the  moment  we  meet  together  in 
a large  organized  body  we  are  very  easy  objects 
of  attack.  The  public  all  suspects  us  of  trying  to 
work  for  our  own  ends  if  we  try  to  take  steps  to 
prevent  the  exploitation  of  the  public  by  quacks. 

They  think  all  we  are  doing  is  protecting  our 
pocketbooks,  and  that  is  always  going  to  be  so. 
And  for  a large  association  like  the  American 
Medical  Association  to  avoid  attack  and  suspicion 
it  is  impossible. 

But  I should  like  to  say  that  for  the  greater  part 
of  two  years  now  I hav.e  been  rather  closely  asso- 
ciated with  the  work,  and  for  the  past  six  or  ten 
years  before  that  I was  on  the  Judicial  Counsel — 


I gained  a very  deep  respect  for  the  motives  of  all 
men  who  were  really  working  in  the  machine  of  the 
American  Medical  Association.  They  are  a fine 
set  of  fellows,  and  they  are  trying  to  do  the  best 
they  can.  Some  of  them  are  better  than  others, 
some  are  more  successful  than  others;  but  I never 
go  to  Chicago  without  coming  away  with  the  feel- 
ing that  they  are  a pretty  fine  set  of  chaps.  (Ap- 
plause.) 

SPEAKER  COWDEN : We  have  before  us  now 
the  report  of  the  American  Medical  Association 
delegates.  What  shall  we  do  with  the  report? 

DR.  L.  L.  SHEDDAN : I move  we  appoint  a 
committee. 

DR.  W.  K.  SHEDDAN : I move  you,  sir,  that 
the  Speaker  have  it  referred  to  either  one  of  those 
organizations,  or  let  them  bring  what  suggestions 
they  see  fit  to  do. 

(Seconded.) 

SPEAKER  COWDEN : It  has  been  moved  and 
seconded.  Any  discussion? 

(Question  called.) 

DR.  BURNS  (Memphis)  : Mr.  Speaker,  I wonder 
if  any  of  the  other  delegates  would  have  anything 
else  to  say? 

DR.  EVERETT,  Memphis:  Mr.  Speaker,  this 
report  was  written  and  agreed  upon  by  the  three 
delegates,  acting  separately.  In  other  words,  the 
report  was  written  and  referred  to  all  three  of  us 
before  it  was  finally  made,  and  I think  our  report 
sets  out  the  opinions  of  the  three  of  us.  Unless 
Dr.  Cullom  has  something  further  to  say,  I have 
nothing  to  add  to  it,  except  what  is  embodied  in 
the  report. 

DR.  CULLOM  (Knoxville)  : Mr.  Chairman,  there 
are  so  many  important  questions  for  us  to  report 
it  would  be  impossible  for  us  to  take  them  up  and 
discuss  them.  I think  Dr.  Sheddan,  who  is  re- 
sponsible for  most  of  this  report,  has  put  it  in  a 
very  clear  and  vigorous  manner  and  has  brought 
the  facts  before  you  for  consideration. 

There  are  some  points  in  there  though  I would 
like  to  emphasize,  and  one  is  the  question  of  hos- 
pitals and  universities  who  are  practicing  medi- 
cine and  who,  to  m.y  mind,  are  working  an  injustice 
on  members  of  the  profession  who  are  not  within 
that  charmed  circle. 

Now,  you  may  not  realize  just  exactly  what  is 
going  on,  and  how  it  affects  the  general  profes- 
sion, but  there  are  in  the  bounds  of  this  State  an 
institution  where  men  are  on  salary,  and  all  time 
men  who  are  permitted  to  have  private  patients. 
They  are  given  not  only  a salary,  but  they  are 
given  the  use  of  the  hospital.  They  are  given  all 
the  prestige  and  all  the  advertising  that  is  pos- 
sible for  the  institution  to  give  them.  They  are 
furnished  a free  hospital.  They  are  allowed  to 
bring  patients  in  there  and  treat  them  and  charge 
them,  without  a cent  of  overhead  expense.  To  my 
mind,  that  is  a great  injustice  to  the  man  who  has 
to  rent  his  office,  hire  his  assistants  and  pay  his 
own  expenses.  This  enables  these  men,  if  they  so 
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choose,  to  treat  patients  at  a fee  that  the  man  who 
has  to  pay  his  own  expenses  could  not  afford  to  do. 
And  I think  that  is  a matter  that  seriously  affects 
the  profession,  and  I think  it  ought  to  be  given  a 
great  deal  of  thought,  and,  if  possible,  it  ought  to 
be  corrected. 

I believe  that  is  all,  Mr.  Speaker. 

SPEAKER  COWDEN:  Anyone  else?  All  in 
favor  of  the  motion  to  appoint  a committee,  refer- 
ence committee,  to  take  up  the  report  of  the  dele- 
gates to  the  American  Medical  Association,  make 
it  known  by  saying  “Aye,”  contrary  “No.”  The 
“Ayes”  have  it. 

I will  appoint  on  that  committee  Dr.  R.  L.  Jones 
of  Nashville,  Dr.  Wood,  Trustee  of  The  Journal, 
Knoxville,  and  Dr.  Britt  Burns  of  Memphis. 

The  next  report  is  the  Committee  on  Memoirs.  I 
want  to  call  attention  of  the  Committee  on  Memoirs 
that  Dr.  J.  M.  Clack,  the  chairman  of  it,  has  re- 
cently died.  There  has  been  a number  of  the  medi- 
cal profession  who  have  died  since  our  last  meeting, 
and  we  would  like  to  have  a report  on  that. 

DR.  W.  K.  SHEDDAN:  Dr.  Clack  was  chair- 
man of  that  committee.  Knowing  Dr.  Clack  was 
dead,  I had  no  authority  to  act  except  just  as  a 
member  of  the  committee. 

SPEAKER  COWDEN:  Doctor,  I am  going  to 
make  you  chairman  of  the  committee,  to  get  up  a 
report. 

DR.  W.  K.  SHEDDAN:  It  is  too  late.  I think 
there  are  two  or  three  members  of  that  committee 
that  are  dead  themselves.  Dr.  Abernathy  and  Dr. 
Clack. 

SPEAKER  COWDEN : There  have  been  a num- 
ber of  physicians  in  this  State  who  have  died.  I 
will  send  up  and  get  a report.  They  will  be  enough 
for  your  Committee.  Dr.  Kern,  Dr.  Turner  and 
yourself  will  be  that  committee,  you  three,  and  you 
can  make  a kind  of  a report  tomorrow.  That  is 
the  Memoirs  Committee. 

DR.  JELKS:  Doctor,  I am  regretting  very  much, 
but  I am  compelled  to  leave  this  afternoon  at  three 
o’clock,  and  I think  that  Dr.  Burns  will  be  present. 
I will  assist  him  in  any  manner  I can  between  this 
time  and  that.  Can  I be  excused,  please,  sir? 

SPEAKER  COWDEN:  Yes,  sir;  we  will  excuse 
you. 

DR.  BURNS:  What  have  I got  to  do  with  it? 

DR.  JELKS:  You  understand,  Mr.  President,  I 
am  perfectly  willing  to  serve  today,  but  cannot  be 
here  this  evening  or  tomorrow. 

SPEAKER  COWDEN:  I understand,  doctor. 

I want  all  the  West  Tennessee  men  to  rise  up. 
I will  add  Dr.  Roberts  to  that  committee.  You  gen- 
tlemen will  not  have  much  time  to  give  to  it,  but 
there  ought  to  be  some  recognition  made  of  it. 

The  Committee  on  Cancer,  Dr.  Battle  Malone, 
chairman;  Dr.  N.  H.  Copenhaver,  Bristol;  Dr.  R. 
A.  Barr,  Nashville.  Are  any  of  those  gentlemen 
present? 
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SECRETARY  SHOULDERS:  I move  that  be 
passed  until  this  afternoon. 

SPEAKER  COWDEN : Committee  on  Hospi- 
tals, Dr.  T.  G.  Pollard,  Chairman;  Dr.  J.  A.  Mc- 
Culloch, Dr.  H.  D.  Miller,  Dr.  Nick  Walker,  Dr. 
M.  B.  Murfree,  Dr.  T.  A.  Patrick.  Are  any  of 
that  committee  here? 

Committee  on  Public  Policy  and  Legislation:  0. 
J.  Porter,  Chairman;  J.  G.  Eblen,  E.  C.  Ellett,  R. 
C.  Derivaux,  J.  B.  Core,  K.  S.  Hewlett,  H.  H. 
Shoulders.  Any  of  that  committee  present?  What 
is  the  matter  with  our  committees? 

DR.  J.  G.  EBLEN,  Lenoir  City:  Mr.  Speaker, 
we  have  no  report  to  make.  We  did  a little  work, 
but  then  I have  no  authority  to  make  any  report 
on  that,  any  written  report.  So  there  is  nothing 
to  report. 

SPEAKER  COWDEN : Is  Dr.  Porter  in  the 
audience? 

DR.  SAVAGE : I think  he  went  home  last  night. 

SPEAKER  COWDEN : Committee  on  Public 
Health:  T.  B.  Yancy,  Chairman,  Kingsport;  W.  W. 
Porter,  Springfield;  L.  M.  Graves,  Memphis.  Is 
Dr.  Yancy  here?  Is  Dr.  Porter  of  Springfield 
here?  L.  M.  Graves?  Is  any  of  the  committee 
here? 

Committee  on  Medical  Education:  J.  B.  Mc- 
Elroy,  Chairman,  Memphis;  E.  E.  Newell,  Chat- 
tanooga; W.  H.  Witt,  Nashville.  (Not  present.) 

Liaisson  Committee  on  Public  Health:  G.  R.  Mc- 
Swain,  Chairman,  Paris;  B.  S.  Rhea,  Lebanon;  C. 
P.  Fox,  Sr.,  Greeneville.  (Not  present.) 

Committee  on  Medical  Defense:  Dr.  S.  R.  Miller, 
Chairman,  Knoxville;  H.  H.  Shoulders,  Nashville; 
Jere  L.  Crook,  Jackson. 

DR.  S.  R.  MILLER:  Mr.  Chairman,  we  have  a 
report.  I sent  the  Secretary  one,  but  I have  a 
copy  here. 

(Dr.  Miller  read  report.) 

SPEAKER  COWDEN:  You  have  heard  the  re- 
port of  the  Committee  on  Medical  Defense.  What 
shall  we  do  with  it? 

DR.  WOOD:  I move  it  be  accepted. 

(Seconded,  put  and  carried.) 

SPEAKER  COWDEN:  That  completes  the  re- 
ports of  our  standing  committees. 

DR.  EVERETT:  Mr.  Speaker,  just  before  you 
adjourn,  as  a member  of  the  Nominating  Commit- 
tee— 

DR.  W.  K.  SHEDDAN:  I was  just  going  to  an- 
nounce the  Nominating  Committee  should  remain 
in  the  hall  here. 

DR.  EVERETT:  I was  going  to  request  a list 
from  the  Secretary  of  the  officers  to  be  elected  this 
year. 

DR.  SHEDDAN : I have  just  requested  the  mem- 
bers of  the  Nominating  Committee  to  remain  here. 

(Moved  to  adjourn,  seconded;  put  and  carried.) 

Adjourned  at  11:30  A.M. 
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Wednesday  Afternoon,  April  10,  1929 

The  meeting  was  called  to  order  at  2:30  P.M., 
Dr.  C.  N.  Cowden,  the  Speaker  of  the  House  of 
Delegates,  presiding. 

SPEAKER  COWDEN : There  is  a question 
about  our  Centennial  meeting  that  we  want  to  set- 
tle, so  I will  entertain  a motion  from  Dr.  Savage. 

DR.  SHEDDAN : That  thing  was  agreed  upon 
many  years  ago  we  would  have  the  next  Centen- 
nial meeting  in  Nashville.  It  was  set  some  three 
or  four  years  ago. 

SPEAKER  COWDEN:  That  is  next  year,  so 
we  ought  to  take  some  action. 

DR.  SAVAGE:  It  would  hardly  be  necessary  for 
us  to  reaffirm  it;  if  the  Nominating  Committee 
will  just  bring  it  in  our  report  it  is  all  right. 

DR.  SHEDDAN : I know  it  was  set  some  years 
ago  that  the  Centennial  meeting,  due  this  year, 
should  go  to  Nashville. 

SPEAKER  COWDEN:  If  it  is  understood  that 
way  there  is  no  reason  for  taking  it  up. 

Next  is  the  report  of  the  Credentials  Committee. 
Are  they  here  to  report? 

Report  of  Counselors. 

DR.  S.  R.  MILLER:  Mr.  Chairman  and  gentle- 
men, I will  be  very  brief  in  my  report.  We  can 
consume  a great  deal  of  time  on  each  county,  but 
I am  not  going  to  do  it.  I will  ask  the  Secretary 
to  present  the  report  of  all  Council  districts  ex- 
cept the  first  and  second.  All  of  them  have  been 
sent  to  the  Secretary.  But  I have  Dr.  Fox’s.  He 
had  to  leave  at  one  o’clock,  and  he  left  the  tabu- 
lated report  I have  here.  He  has  Cook,  Carter, 
Severe,  Hawkins,  Sullivan  and  Johnson  organized. 
I have  no  report  from  Sullivan  and  Johnson.  There 
is  a report  from  all  the  rest.  Hawkins  County  has 
no  meeting.  None  of  them  have,  except  Greene 
County,  agreed  to  the  Medical  Defense.  There  are 
thirty-seven  members  in  that  district  that  are  eli- 
gible, according  to  the  secretary’s  report.  That 
is  always  favorable.  The  Secretary  may  think  the 
fellow  is  eligible,  but  some  other  fellow  of  the 
society  says  he  knows  something  he  doesn’t. 

Now,  we  have  gained  three  members  in  that  dis- 
trict last  year;  lost  one  by  death  and  five  by  drop- 
ping, making  six  lost.  Dr.  Fox,  I mean,  illustrates 
they  used  to  have  thirty-seven  physicians  in  that 
county  and  now  there  are  fifteen,  and  nearly  all 
members. 

Now,  for  the  Second  District.  All  of  my  coun- 
ties are  organized.  All  have  sent  in  reports.  And 
all  of  the  societies,  excepting  Scott  County,  are 
functioning  very  well  indeed. 

Scott  County  only  had  one  meeting  last  year,  but 
they  only  have  seven  members,  and  I have  been 
trying  to  get,  sometime,  as  soon  as  they  get  better 
roads  there,  to  combine  it  with  Warren  or  one  of 
those  other  counties  near  there. 

Now,  this  district,  there  are  thirty-seven  men 
reported  eligible  that  are  not  members.  As  I said 
before,  when  you  sift  it  out,  there  are  not  thirty- 


seven  of  them.  There  were  twenty-seven  new  mem- 
bers in  the  district  and  six  have  died.  Five  of  them 
in  Knoxville.  And  three  have  been  dropped  from 
the  membership,  making  a total  of  nine  lost  and 
twenty-seven  men  gained,  or  a gain  of  sixteen  mem- 
bers in  that  district.  Every  man  reported,  and,  as 
I say,  all  of  the  societies  are  functioning  pretty 
well. 

Dr.  Evans’  county  has  reorganized.  They  only 
have  seven  physicians,  I believe  it  is.  They  have 
reorganized  and  are  functioning  pretty  well. 

Now,  in  that  disrict  we  have  three  counties,  one 
of  them  the  third  district,  that  have,  every  sum- 
mer, joint  meetings,  three  counties  meeting  to- 
gether. They  meet  in  one  county  one  meeting,  they 
meet  in  another  county  the  next  meeting  month, 
and  in  another  the  next  month.  They  have  all  the 
members  meeting,  a magnificent  meeting  it  is.  And 
I wish  some  of  the  other  Councilors  could  get  up  a 
schedule  that  way.  Some  are  organized  like  these 
men,  have  their  own  offices  and  the  president  and 
secretary  of  the  society  in  which  they  meet  at- 
tend to  the  business,  and  in  the  next  county  the 
president  in  that  county  presides  and  in  the  next 
county  the  other  president  presides. 

I will  ask  the  Secretary  to  make  the  other  re- 
ports, because  all  of  those  records  have  been  sent 
to  him. 

SECRETARY  SHOULDERS:  Mr.  Chairman, 
all  the  reports  of  the  Councilors  have  not  been 
sent  to  the  Secretary.  A number  of  individual 
county  reports  have  been  closed  and  forwarded,  so 
it  will  be  impossible  for  me  to  make  a proper  Coun- 
cilor’s report  for  the  various  Councilors. 

Here  is  the  form  in  which  they  have  come,  in- 
dividual county  reports.  They  have  not  been  con- 
solidated, and  the  Councilors  have  not  sent  to  me 
an  individual  report,  except  Dr.  Miller.  His  re- 
port is  here,  which  he  has  given. 

In  my  report  as  Secretary,  I have  touched  upon 
the  combinations  that  have  been  taking  place  in 
that  territory.  So  I do  not  think  I will  supplement 
that  report  by  assuming  to  report  for  each  of  the 
other  counties. 

DR.  MILLER:  Mr.  Chaiinnan,  if  the  Secretary 
is  not  going  to  report  these,  I mean  is  not  going 
to  publish  these,  and  I understand  it  has  been  aban- 
doned, I wrote  to  every  Councilor  and  sent  him 
blanks,  plus  three  or  four  extra,  for  every  county 
in  his  district,  and  asked  him  to  get  those  back,  to 
send  them  to  him  by  the  fifteenth  day  of  March, 
according  to  the  instructions  of  the  Secretary.  (To 
Secretary  Shoulders).  You  have  done  away  with 
that  entirely?  Then  the  idea  will  be  to  keep  them 
and  tabulate  them  so  you  can  make  a report  of  it 
and  give  a sum  total,  unless  there  is  a special  rea- 
son for  going  into  the  individual  county.  Then  if 
he  cannot  be  there  let  him  send  them  to  me  and 
I will  let  him  know  how  to  tabulate  it.  I do  not 
have  any  idea  whether  I will  be  on  the  Council  or 
not, — I hope  not — the  next  time.  But  the  chair- 
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man  ought  to  do  that  and  then  tabulate  it  in  that 
form.  We  sent  extra  blanks  for  each  council  to 
tabulate  its  report. 

SECRETARY  SHOULDERS:  In  explanation 
of  what  misled  Dr.  Miller,  last  year  our  office  made 
an  effort  to  get  a report  from  every  Councilor  and 
every  committee,  which  reports  were  embodied  in 
a little  pamphlet  and  handed  to  each  of  the  dele- 
gates, with  the  idea  that  it  would  shorten  the 
length  of  the  sessions,  and  permit  the  delegates  to 
attend  the  scientific  meetings  more.  It  did  not 
work  out  very  well,  and  the  expense  seemed  to  out- 
weigh the  benefit,  and  it  was  abandoned  for  that 
reason. 

DR.  EVERETT:  Dr.  Burns,  Councilor  from  the 
Tenth  District,  has  his  report,  and  he  was  here 
this  morning,  and  I suppose  he  will  be  here  in  a 
few  minutes. 

SECRETARY  SHOULDERS:  His  report  is 
here. 

SPEAKER  COWDEN:  Is  it  necessary  to  run 
down  through  the  reports  of  these  different  dis- 
tricts? Is  the  Third  District  here? 

DR.  W.  K.  SHEDDAN:  Mr.  Speaker,  I under- 
stand these  will  be  published  in  The  Journal  and 
the  Secretary  will  have  to  tabulate  them,  so  to  go 
over  that  matter  will  take  a good  while.  I move 
you  it  is  disposed  of,  or  dispensed  with,  the  Secre- 
tary publish  the  reports  in  The  Journal. 

(Seconded,  put  and  carried.) 

SPEAKER  COWDEN:  Is  there  any  new  busi- 
ness to  come  before  the  House?  This  completes  our 
committees’  reports. 

DR.  L.  L.  SHEDDAN : Mr.  Speaker,  the  Con- 
stitution and  By-Laws  provide  that  the — 

SECRETARY  SHOULDERS:  Two  reports  of 
Councilors  has  just  been  handed  me.  Dr.  Taylor, 
as  he  stated,  handed  his  in,  and  I handed  it  back 
to  him  this  morning  with  the  idea  it  would  come 
up  in  the  regular  order,  and  he  would  discuss  it  as 
he  wanted  to. 

DR.  TAYLOR:  Mr.  Speaker,  I think  that  that 
motion  is  out  of  order.  It  deprives  us  Councilors 
of  a certain  right  to  an  explanation. 

DR.  W.  K.  SHEDDAN : I withdraw  my  motion. 

DR.  TAYLOR:  There  are  certain  counties  there 
in  my  district  that  we  ought  to  have  some  sort  of 
reason  for  their  not  reporting. 

DR.  W.  K.  SHEDDAN : If  you  have  any  rea- 
sons for  giving  your  report  I withdraw  my  motion. 

DR.  TAYLOR:  There  is  no  use  of  having  them 
if  you  do  not  want  them. 

SPEAKER  COWDEN:  Third  District?  No  re- 
port. Fourth  District?  No  report.  Fifth  Dis- 
trict? 

DR.  TAYLOR:  I transmitted,  according  to  the 
request  of  the  Secretary,  my  report,  dated  March 
12th.  Now,  some  counties  in  my  district  have  not 
reported.  Marshall,  Coffee,  Cannon  and  Moore 
have  not  reported.  Well,  Cannon  County  is  affiliat- 
ing with  Rutherford  and  Moore  County  has  only 
one  doctor,  and  he  is  affiliating  with  Coffee.  That 


is  the  reason  why  I have  not  submitted  a report 
for  those  counties. 

Rutherford  County  is  in  a state  of  disorganiza- 
tion. If  you  remember,  we  had  a row  before  the 
council  a year  ago  about  the  eligibility  of  a cer- 
tain member.  We  thought  we  had  that  ironed  out, 
or  thought  we  had  it  straightened  out,  but  those 
members  from  Rutherford  County  are  affiliating 
with  the  Stone’s  River  Academy  of  Medicine.  They 
did  not  respond  to  my  request  for  a report,  and  I, 
therefore,  cannot  submit  it.  I am  sorry  about  that 
situation  because  those  gentlemen — it  is  rather  a 
large  number  of  physicians,  and  they  ought  to  be 
— I think  probably  they  paid  their  dues.  I think 
probably  they  are  still  affiliated  with  the  State  or- 
ganization, but  they  are  not  active.  They  have  not 
done  much  work  as  a county  organization.  They 
are  affiliating  with  an  academy  of  medicine,  gentle- 
men. I do  not  know  whether  you  would  call  that 
a staff  meeting  or  not.  But  so  far  as  the  staff 
meetings  are  concerned,  I view  that  in  the  same 
relation  with  these  charitable  organizations,  that 
you  heard  about  in  the  report  from  your  delegate 
to  the  National  Association.  I derogate  it  and  I 
think  it  ought  to  be  condemned  by  this  body  in  un- 
measured terms.  It  has  got  no  business  in  the 
organization  of  the  State  Association,  and  these 
charitable  organizations  and  these  welfare  organi- 
zations and  all  of  these  oi'ganizations  that  have  got 
a club  to  hit  the  profession  upon  the  head  with, 
ought  to  be  kicked  out  and  damned  eternally! 

Bedford  County  has  thirteen  members.  The  num- 
ber of  physicians  eligible  is  fifteen.  Number  not 
in  the  society,  two.  Number  of  new  members,  none. 
Number  of  members  died,  none.  Number  of  mem- 
bers dropped,  none.  Number  of  meetings,  twelve. 
Average  attendance,  nine.  Number  of  scientific 
papers,  twelve.  They  have  not  adopted  a resolu- 
tion binding  themselves  to  the  medical  defense  fee 
at  all,  but  they  have  all  paid  their  medical  defense 
fee. 

Coffee  County:  Number  of  members,  six.  Num- 
ber of  physicians  eligible,  ten.  No  new  members. 
Number  of  scientific  papers,  twelve.  They  have  not 
bound  themselves  for  medical  defense. 

Lincoln  County:  Number  of  members,  fourteen. 
Number  of  physicians  residing  in  the  county, 
twenty-two.  Eligible  members,  two.  New  mem- 
bers, none.  Number  of  members  died,  none.  Num- 
ber of  members  dropped,  two.  Number  of  meet- 
ings, twelve.  Average  attendance,  seven  or  eight. 
Number  of  scientific  papers,  twelve.  They  have 
not  adopted  the  resolutions  binding  themselves  for 
the  medical  defense.  All  but  three  members  paid 
voluntarily. 

Marshall  County.  (Read  report.) 

SPEAKER  COWDEN:  You  have  heard  the  re- 
port. 

DR.  L.  L.  SHEDDAN ; I move  that  it  be  moved 
and  spread  on  the  minutes. 

(Seconded,  put  and  carried.) 

SPEAKER  COWDEN:  Sixth  District,  Howard 
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King,  Councilor.  Is  Dr.  King  here?  (Not  pres- 
ent.) 

Seventh  District,  B.  T.  Nolen,  Franklin.  (Not 
present.) 

Eighth  District,  A.  B.  Dancy,  Jackson.  (Not 
present.) 

Ninth  District,  E.  H.  Baird,  Dyersburg. 

DR.  BAIRD : Mr.  President,  to  save  time,  I have 
condensed  my  report.  The  reason  the  report  -was 
not  turned  in  to  the  Secretary,  I was  unable  to 
hear  from  the  secretaries  of  the  component  socie- 
ties. But  four  of  them  made  returns,  so  I only  had 
returns  on  four  or  five  societies;  Two  of  those 
counties  were  doing  very  well  and  having  regular 
meetings. 

There  is  one  particular  point,  and  probably  the 
only  point  of  importance  to  this  society,  and  the 
point  has  been  emphasized  by  our  Secretary,  that 
was  brought  out,  and  that  is  the  construction  of 
societies  together  where  they  were  not  having  meet- 
ings and  scientific  programs. 

We  combined,  last  year,  Dyer,  Lake  and  Crock- 
ett Counties,  and  since  that  time,  in  those  counties, 
only  one  meeting  has  been  held,  a scientific  pro- 
gram. We  had,  I would  say,  one  full  program. 
We  have  had  twelve  meetings,  and  have  had  all 
the  way  from  three  to  five  papers  at  each  meet- 
ing, and  a session  two  to  three  hours  long,  and  all 
the  way  from  twenty  to  thirty-five  doctors  present. 
And  the  work  has  been  made  interesting  by  the 
introduction,  of  course,  by  out-of-town  papers  or 
lectures  at  each  program,  and  that  has  made  it 
very  satisfactory  in  those  three  counties. 

Some  of  the  other  counties  are  not  doing  quite 
so  well,  but  we  are  proud  of  our  tri-county  society 
in  that  district. 

As  stated  by  the  Secretary  this  morning,  part  of 
Crockett  County  was  close  to  Hamilton,  and  three 
or  four  of  the  members  were  transferred  into  the 
Jackson  society,  on  account  of  the  closeness  to 
Jackson;  and  the  others  were  transferred  to  our 
society.  But  I do  not  have  any  detailed  report 
there,  but  I submit  that  to  the  Secretary,  just  what 
was  there. 

I did  not  submit  a detailed  report  of  each  county 
because  I was  unable  to  secure  from  each  county 
Secretary  a report,  after  writing  two  letters.  I 
will  say,  however,  I visited  two  counties  in  my 
district  in  the  year’s  time,  and  attended  their  meet- 
ings. We  are  very  much  pleased,  and  much  grati- 
fied in  our  tri-county  society  in  that  territory.  We 
have  had  about  forty  or  fifty  good  papers  presented 
during  the  year  by  good  men  from  all  over  this 
section  of  the  State,  and  it  has  been  a pleasure. 

DR.  W.  K.  SHEDDAN : I move  the  adoption  of 
this  report  and  that  it  be  spread  upon  the  minutes. 

(Seconded,  put  and  carried.) 

SPEAKER  COWDEN : Tenth  District,  Dr. 
Burns.  (Not  present.) 

I want  to  read  to  you  a little  section  from  the 
By-Laws  now. 

DR.  MOORE,  Algoodr  Mr.  Speaker,  I got  in  a 


little  late.  I have  made  a report  of  the  Fourth 
Congressional  District  to  the  Secretary.  I do  not 
think  it  is  necessary  to  read  it. 

SPEAKER  COWDEIN : Dr.  Moore,  do  you  want 
to  make  a report  on  it? 

DR.  MOORE,  Algood:  It  is  hard  to  get  a report 
from  all  of  the  Secretaries.  It  is  not  necessary  to 
read  all  of  that  data,  is  it?  We  had  seven  coun- 
ties, I believe,  reported.  But  in  our  district  we 
have  Pickett,  Fentress  and  Overton,  that  meet  with 
the  Overton  County  Medical  Society;  and  we  have 
Morgan,  Macon,  Jackson  and  Clay,  who  meet  to- 
gether. So  I did  not  get  the  reports  from  each 
one  of  these  counties.  Trousdale,  I have  never 
been  able  to  hear  from,  or  Moore.  With  the  ex- 
ception of  those  two  counties,  our  organization  in 
the  Fourth  Congressional  District  is  in  fine  shape. 
We  have  a county  medical  society  there  compris- 
ing White,  Putnam,  Cumberland  and  Jackson 
Counties. 

Overton  County:  That  is  a very  active  society, 
and  we  can  get  anywhere  from  fifteen  to  twenty- 
five  members  present  and  have  a splendid  society, 
and  for  this  reason  some  of  the  county  organiza- 
tions are  not  quite  on  active  terms,  but  we  all  meet 
in  this  element,  and  our  profession  in  the  Fourth 
Congressional  District  is  very  active  and  well- 
organized,  and  I think  a large  percentage  of  them 
belong  to  the  State  society. 

DR.  L.  L.  SHEDDAN : I move  the  report  be 
accepted  and  spread  on  the  minutes. 

(Seconded,  put  and  carried.) 

SECRETARY  SHOULDERS:  Dr.  Britt  Burns 
was  called  out  and  handed  me  this  report.  Of 
course,  the  Tenth  District  is  composed  of  Shelby 
County,  and  as  far  as  he  is  concerned,  gives  merely 
statistical  data.  As  far  as  the  statistical  data  is 
concerned,  that  is  complete  in  the  census  of  the 
state.  All  of  you  have  a copy  as  to  who  is  a mem- 
ber and  who  is  not;  members’  names  are  in  bold 
type,  non-members  are  not.  So,  in  Shelby  County 
they  have  the  number  of  members  to  decide.  Giv- 
ing report  of  this  year,  242.  Their  normal  mem- 
bership is  300.  That  statement  was  embodied  in 
my  report  yesterday,  that  membership  reports  have 
been  coming  in  slow.  The  income  has  been  coming 
in  a little  slow.  But  they  will  come  in  in  a short 
while.  His  report  is  purely  a statistical  statement 
from  the  secretary  of  the  Shelby  society. 

DR.  L.  L.  SHEDDAN : I move  it  be  received 
and  spread  on  the  minutes. 

(Seconded,  put  and  carried.) 

SPEAKER  COWDEN:  Councils  shall  be  ad- 
vised about  it  after  their  report  is  made  to  the 
House  of  Delegates,  so  they  may  reorganize  and 
plan  the  year’s  work.  Nominations  may  be  made 
by  the  Nominating  Committee  or  delegates.  Are 
you  ready  for  nomination  and  recommendations  of 
Councilors? 

DR.  L.  L.  SHEDDAN : Is  it  even  or  odd  num- 
bers this  year,  to  be  elected?  You  know  we  elect 
five  each  year.  If  it  is  even  numbers  I want  to 
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place  in  nomination  Dr.  Miller  of  the  Second  Con- 
gressional District. 

SPEAKER  COWDEN:  While  we  are  finding 
out  that,  is  there  anything  for  the  good  of  the 
order? 

DR.  EVERETT:  Mr.  Speaker,  does  that  come 
under  new  business? 

SPEAKER  COWDEN:  Yes,  sir. 

DR.  EVERETT:  For  some  time  all  of  us  have 
been  called  upon  and  been  imposed  upon,  and  the 
treatment  of  the  various  and  sundry  accidental 
cases  I will  say,  people  being  hurt  where  there 
would  be  a right  of  action  against  a third  party  as 
a result  of  the  accident.  Many  times  this  entails  a 
great  deal  of  expense  upon  hospitals,  as  well  as 
the  care  by  the  physicians.  When  the  case  gets 
into  litigation  or  settlement,  this  is  usually  done 
privately  and  the  physicians  and  hospitals  are 
usually  left  out — that  is,  a great  many  times  are 
left  out. 

In  one  or  more  states  there  has  been  a law  en- 
acted that  the  recovery  for  such  accident — this  is 
speaking  now  of  general  or  public  liability  matters 
— the  medical  fees  become  a lien  on  the  recovery 
from  such  accidents. 

Sometime  ago  I wrote  our  Secretary  a letter 
and  asked  him  to  take  the  matter  up  and  see  if 
such  a bill  could  be  introduced  in  our  present  ses- 
sion of  the  legislature.  He  wrote  me  that  he  had 
referred  the  matter  to  the  Legislative  Committee, 
who  failed  to  make  a report  at  that  time. 

A bill  of  this  kind,  you  can  see,  would  be  of  great 
benefit  to  all  of  us,  especially  to  the  hospitals  and 
the  physicians.  That  would  require  a settlement 
of  these  expenses  to  be  made  at  the  time  the  set- 
tlement for  the  injury  is  made. 

I move  you,  sir,  that  the  Secretary  be  empow- 
ered to  have  such  a bill  drafted  and  that  our  Legis- 
lative Committee  be  instructed  to  use  all  reasonable 
elforts  to  have  such  a bill  passed,  either  at  this 
present  session  of  the  legislature  or  at  some  future 
session,  as  early  as  possible. 

(Seconded.) 

SPEAKER  COWDEN:  Any  discussion? 

DR.  BAIRD:  I wish  to  amend  that  motion,  that 
the  compensation  law  also  enter  into  it  at  the  same 
time,  and  a one  hundred  dollar  limitation  for  medi- 
cal, surgical,  hospital  and  all  fees  in  connection 
with  the  workmen’s  com.pensation  law,  be  raised 
to  two  hundred  fifty  dollars. 

SPEAKER  COWDEN : Doctor,  they  will  beat 
you  on  it.  We  had  that  up  before  the  Legislative 
Committee.  It  was  passed  on  by  every  county  society 
in  the  state  and  brought  up  in  the  House  of  Dele- 
gates at  Nashville,  and  defeated  and  killed.  And 
then  we  carried  it  up  to  the  Legislature  that  year 
and  they  brought  surgeons  from  every  place  in  the 
S’outh.  Amgot,  the  Chief  Surgeon  of  the  Southern 
Railway,  was  there.  There  were  never  so  many 
private  cars  in  Nashville  as  that  night.  They 
fought  it  out  and  beat  it,  world  without  end. 

DR.  BAIRD:  Why? 
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SPEAKER  COWDEN : Simply  out-voted  them, 
that  is  what. 

DR.  BAIRD:  Isn’t  it  a just  provision? 

SPEAKER  COWDEN : Yes,  but  the  industrial 
heads  do  not  want  it.  A hundred  is  all  they  want. 

DR.  TAYLOR:  We  want  it.  Let’s  pass  it. 

DR.  EVERETT:  Gentlemen,  I have  no  objec- 
tion to  the  Doctor’s  amendment,  but  I think  it  would 
be  very  much  better  if  we  would  introduce  that  as 
two  separate  bills,  because  that  might  defeat  our 
present  bill,  and  to  combine  them  in  two,  that 
would  mean  both  of  them  would  be  defeated.  If 
you  make  two  separate  bills  and  one  is  defeated 
and  the  other  passed,  something  would  be  accom- 
plished ; you  still  get  the  benefits  from  the  one  that 
you  get  by.  I have  no  objection  to  Dr.  Baird’s 
amendment,  but  I think  it  would  be  much  better 
to  go  single-handed  on  it  and  have  the  two  bills 
separately  drawn,  because  I have  a belief  that  we 
have  a better  chance  of  passing  it. 

(Amendment  was  seconded.) 

DR.  BAIRD:  Mr.  President,  I do  not  want  to 
talk  a second  time  on  this  provision,  but  I happen 
to  be  one  of  the  part  owners  of  a smaller  hospital 
in  a smaller  community,  and  we  have  this  condi- 
tion to  contend  with  right  along.  We  have  these 
insurance  companies  to  fight  and  we  have  these 
provisions.  Some  of  these  insurance  companies,  I 
will  say,  are  all  right,  and  they  have  paid  us  a 
just  and  fair  compensation  for  our  work  and  for 
our  bills;  but  anybody  knows,  and  especially  all 
doctors  know,  that  you  cannot  take  care  of  a major 
injury  for  a hundred  dollars,  and  pay  the  doctor’s 
bill  and  surgical  fee,  also.  And  I think  that  if  there 
is  any  provision  made  up  there  in  any  way,  any 
fight,  I do  not  see  why  our  Legislative  Committee 
cannot  get  up  and  make  a fight  for  a just  provision 
and  the  raising  of  this  compensation  law.  It  is 
just  and  right,  and  I do  not  see  why  they  cannot 
get  out  and  fight  for  it.  I think  that  if  there  is 
any  amendment  to  be  made  at  all,  in  any  way,  I 
think  the  hospitals  and  doctors  should  be  protected. 

We  have  that  to  contend  with  every  week  in  our 
community.  We  have  hundreds  of  accidents  every 
year  brought  to  our  institution.  We  take  care 
of  them,  and  it  entails  expense,  fighting  and  law 
suits.  I have  several  law  suits  now  in  the  courts, 
just  along  that  line.  We  have  to  pay  lawyers’ 
fees  and  we  have  to  fight  them  along,  and  we  have 
to  get  personal  endorsement  of  our  bills  to  get  our 
fees,  our  hospital  bills  and  personal  fees,  and  I 
do  not  see  that  it  is  a just  provision.  I see  no  rea- 
son why  compensation  should  not  be  raised,  in  any 
way. 

DR.  SAVAGE:  Mr.  Speaker,  these  two  matters 
brought  before  the  legislative  body  would  have  to 
be  in  separate  bills  and  in  that  way,  it  seems  to 
me,  they  ought  to  be  separate  resolutions. 

DR.  L.  L.  SHEDDAN : Mr.  Speaker,  I want  to 
say,  in  regard  to  Dr.  Everett’s  motion,  this  ques- 
tion is  being  agitated  all  over  the  United  States, 
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the  question  of  hospitals  being  imposed  upon,  from 
automobile  accidents,  all  kinds  of  industrial  acci- 
dents. They  bring  them  into  our  hospitals,  and 
our  hospitals,  for  humanity’s  sake,  have  to  take 
care  of  those  individuals,  and  they  pass  the  buck 
around  and  around,  and  when  the  thing  is  wound 
up,  nobody  gets  anything  out  of  it. 

I am  heartily  in  favor  of  Dr.  Everett’s  motion 
that  the  hospitals  be  empowered,  be  a special  lien 
upon  any  indemnity  that  may  accrue  to  an  indi- 
vidual. 

I am  connected  with  an  institution  in  the  city 
of  Knoxville  in  which  we  have  hundreds  of  acci- 
dents every  year,  in  which  an  automobile  will 
cause  an  injury  out  in  the  city.  They  bring  them 
into  our  institution,  and  humanity  demands  we 
take  care  of  those  particular  cases.  The  man  who 
was  driving  the  automobile  says,  “Well,  the  other 
fellow  was  at  fault.”  The  automobile  accident  in- 
surance company  says,  “We  are  not  responsible 
for  these  things.”  Somebody  must  be  responsible. 
The  hospitals  cannot  afford  to  take  care  of  these 
cases  without  some  compensation,  and  it  is  a very 
vital  question  throughout  the  United  States.  It  is 
being  agitated  in  every  state  in  the  Union  in  which 
hospitals  operate,  because  they  are  being  imposed 
upon  by  this  particular  classification. 

They  come  in  and  nobody  is  responsible  for  the 
bill  for  the  care  of  the  injured  party  in  that  par- 
ticular accident.  Somebody  must  be  responsible 
for  it.  Humanity  demands  that  we  take  care  of 
these  patients.  They  are  injured,  there  are  frac- 
tures, serious  injuries,  and  suffering  humanity  de- 
mands the  hospitals  take  care  of  them. 

There  is  only  one  alternative  to  this,  and  that  is, 
the  hospital  to  be  absolutely  “hard-boiled”  and  say, 
“We  are  not  going  to  take  you  into  our  institu- 
tion. You  have  to  go  somewhere  else,  and  we  are 
not  going  to  take  you  unless  somebody  secures  the 
bill.”  We  will  get  condemned  for  it  by  the  com- 
munity in  which  we  operate  if  we  do  those  things. 
So  I am  heartily  in  favor  of  Dr.  Everett’s  motion 
that  any  compensation  given  to  the  individual  who 
is  hurt,  the  hospital  and  physician  have  a lien  upon 
such  amount. 

I think  it  should  be  incorporated  in  two  bills, 
not  one  bill. 

DR.  S.  R.  MILLER:  The  only  question  is,  will 
we  introduce  a bill  giving  the  hospitals  and  doc- 
tors a lien  on  the  settlement?  It  does  not  collect 
our  bill.  The  undertakers  have  that.  They  get 
their  bills.  We  doctors  do  without.  We  attend  to 
members  of  the  family,  before  and  after,  maybe.  I 
do  not  think  we  ought  to  introduce  it  now,  because 
it  is  too  late  to  get  the  proper  kind  of  bill  up  now, 
and  to  get  into  the  Legislature  and  get  it  through. 

I think  we  ought  to  go  on  record  in  favor  of 
this,  and  then  next  year  have  our  committee  in- 
structed to  get  a good  lawyer  to  draw  a bill  and 
put  it  through. 

(Question.) 


SPEAKER  COWDEN:  All  in  favor  of  the  mo- 
tion make  it  known  by  saying  “Aye,”  contrary 

DR.  BAIRD:  Mr.  President,  that  includes  the 
amendment? 

DR.  EVERETT:  I do  not  think  we  can  do  that 
as  one  bill.  I do  not  think  it  is  possible  to  do  that 
because  all  other  states  that  have  it  have  the  com- 
pensation and  the  same  act  here,  and  so  far  as  I 
am  informed,  have  two  separate  measures  alto- 
gether, and  the  two  of  them  do  not  go  together. 

DR.  BAIRD : Mr.  Speaker,  I move  you  then,  if 
you  do  not  want  to  vote  on  that  amendment  first, 
I move  you  then,  the  Legislative  Committee  be  in- 
structed at  the  same  time  they  introduce  this  other 
to  increase  the  limit  of  the  compensation  law  to 
two  hundred  fifty  dollars  in  cases  of  compensation 
accidents. 

SPEAKER  COWDEN : Does  that  meet  with  a 
second? 

(Seconded.) 

SPEAKER  COWDEN : It  is  moved  and  sec- 
onded. You  have  heard  the  motion.  All  in  favor 
make  it  known  by  saying  “Aye,”  contrary,  “No.” 
(Carried.) 

We  will  go  back  now  to  the  election  of  Council- 
ors. The  Secretary  will  read  the  report. 

SECRETARY  SHOULDERS:  The  minutes  of 
the  last  meeting  show  that  vacancies  were  in  the 
third,  fifth,  seventh  and  ninth  districts;  they  were 
re-elected.  And  the  vacancies  this  time  will  be  in 
the  second,  fourth,  sixth,  eighth  and  tenth  dis- 
tricts. 

DR.  L.  L.  SHEDDAN:  S.  R.  Miller  for  Second 
Councilor. 

SPEAKER  COWDEN : Fourth  District,  any 
nominations  from  the  Fourth  District? 

DR.  W.  K.  SHEDDAN:  Mr.  Speaker,  I want 
to  nominate  J.  T.  Moore  for  Councilor,  Fourth 
Congressional  District. 

(Seconded.) 

SPEAKER  COWDEN : Any  other  nominations 
for  that?  Sixth  District. 

DR.  TAYLOR:  Mr.  Speaker,  I put  in  nomina- 
tion Dr.  Howard  King,  of  the  Sixth  District. 

(Seconded.) 

SPEAKER  COWDEN:  The  Eighth  District, 
Dr.  A.  B.  Dancy. 

MEMBER:  Doctor,  I suppose  Dr.  Dancy  is  in 
already;  I put  in  nomination  for  re-election  the 
name  of  Dr.  Dancy. 

(Seconded.) 

SPEAKER  COWDEN:  The  Tenth,  Dr.  W.  B. 
Bums. 

DR.  EVERETT:  Mr.  Speaker,  I wish  to  nomi- 
nate Dr.  Britt  Burns. 

DR.  TAYLOR:  Mr.  Speaker,  I want  to  second 
the  nomination. 

DR.  W.  K.  SHEDDAN:  Mr.  Speaker,  there  has 
been  nobody  else  except  one  from  each  district.  I 
move  the  nominations  be  closed  and  the  Secretary 
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be  instructed  to  cast  the  vote  of  the  House  for 
all  of  them. 

(Seconded.)  , 

SECRETARY  SHOULDERS:  Mr.  President,  I 
cast  an  engraved  ballot,  representing  the  entire 
membership,  for  each  of  the  names  nominated. 

DR.  S.  R.  MILLER:  Mr.  Chairman,  I would 
like  to  call  a meeting  of  the  Council  right  here, 
immediately  after  adjournment,  and  I would  like 
to  have  every  Councilor  to  put  himself  out  enough 
to  organize  that  and  discuss  the  policies  for  the 
next  year. 

DR.  EVERETT:  Mr.  Speaker,  you’  are  still 
under  new  business.  I have  a matter  I wish  to 
bring  before  this  House  at  this  time.  Last  year 
the  Memphis  and  Shelby  County  Medical  Society 
extended  an  invitation  to  the  American  Medical 
Association  to  meet  in  Memphis  this  year,  that  is, 
in  1929.  Our  invitation  was  received  too  late, 
according  to  the  By-Laws,  to  be  considered  by 
the  Board  of  Trustees.  This  year  we  extended 
an  invitation  several  months  ago  to  the  American 
Medical  Association  to  hold  its  1930  meeting  in 
the  city  of  Memphis.  Now,  we  do  not  feel  that 
this  is  altogether  a Memphis  meeting.  We  would 
like  to  have  the  State  Society  join  us  in  extending 
the  invitation  to  the  American  Medical  Associa- 
tion to  meet  with  us  in  1930.  We  have  already 
had  the  invitation  placed  with  the  committee  of 
the  Board  of  Trustees,  and  we  have  been  led  to 
believe  that  we  will  be  placed  upon  the  eligible 
list,  and  it  is  going  to  be  necessary  to  get  all 
the  support  that  we  can,  and  we  would  like  to 
have  the  endorsement  of  the  Tennessee  State 
Medical  Association,  rather,  get  them  to  join  with 
us  in  the  invitation  to  hold  the  1930  meeting  in 
the  city  of  Memphis. 

I make  that  a motion. 

DR.  W.  K.  SHEDDAN : I move  you.  Sir,  the 
House  of  Delegates  and  Tennessee  State  Medical 
Association  join  hands  in  the  invitation,  join  hands 
with  the  medical  profession  in  extending  an  invi- 
tation to  hold  the  Memphis  convention,  hold  the 
convention  of  the  American  Medical  Association 
in  Memphis  in  1930. 

(Seconded.) 

DR.  L.  L.  SHEDDAN : I want  to  say,  gentle- 
men, the  American  Medical  Association,  in  Minne- 
apolis, we  had  the  gun  all  cocked  and  primed.  If 
Memphis  had  gotten  its  invitation  in  in  time,  the 
American  Medical  Association  this  year,  I feel 
very  sure,  would  have  met  in  Memphis.  And  I feel, 
with  your  co-operation,  and  with  the  co-operation 
of  the  delegates  of  the  State  Medical  Association, 
that  we  will  undoubtedly  secure  the  meeting  for 
Memphis  next  year,  provided  the  Trustees  of  the 
Association  recommend  it  as  being  on  the  eligible 
list. 

We  had  pledges  from  men  all  over  the  United 
States.  I want  to  say,  I co-operated  with  Dr. 
Everett,  and  we  had  pledges  from  men  all  over 
the  United  States  for  Memphis  as  second  choice. 


but  when  it  came  to  a show-down,  as  we  said, 
Memphis  did  not  have  her  invitation  in  in  time,  and 
consequently  was  excluded,  and  only  two  places 
were  voted  on ; sol  feel  we  have  a very  good  chance 
to  get  the  American  Medical  Association  in  Ten- 
nessee next  year  at  Memphis,  provided  the  Trus- 
tees certify  it  up  to  the  Board  meeting,  and  I am 
sure  they  will.  So  I am  heartily  in  favor  of  the 
motion,  and  I think  the  Tennessee  State  Medical 
Association  should  extend  to  the  American  Medi- 
cal Association  a motion  cordially  inviting  them  to 
meet  in  Memphis,  Tenn.,  in  1930. 

(Question  called,  put  and  carried.) 

SPEAKER  COWDEN : I will  appoint  you,  Dr. 
Everett,  to  acquaint  them  of  it. 

DR.  SHEDDAN : Let  Dr.  Shoulders  do  it,  as 
Secretary. 

DR.  EVERETT:  Yes,  sir;  that  is  you,  sir. 

DR.  SHEDDAN:  You,  as  our  Secretary,  should 
do  that. 

DR.  EVERETT:  Mr.  Speaker,  we  have  out- 
lined certain  campaign  outlines,  so  to  speak,  to  the 
American  Medical  Association,  and  one  of  our 
plans  was  that,  if  this  body  joined  us  in  this  in- 
vitation to  call  upon  the  new  President  of  the  Ten- 
nessee State  Medical  Society  and  the  Secretary  to 
join  us  in  this  invitation,  at  which  time  we  will 
send  to  each  delegate  a copy  of  the  invitation. 

SPEAKER  COWDEN:  That  is  all  of  that. 

SECRETARY  SHOULDERS:  Mr.  Speaker, 
just  in  that  connection,  while  the  matter  is  up,  I 
received  a communication  from  the  Convention 
Bureau  and  Chamber  of  Commerce  of  Memphis 
with  reference  to  another  convention.  I believe 
they  have  completed  an  auditorium  that  will  seat 
twenty-five  or  thirty  thousand — is  that  right.  Dr. 
Everett? 

DR.  EVERETT:  Not  quite  that  many,  but  a 
good  deal. 

SECRETARY  SHOULDERS:  Anyway,  the 
city  of  Memphis  has  extended — here  is  the  letter: 

March  25,  1929. 

Dr.  H.  H.  Shoulders,  Secretary, 

Tennessee  State  Medical  Association, 

Lambuth  Bldg., 

Nashville,  Tenn. 

Dear  Dr.  Shoulders: 

With  the  co-operation  of  the  Tennessee  Tuber- 
culosis Association,  the  Memphis  and  Shelby 
County  Tuberculosis  Society  and  the  Memphis 
Chamber  of  Commerce,  have  invited  the  National 
Tuberculosis  Association  to  meet  in  Memphis  in 
1930.  No  other  Tennessee  city  is  bidding  for  this 
meeting. 

We  would  appreciate  it,  therefore,  if  your  or- 
ganization would  pass  a resolution  urging  the  se- 
lection of  Memphis  for  the  1930  convention,  sending 
a copy  to  this  office  and  one  to: 

Mr.  Fred  Hopkins,  Secretary,  National  Tuber- 
culosis Association,  370  Seventh  Ave.,  New  York, 
N.  Y. 
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This  would  be  very  helpful  in  impressing  the 
officers  and  directors  of  the  national  organization 
with  the  fact  that  Tennessee  is  very  anxious  to 
entertain  this  meeting,  which  is  of  great  education- 
al value  and  would  be  very  helpful  to  the  study  and 
prevention  of  tuberculosis  in  Tennessee. 

Sincerely  yours, 

R.  E.  Logsdon, 

REL:LC  Director. 

So  I read  this  invitation  before  you,  because  it 
was  sent  to  me  for  your  action. 

DR.  JACOBS,  Memphis:  I happen  to  be  spe- 
cially interested  in  the  Shelby  County  Tuberculo- 
sis Society,  because  I am  Vice-President  of  that 
organization,  and  we  are  very  desirous  of  having 
the  National  Tuberculosis  Association,  with  its  one 
thousand  members,  hold  its  1930  meeting  in  Mem- 
phis. This  is  a high-class  national  organization 
for,  of  course,  the  prevention  and  treatment  of 
tuberculosis;  and  we  want  to  get  them  to  come  to 
Memphis  because  we  think  we  can  take  care  of 
them  very  nicely.  Sir.  However,  we  need  all  the 
support  and  co-operation  we  can  get,  and  I would 
like  to  get  a vote  on  that  endorsement.  I move 
we  invite  the  National  Tuberculosis  Association 
to  hold  its  National  meeting  in  Memphis. 

(Seconded  by  Dr.  Taylor,  put  and  carried.) 

DR.  SAVAGE:  Mr.  Chairman,  I want  to  look 
once  more  into  the  faces  of  these  fellows  that  were 
so  wondrous  kind  this  morning  and  say  good-bye 
to  them.  (Applause.) 

DR.  WOODS,  Knoxville:  I would  like  to  call 
the  attention  of  the  members  to  an  editorial  our 
good  Secretary  carried  a few  weeks  ago  in  regards 
to  the  Newton  Bill,  successor  to  the  Shepard- 
Towner  Act.  I understand  that  is  to  be  voted  on 
before  the  American  Medical  meeting,  and  in  or- 
der to  get  it  before  this  body,  for  discussion,  I 
would  like  to  move  you.  Sir,  we  instruct  our  dele- 
gates to  vote  against  the  extension  of  the  Shepard- 
Towner  Act,  or  rather  instruct  our  delegates  to  vote 
against  the  Newton  Bill  when  it  comes  up  for  con- 
sideration. 

(Seconded  by  Dr.  Sheddan.) 

SPEAKER  COWDEN : Any  discussion  of  this? 

(Question  called,  put  and  carried.) 

DR.  SHEDDAN : I move  you,  Sir,  the  Secre- 
tary be  instructed  to  write  our  S'enators  and  Rep- 
resentatives in  Congress  of  the  United  States,  stat- 
ing the  Tennessee  State  Medical  Association  has 
gone  on  record  against  the  enactment  or  further 
extension  of  the  Shepard-Towner  Bill. 

(Seconded,  put  and  carried.) 

DR.  WOODS,  Knoxville:  I would  like  to  ask 
if  anybody  knows  anything  about  the  tuberculosis 
bill  in  Tennessee  at  this  time? 

SECRETARY  SHOULDERS:  You  refer  to  the 
hospital  bill? 

DR.  WOODS:  Yes. 

SECRETARY  SHOULDERS':  As  far  as  I 


know,  it  has  passed  two  readings  and  is  now  in 
the  hands  of  committees  of  the  House  and  Senate. 
I do  not  think  it  has  been  acted  on. 

DR.  WOODS:  I would  like  to  move  you.  Sir, 
we  go  on  record  as  opposing  that  bill. 

SPEAKER  COWDEN:  All  in  favor  of  oppos- 
ing the  tuberculosis  hospital  bill  make  it  known 
by  saying  “Aye.” 

DR.  TAYLOR:  Before  that  is  taken,  I would 
like  to  know  something  about  that  bill.  I do  not 
want  to  vote  on  something  I know  nothing  about. 
I wish  those  that  are  opposed  to  it  would  state 
their  reasons  for  opposition  to  the  bill.  I do  not 
know  anything  about  it. 

DR.  WOODS,  Knoxville:  Mr.  Chairman,  al- 
though I have  not  read  it  in  particular,  I have  read 
abstracts  of  it.  One  of  the  first  things  which 
would  merit  its  defeat  is  the  provision  for  the 
establishment  of  hospitals  for  the  treatment  of 
tuberculosis  and  other  diseases. 

DR.  TAYLOR:  That  is  all.  That  kills  it. 

DR. : Mr.  Chairman,  that  bill  which  is 

before  the  Legislature  does  not  propose  the  state 
treat  diseases  or  treat  tuberculosis. 

DR.  TAYLOR:  Why  does  it  say  so? 

DR.  : It  is  a bill  for  the  construction 

of  county  hospitals.  These  county  hospitals  are 
to  be  controlled  by  the  counties  and  the  treatment 
is  to  be  carried  on  by  physicians  in  those  counties. 
I wish  we  might  hear  from  somebody  that  is  thor- 
oughly familiar  with  the  bill.  Dr.  Haygood  is  thor- 
oughly familiar  with  the  bill,  and  I have  heard 
some  of  the  objections  some  of  the  men  have  of- 
fered to  the  bill. 

I,  personally,  do  not  think  the  objections  are 
valid,  because  they  are  maintaining  the  state  is 
going  to  treat  broken  legs,  which  is  absurd.  The 
state  is  not  going  to  treat  any  broken  legs.  The 
physicians  and  surgeons  in  the  counties  themselves 
are  going  to  treat  those  things.  They  are  going 
to  be  on  the  staffs  of  these  hospitals — going  to  be 
an  open  staff  hospital.  And  the  Attorney  General, 
in  drafting  the  bill,  which  says  it  should  be  run  in 
accordance  with  the  policies  of  the  Tuberculosis 
Commission,  says  it  would  be  most  necessary  for 
the  legal  enactment  of  the  bill. 

This  bill  has  received  the  endorsement  of  the 
Liaisson  Committee  of  this  Medical  Association, 
appointed  by  the  President,  in  writing.  Now,  that 
Liaisson  Committee  was  appointed  last  year  to 
represent  this  Medical  Association.  That  Liaisson 
Committee  and  the  report  of  the  Public  Health 
Committee  was  acted  upon  favorably  by  this  House. 
The  Committee  was  appointed  by  the  President. 
The  matter  was  taken  up  to  Dr.  Howlett,  Presi- 
dent of  the  Association.  He  approved  it  and  the 
Liaisson  Committee  approved  it,  and  I think  that 
before  we  take  any  drastic  action  on  condemning 
rural  hospitals  we  should  be  careful. 

It  is  a bill  providing  for  rural  hospitals,  not  city 
hospitals.  And  when  we  throw  a slap  in  the  face 
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of  all  the  rural  practitioners  in  the  State  of  Ten- 
nessee, I certainly  think  we  should  hear  from 
somebody  who  is  thoroughly  familiar  with  this  bill, 
who  can  answer  objections  and  thrash  the  matter 
out.  I do  not  think  we  should  take  arbitrary  ac- 
tion in  the  matter  and  leave  out  all  rural  doctors. 
Our  county  society  went  on  record  as  unanimously 
supporting  the  rural  hospital  bill,  and  the  rural 
practitioners  in  general  favor  the  bill,  and  I do  not 
think  we  should  slap  them  in  the  face  without  hear- 
ing the  objections  and  having  it  thrashed  out.  It 
is  a serious  matter.  The  people  of  Tennessee  al- 
most demand  from  the  State  Department  of 
Health,  and  demanded  from  the  Legislature,  a 
tuberculosis  hospital  bill,  and  you  all  were  notified 
Wednesday  on  that  matter.  The  public  are  de- 
manding it  and  I do  not — 

DR.  TAYLOR:  The  words,  “and  other  dis- 
eases,” kill  it. 

DR.  BURNS:  You  are  not  taking  action,  Mr. 
Speaker,  in  two  minutes.  This  thing  has  not  been 
properly  discussed.  It  has  been  discussed  by  sev- 
eral of  the  county  societies,  not  by  Memphis  and 
Shelby,  and  I understand,  Davidson  and  other 
counties.  The  Shelby  County  Society  sees  in  the 
caption  of  this  bill  an  effort  to  make  an  extension 
of  state  medicine.  Absolutely  nothing  else.  It  is 
a pure  “nigger  in  the  wood  pile”  and  something  we 
do  not  want.  We  are  not  opposed  to  the  extension 
of  tuberculosis  hospitals  for  the  provision  of  treat- 
ment of  tuberculosis,  but  we  are  opposed  to  have 
the  caption  of  a bill  which  says,  “For  this  and 
other  diseases,”  which  could  carry  with  it,  of 
course,  an  extension  of  state  medicine  and  the  erec- 
tion of  hospitals  for  the  treatment  of  all  kinds  of 
conditions,  at  the  behest  of  the  State  Board  of 
Health. 

DR.  TAYLOR:  Mr.  Speaker,  so  far  as  the 
treatment  of  tuberculosis  is  concerned,  I would  be 
in  favor  of  that  resolution,  but  when  you  tack  on 
those  two  words,  “other  conditions,”  that  destroys 
the  whole  thing.  The  tendency  of  the  times,  and 
the  tendency  of  certain  organizations,  is  toward 
state  medicine.  That  is  a blow  at  the  general  prac- 
titioner of  medicine.  It  is  a thing  that  organized 
medicine  ought  to  combat,  and  so  far  as  that  is 
concerned,  so  far  as  “other  conditions”  are  con- 
cerned, that  kills  the  whole  thing. 

We  ought  to  have,  probably,  for  indigent  pa- 
tients, state  tuberculosis  hospitals  scattered  about 
throughout  the  country,  if  that  is  feasible.  I doubt 
that  it  is.  But  when  you  put  onto  that  bill,  “other 
conditions,”  then  you  open  the  gates  wide  and  you 
can  treat  appendicitis,  you  can  treat  tonsilitis,  you 
can  treat  a broken  leg,  you  can  treat  anything  in 
the  whole  category  of  diseases,  and  no  man  can 
protest  against  the  law. 

It  is  an  infamy!  It  has  been  slipped  in  there  by 
a lot  of  that  crowd  that  has  the  baseball  bat,  as  I 
said  a while  ago,  to  crack  the  heads  of  the  general 
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profession,  and  it  ought  to  be  killed!  It  ought  to 
be  killed! 

DR.  EBLIN : Mr.  Chairman,  I want  to  repeat 
what  has  been  told  by  the  Liaisson  Committee. 
They  passed  on  it  favorably.  Dr.  Fox,  of  T — - 

SPEAKER  COWDEN:  We  called  for  that  this 
morning,  and  no  one  responded  at  all. 

DR.  EBLIN : I want  to  say  they  adopted  that, 
and  also  your  Committee  on  Legislation  met  in  the 
city  of  Nashville,  and  went  over  the  matter  and 
they  also  have  endorsed  the  bill. 

DR.  TAYLOR:  I don’t  care  who  endorsed  it,  it 
is  wrong. 

DR.  EBLIN : I want  to  suggest  some  man  who 
is  capable  of  explaining  it,  like  Dr.  Haygood,  be 
invited  to  come  before  this  body  and  explain  it. 
I am  not  capable  of  debating  it.  But  I think  there 
are  two  sides  of  it,  and  we  ought  to  look  at  it  in 
a broad  way. 

I move  you,  Mr.  Speaker,  Dr.  Haygood  be  in- 
vited for  that  purpose. 

DR.  BURNS:  I understand  Dr.  Tigert  is  per- 
fectly familiar  with  this  bill,  and  we  would  like 
to  have  him  elucidate  the  matter. 

DR.  TIGERT,  Nashville:  Mr.  Speaker  and  gen- 
tlemen, I am  not  thoroughly  familiar  with  it  at 
all.  I have  devoted  a little  time  to  consideration  of 
the  bill;  it  is  a very  long  and  extensive  bill,  em- 
bracing an  entirely  new  function  so  far  as  the 
State  government  is  concerned  in  the  United  States, 
with  the  exception  of  the  fact  that  in  North  Caro- 
lina and  South  Carolina,  under  the  Duke  Endow- 
ment Fund,  a similar  procedure  has  been  carried 
out  as  a purely  philanthropic  proposition. 

I do  not  think  this  is  a matter  in  which  any 
heat  or  any  passion  or  any  partiality  ought  to  be 
injected.  It  is  a serious  question  that,  in  my  judg- 
ment, demands  very  serious  consideration. 

I believe  the  bill,  as  originally  drawn,  there  was 
connected  with  it,  by  the  gentlemen  who  drew  it,  a 
catechism  which  propounded  a great  number  of 
questions  and  answers  pertaining  to  the  bill.  Even 
this  was  a pamphlet  of  some  four  pages,  I believe. 
And  it  is  a matter  that  requires  some  considera- 
tion. 

Now,  I would  state  certain  impressions  that  I 
had  about  the  bill.  If  I am  wrong  about  it,  I am 
glad  to  be  corrected.  My  conception  of  it  was  that 
it  was  a bill  to  provide  hospitals  in  the  counties  of 
the  State  of  Tennessee  where  such  counties  needed 
hospital  facilities.  And  in  the  instances  where  the 
county  was  too  small  to  support  a single  hospital, 
that  county  might  be  grouped  together  for  that  pur- 
pose that  these  hospitals  were  to  be  erected  and 
maintained  by  the  county  and  partly  by  the  State,  if 
I remember.  That  was  10  to  20  per  cent  State’s 
aid.  The  purpose  of  the  hospital  was  to  take  care 
of  sick  people,  stating  that  “for  tuberculosis  and 
other  diseases”  excluded  mental  diseases. 

I figured  out  the  situation  with  reference  to  it 
and  I think  should  the  completed  plan  be  consum- 
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mated,  about  fifteen  hundred  beds  would  be  sup- 
plied in  all,  of  which  four  hundred  of  them  were 
to  be  devoted  to  tuberculosis  patients. 

Now  then,  as  to  the  matter  of  control,  it  was 
provided,  I believe,  in  the  bill,  that  it  should  be 
controlled  by  a board  consisting  of  nine  members. 

If  I get  it  wrong.  Doctor,  you  correct  me.  I 
have  not  read  it  in  a long  time. 

And  that  these  nine  members  were  to  come  from 
various  grand  divisions  of  the  State.  Three  from 
each.  That  the  chairman  of  the  Board  of  Health 
should  be  chairman  of  this,  and  other  State  health 
officers  were  to  be  chairmen  of  the  boards,  all  to 
serve  without  compensation. 

Now,  those  that  were  selected  elsewhere,  pro- 
vided for  by  election,  were  to  be  nominated  by 
judges  in  certain  localities.  I do  not  remember 
which  judges,  but  the  judges  would  have  nomina- 
tions placed  in  their  hands  by  certain  groups  of 
citizens  in  their  communities.  It  was  to  be  a 
public  meeting. 

Now,  largely,  the  situation  is  this,  that  here  we 
propose  to  say  to  the  State,  “You  shall  engage  in 
the  hospital  business.  Up  to  this  time  that  has 
not  been  considered  a function  of  the  State,  so 
the  State  has,  of  itself,  assumed  that  obligation. 
Now  then,  it  is  provided  between  10  and  20  per 
cent  locally.  If  for  any  one  reason  a hospital 
is  built,  the  next  question,  of  course,  is  personnel, 
and  I understand,  naturally,  the  bill  provides  lo- 
cal medical  fraternity  shall  have  access  to  the  hos- 
pital. All  of  us  know  the  mere  housing  of  the 
sick  does  not  constitute  a hospital.  Hospitaliza- 
tion means  scientific  laboratory  aids  and  all  the 
other  things  which  are  too  numerous  and  unneces- 
sary to  mention.  So  that,  of  course,  in  these  rural 
districts,  such  men  are  not  already  there. 

Proponents  of  the  bill  say  this  will  draw  men 
of  that  type  there.  Suppose  it  does  or  does  not, 
the  logical  outcome  of  it  would  be,  the  State,  hav- 
ing invested  money  in  these  institutions,  if  it  did 
not  have  those  things,  would  say,  “We  have  to 
protect  the  funds  already  in,”  and  the  next  thing 
the  State  would  be  for  the  various  county  units  to 
add  on  laboratory  men,  and  goodness  knows  how 
much.  So,  the  tendency  of  the  things  is  a very 
marked  and  undoubted  move  toward  state  medi- 
cine, regardless  of  how  it  may  look. 

This  goes  back  to  one  of  the  most  fundamental 
of  all  propositions  pertaining  to  government.  It 
goes  back  to  paternalism.  There  is  a group  of  men 
at  the  present  time  who  believe  all  the  ills  in  the 
world  should  be  loaded  onto  the  Federal  Govern- 
ment at  Washington.  There  is  a group  who  say 
if  we  cannot  get  it  there,  we  will  put  it  on  at  the 
state  capital.  And  there  the  ills  that  are  not  al- 
leviated are  brought  to  the  counties,  and  finally 
the  municipalities,  so  that  individual  responsibil- 
ity has  almost  ceased. 

Now  then,  we  do  not  deny,,  of  course,  there  is  a 
necessity  to  look  after  the  sick;  but  there  is  a 


wide  difference  between  a man  who  has  a broken 
leg  and  a man  with  the  smallpox.  It  is  an  indi- 
vidual proposition  for  a man  with  a broken  leg. 
He  should  be  restored;  but  it  is  not  of  great  mo- 
ment to  the  population  at  large.  It  is  a matter 
of  great  moment,  though,  that  if  a man  with  small- 
pox is  not  confined.  In  other  words,  it  indicates 
there  is  a line  of  demarcation  which  is  very  well 
drawn  as  to  how  far  the  State  should  extend 
its  activities  in  the  health  line,  and  there  are  ac- 
tivities from  which  their  hands  should  be  clearly 
withheld. 

Personally,  I believe  that  is  the  state  of  affairs 
here.  As  a Utopian  dream,  I do  not  see  any  ob- 
jection to  it.  I think  we  ought  to  cure  everybody. 
I am  sorry  anybody  is  sick.  But  as  a matter  of 
fact,  expediency,  and  as  a matter  of  common  sense, 
are  we  going  to  finally  project  government  into 
the  sphere  of  taking  care  of  every  possible  human 
affair  to  the  end  that  we  make  a flare  at  accom- 
plishing the  Utopian  dream?  I do  not  believe 
that  is  proper. 

Something  has  been  said  about  the  two-minute 
consideration  of  this  bill.  The  Davidson  County 
organization  has  given  it  very  careful  considera- 
tion. Some  men  up  there  who  are  quite  capable 
of  understanding  the  bill  have  construed  it.  The 
unanimous  opinion,  so  far  as  I know,  for  the  most 
part,  has  heen  against  it.  The  Knoxville  Academy 
of  Medicine  went  on  record  against  it,  and  I under- 
stand from  Dr.  Burns  that  Shelby  did  the  same. 
And  I believe  if  the  thing  was  thoroughly  and  fully 
understood,  the  medical  profession  at  large  would 
be  against  the  hill.  Personally,  I have  no  feeling 
in  the  matter. 

DR.  BURNS:  Dr.  Tigert,  how  did  you  discover 
there  was  such  a bill? 

DR.  TIGERT:  Well,  I just  don’t  know. 

DR.  BURNS:  Were  you  circularized? 

DR.  TIGERT:  Harrison,  you  know;  tell  them. 
I have  forgotten.  Somebody  showed  me  one  and 
gave  me  a catechism.  I took  it,  looked  it  over 
about  twenty  minutes  one  evening.  I want  to  state 
my  consideration  was  not  two,  but  twenty  minutes. 
Doctor. 

(Question  called.) 

SPEAKER  COWDEN:  The  time  has  come  for 
the  special  address.  Do  you  want  to  consider  the 
motion  further? 

(Question  called.) 

DR.  WOODS,  Knoxville:  I am  perfectly  willing, 
since  I initiated  the  motion,  to  let  it  lay  over  until 
tomorrow  and  let  Dr.  Haywood  come  down  here. 

DR.  EDWIN : Mr.  Speaker,  I thought  we  had 
this  under  consideration. 

(Dr.  Woods’  motion  seconded.  Question  called.) 

DR.  EBLIN : I move  we  table  the  motion. 

(Seconded.) 

SPEAKER  COWDEN:  All  in  favor  of  tabling 
the  motion — 

(Cries  of  “Wait  a minute,”  “Hold  on.”) 
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DR.  TAYLOR : What  is  the  motion,  Mr.  Speak- 
er? I move  we  table  Dr.  Woods’  motion. 

SECRETARY  SHOULDERS:  I believe  there 
is  probably  some  misunderstanding.  Dr.  Woods 
made  the  motion  the  House  go  on  record  as  op- 
posing the  bill.  That  is  the  original  motion;  that 
is  the  motion  under  consideration.  Now  then,  he 
made  the  motion  to  table  Dr.  Woods’  motion.  The 
last  subject  under  consideration  is  to  vote  on  the 
motion  to  table  Dr.  Woods’  motion. 

SPEAKER  COWDEN : All  in  favor  of  tabling 
the  motion  make  it  known  by  saying  “Aye,”  op- 
posed “No.”  The  “Noes”  have  it. 

Now,  all  in  favor  of  the  original  motion  of  Dr. 
Woods’  make  it  known  by  saying  “Aye,”  opposed 
“No.”  The  “Ayes”  have  it.  The  motion  prevails. 

SECRETARY  SHOULDERS:  Mr.  Speaker,  I 
move,  since  we  have  a guest  speaker  to  go  on  in 
the  next  minute,  that  the  House  adjourn  long 
enough  to  hear  the  special  address,  to  meet  here 
again. 

(Seconded,  put  and  carried.  Adjourned  for  one 
hour.) 

SPEAKER  COWDEN : Is  there  anything  fur- 
ther this  afternoon? 

DR.  TAYLOR:  Can  I bring  up  a certain  mat- 
ter? 

SPEAKER  COWDEN:  Yes,  sir. 

DR.  TAYLOR:  I refer  to  the  ethics  of  adver- 
tising. I think  it  is  contrary  to  our  code  of 
ethics,  adopted  by  the  American  Medical  Associa- 
tion, and  by  our  State  Society,  that  advertisement 
in  a certain  way  is  barred.  But  it  seems  that  has 
been  disregarded,  probably  by  individuals,  certain- 
ly by  institutions.  To  instance  a fact,  on  the 
morning  of  March  10,  1929,  there  appeared,  in 
Tennessee  and  on  the  brown  page,  an  advertise- 
ment of  Vanderbilt  Hospital,  setting  forth  its  ad- 
vantages in  a very  attractive  way  in  its  pictures 
of  that  institution.  That  seemed  to  me,  and  seemed 
to  my  local  association,  a flagrant  breach  of  our 
code  of  ethics.  Sears,  Roebuck  & Company  or 
Barnum  & Bailey’s  Circus  never  put  out  a more 
flagrant  advertisement  than  that  was. 

I have  been  instructed  by  my  county  society  to 
ask  this  body  whether  or  not  they  put  their  stamp 
of  approval  upon  the  breach  of  fundamental  ethics 
adopted  by  the  American  Medical  Association,  and 
by  this  State  Association.  There  never  was  in 
the  history  of  advertising  a more  flagrant  breach 
of  ethics  than  that  was,  and  I am  told  that  they 
have  been  guilty  of  it  before. 

I want  to  be  able,  gentlemen,  to  settle  that  ques- 
tion and  carry  home  to  my  confreres  who  have 
asked  me  for  an  expression  of  this  body,  exactly 
the  opinion  of  the  State  Medical  Association  of 
that  kind.  They  want  to  know  whether  or  not 
this  mother  can  do  a thing  like  that  and  turn  out 
children  instructed  to  do  the  opposite  thing. 
They  are  turning  out  doctors  every  year.  How  do 
they  expect  those  young  men,  those  doctors,  to  be 


ethical  gentlemen,  if  they  themselves  violate  the 
fundamental  principles  in  the  state? 

I want  an  expression  from  the  body  on  the 
question  of  that  flagrant  breach  of  ethics  as  per- 
petrated by  that  institution  and  other  institutions, 
to  know  whether  or  not  we  are  to  tolerate  it. 

DR.  SHEDDAN : Mr.  Speaker,  I think  that 
was  covered  in  the  report  to  the  House  of  Dele- 
gates of  the  delegates  to  the  American  Medical  As- 
sociation. They  condemn,  in  most  severe  terms, 
institutions  practicing  medicine. 

I am  very  sorry,  indeed.  Dr.  Taylor  has  not 
here  a copy  of  that  paper  to  exhibit  to  this  organ- 
ization. Of  course,  this  Association — no  ethical  as- 
sociation— is  going  to  sanction  any  such  rank  un- 
ethical practice  as  that.  I do  not  know  what  the 
recommendations  of  that  reference  committee  will 
be  in  regard  to  it,  but  I feel  they  are  going  to 
sanction  the  recommendations  of  the  Committee  on 
Hospitals  and  Medical  Education  of  the  United 
States,  condemning  just  such  things  as  that. 

SPEAKER  COWDEN:  Well,  will  that  refer- 
ence committee  be  able  to  report.  Doctor? 

DR.  JONES:  Our  committee  asks  for  a little 
more  time.  We  are  going  to  meet  at  six  o’clock 
this  evening. 

SPEAKER  COWDEN:  I wish  you  would  take 
up  that  one  point,  anyway. 

DR.  SHEDDAN : I read  that  report  in  which 
the  Medical  Association  of  the  United  States  con- 
demned the  question  of  institutions  practicing 
medicine.  There  isn’t  any  question  but  what  that 
question  is  becoming  a very  serious  and  sore  ques- 
tion in  a great  many  sections  of  the  United  States. 
Now,  for  instance,  in  our  State  University,  it  is 
just  merging  a little  bit  into  that  kind  of  work. 
They  have  employed  physicians  at  the  University 
of  Tennessee  to  treat  the  students  there.  You 
remember  in  this  report  of  mine  it  says  students 
in  universities  and  colleges  are  being  treated  free 
of  charge,  regardless  of  their  ability  to  pay.  I 
want  to  say  we  have  a fine  gentleman  who  is  at 
the  head  of  the  medical  department  of  the  Uni- 
versity of  Tennessee,  the  hygienic  department.  Dr. 
Wilhelm,  a splendid  man  and  an  ethical  man.  He 
is  not  to  blame  for  it.  But  the  authorities  of  the 
university  are  furnishing  a great  deal  of  medical 
treatment  to  the  student  body  coming  into  the 
university  free  of  charge,  or  rather,  they  pay — 
Dr.  Bruer  can  tell  you  something  about  it — they 
pay  a little  hospital  fee,  which  only  entitles  them 
to  two  days  in  the  university  infirmary.  We  had 
a most  unfortunate  situation  come  up  there  more 
than  a year  ago.  A young  man,  a splendid  young 
fellow — no  criticism  of  him,  personally — but  he 
undertook  to  take  the  tonsils  out  of  one  of  the 
students  of  the  University  of  Tennessee.  The 
young  man  died  on  the  table,  and  it  brought  a great 
deal  of  criticism  upon  our  university.  It  might 
have  occurred  in  my  hands,  might  have  occurred 
in  Dr.  Bruer’s  hands,  or  anybody’s  hands,  but 
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they  were  undertaking  to  do  a thing  which  they 
had  no  business  to  undertake. 

We  have  plenty  of  eye,  ear,  nose  and  throat  men 
in  the  city  of  Knoxville  who  are  competent  to  do 
these  things.  The  man  was  amply  able  to  pay 
his  bill,  did  not  object  to  paying  his  bill.  His 
father  came  up  there  from  West  Tennessee.  He 
was  a splendid  young  fellow — died  on  the  table 
from  a local  anesthetic,  from  having  his  tonsils 
removed.  They  were  pretending  to  operate  on  the 
students  of  the  University  of  Tennessee  who  were 
amply  able  to  pay  their  bills.  Those  things  should 
be  condemned,  in  the  University  of  Tennessee  or 
any  other  university  or  college. 

DR.  TAYLOR:  This  appeal  was  made  to  the 
general  public. 

DR.  SHEDDAN : But  then  I am  talking  about 
institutions,  students  practicing  medicine;  institu- 
tions practicing  medicine.  Now,  we  know  that — 
take,  for  instance,  the  Henry  Ford  Hospital  in  De- 
troit. Henry  Ford  runs  a hospital  there.  He 
hires  a few  men  and  pays  them  a salary.  It  is 
not  only  open  to  employes  of  the  Ford  Company, 
but  any  individual  in  the  State  of  Michigan  can 
go  there  and  be  operated  on  and  be  treated  on  the 
same  rates  and  on  the  same  plan  as  the  employes 
of  the  Ford  institution.  Those  men  are  doing  an 
injustice  to  the  men  throughout  the  State  of  Mich- 
igan, the  men  who  are  employed  there  on  a salary, 
which  you  might,  say,  a meager  salary  in  propor- 
tion to  the  amount  of  work  they  are  doing.  But 
they  are  doing  an  injustice  to  the  whole  profession 
throughout  the  State  of  Michigan,  throughout  the 
city  of  Detroit.  They  are  taking  work  where  peo- 
ple are  plenty  able  to  pay  reasonable  fees,  pay 
doctors  a reasonable  fee,  but  they  can  go  into 
these  hospitals. 

This  thing  you  speak  of,  Doctor,  is  being  tested 
out  in  the  city  of  Chicago.  They  have  one  of  these 
pay  clinics  up  there,  an  organization  which  is 
operated  by  laymen.  They  hire  some  men  to  do 
their  work  for  them,  and  they  advertise  just  as  you 
speak  of  the  Vanderbilt  University  advertising 
to  the  public.  They  can  come  there  and  get  their 
work  done  at  a certain  price,  very  much  beneath 
the  dignity  of  a regular  professional  man.  There 
in  an  institution,  a corporation,  chartered  under  the 
laws  of  the  State  of  Illinois,  and  operating  an  in- 
stitution. Of  course,  they  have  to  have  legally 
licensed  physicians  to  treat  them.  This  man  has 
lent  himself  to  this  institution.  He  is  operating 
for  this  institution,  and  they  are  advertising  to  the 
public. 

Now,  they  are  bringing  up  an  ethical  question 
to  be  decided  by  the  Chicago  Medical  Society, 
whether  or  not  the  doctors  are  going  to  be  per- 
mitted to  serve  these  institutions  who  advertise  to 
the  public. 

Now,  if  Vanderbilt  University  is  advertising  to 
the  public  any  such  things  as  that,  then  they  are 
men  who  are  doing  the  work  there  should  be 


ostracized  by  regular  ethical  medicine.  Let  it  be 
Vanderbilt  University  or  any  other  organization  or 
university  in  the  world,  if  they  are  lending  their 
hands  to  the  thing  that  is  demoralizing  the  ethical 
practice  of  medicine,  tending  to  socialization,  the 
tearing  down  of  the  ethical  principles  of  medicine — 
cannot  do  it  themselves,  but  they  will  say,  “Our 
institution  here,  our  great  educational  institution, 
is  advertising  to  the  profession,  but  I am  not  do- 
ing it”;  still  he  makes  it  possible  for  that  institu- 
tion to  operate,  and  without  his  co-operation,  that 
institution  could  not  operate  at  all. 

DR.  TAYLOR:  In  this  advertising,  in  the  set- 
ting of  that  page,  was  the  picture  of  the  head,  the 
dean,  I assume,  of  the  medical  faculty. 

DR.  SHEDDAN : If  those  things  can  be  estab- 
lished, Vanderbilt  University  is  certainly  entitled 
to  the  most  severe  censure  possible  by  the  Tennes- 
see State  Medical  Association.  Men  who  will  lend 
themselves  to  any  such  operation  of  an  unethical 
institution  advertising  to  the  public,  to  the  detri- 
ment of  the  regular,  ethical,  legally  licensed  prac- 
titioners of  medicine  throughout  the  section  of  the 
country  where  this  particular  institution  operates, 
it  is  an  injustice  to  every  man  in  this  particular 
community,  not  only  you,  but  men  in  every  section 
of  the  state  where  that  paper  is  distributed. 

Why  should  I go  to  a Knoxville,  Chattanooga, 
hospital?  I can  go  to  the  Vanderbilt  Hospital  and 
possibly  not  cost  me  anything  to  go  there,  because 
it  is  maintained  by  a very  large  endowment.  Those 
are  very,  very  serious  things.  They  are  things 
that  cannot  be  sneezed  at,  and  it  ill  behooves  me, 
possibly,  a one-horse  man,  to  criticize  the  Vander- 
bilt University;  but  I want  to  say  I have  always 
stood  for  ethical  medicine,  and  I do  not  care  where 
it  is,  I am  going  to  fight  for  it  at  all  times,  and  if 
they  are  going  to  give  you  that  sort  of  thing,  they 
are  entitled  to  the  severest  censure  this  House  of 
Delegates  can  possibly  give  them. 

DR.  TAYLOR:  Mr.  Speaker,  I move  the  House 
of  Delegates  go  on  record  as  condemning  advertis- 
ing on  the  part  of  individuals  and  institutions  to 
the  laiety. 

SPEAKER  COWDEN : You  have  heard  the  mo- 
tion. Does  it  meet  with  a second? 

(Seconded  by  Dr.  Jones.) 

SPEAKER  COWDEN:  It  has  been  moved  and 
seconded  we  go  on  record  as  condemning  advertis- 
ing by  the  medical  profession  and  institutions. 

DR.  SHEDDAN : Declare  it  unethical  to  do  so. 

SPEAKER  COWDEN : Any  further  discussion 
of  the  motion? 

DR.  WOODS,  Knoxville:  Mr.  Speaker,  may  I 
ask  if  Vanderbilt  has  not  stopped  that  practice 
since  that  occurred? 

DR.  TAYLOR:  Mr.  Speaker,  in  answer  to  that, 
I shall  say,  since  March  10th  there  has  been  no 
advertisement.  It  is  not  necessary  to  do  it  every 
two  or  three  weeks,  you  know.  Since  March  10th 
of  1929. 
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DR.  JONES:  Mr.  Chairman,  I do  not  know  that 
I want  to  discuss  it,  but  I want  to  bring  up  a ques- 
tion, and  that  is  as  to  the  status  of  a large  number 
of  us,  myself  included,  that  are  nominally  con- 
nected with  an  institution  that  is  doing  advertis- 
ing— not  participating  in  the  benefits  of  that  ad- 
vertising, but  in  a way  nominally  connected  with 
it.  What  light  does  that  put  us  in? 

DR.  TAYLOR:  Mighty  bad  light.  Doctor; 
mighty  bad. 

SPEAKER  COWDEN:  You  are  in  bad  com- 
pany. 

DR.  JONES:  I am  against  it  and  men  nomi- 
nally connected  are  all  against  this  advertising  pro- 
gram. 

SPEAKER  COWDEN:  Doctor,  I do  not  think 
that  affects  you  at  all. 

I will  say,  for  the  information  of  the  gentlemen 
that  are  here,  it  has  not  been  more  than  three  or 
four  months  that  charges  were  preferred  against 
them  by  the  Academy  of  Medicine  of  Nashville, 
and  they  were  convicted  of  this  same  thing.  They 
came  forward  and  made  amends  and  promised  not 
to  do  this  thing  any  more.  They  advertised  in  a 
great  deal  more  flagrant  way  then  because  they 
were  giving  the  autobiography  and  great  deeds  of 
their  individual  men  in  the  papers.  And  they  said 
they  would  not  engage  in  it,  and  said  then  they  did 
not  know  it  was  against  medical  ethics  to  do  that, 
but  they  made  amends  and  promised  they  would 
not  do  this  any  more. 

DR.  TAYLOR:  Mr.  Speaker,  may  I arise  to  a 
point  of  personal  privilege? 

SPEAKER  COWDEN:  Yes,  sir. 

DR.  TAYLOR : I want  to  say  I have  no  preju- 
dice against  Vanderbilt  University,  being  an  alum- 
nus of  that  institution,  and  all  my  remarks  are 
impersonal  and  for  the  good  of  general  medicine. 

SPEAKER  COWDEN:  About  how  long  has  it 
been  ? 

DR.  JONES:  About  flve  or  six  months. 

SPEAKER  COWDEN : And  it  is  more  flagrant 
then  than  in  this  picture.  You  have  heard  the 
motion.  All  in  favor  make  it  known  by  saying 
“Aye,”  opposed  “No.”  Unanimously  carried. 

Is  there  anything  else  to  come  before  the  body 
this  afternoon? 

DR.  WOODS,  Knoxville:  Mr.  Chairman,  I won- 
der what  would  be  the  impression  of  the  general 
House  of  Delegates  meeting  on  the  day  previous  to 
the  general  session.  As  it  is,  if  a man  is  elected  as  a 
delegate  before  his  society,  he  either  makes  a good 
delegate  and  gets  nothing  else,  or  else  makes  a 
poor  delegate  and  hears  the  general  meeting. 

SPEAKER  COWDEN : That  enters  into  the 
Constitution. 

DR.  WOODS:  This  is  not  for  any  action. 

SECRETARY  SHOULDERS:  In  reference  to 
that,  I say  there  is  a provision  in  the  Constitution 
for  the  House  to  meet  before  or  after,  during  or 


after.  There  is  a provision  requiring  a report  from 
the  Nominating  Committee  on  the  third  day,  so 
they  could  meet  and  conduct  all  other  business,  I 
take  it,  with  that  exception. 

DR.  EVERETT:  It  also  provides  Councilors 
are  to  be  elected  the  afternoon  the  second  day. 

SECRETARY  SHOULDERS:  That  took  place 
today. 

DR.  EVERETT:  That  took  place  today,  but 
each  meeting,  unless  you  change  your  Constitution 
and  By-Laws,  you  would  have  to  have  a meeting 
on  the  afternoon  of  the  second  day,  and  it  pro- 
vides it  shall  convene  the  afternoon  of  the  first 
day,  and  your  election  of  Councilors  shall  be  the 
afternoon  of  the  second  day,  and  the  Nominating 
Committee  shall  report  the  first  order  of  business 
the  morning  of  the  third  day. 

DR.  TAYLOR:  Mr.  Speaker,  I have  attended 
the  Association  meetings  for  twenty-five  years.  I 
think  I have  never  missed  a session.  If  I accept 
the  position  of  delegate,  I come  here  to  transact 
or  to  help  in  the  transaction  of  the  business  that 
is  brought  before  the  Association.  That  is  my 
business.  That  is  what  I come  here  for,  and  that 
is  what  I ought  to  do.  If  I cannot  do  it,  if  I want 
to  attend  this  general  session,  then  I ought  to  de- 
cline the  office  as  delegate.  If  I haven’t  enough 
interest  in  the  management  and  in  the  affairs  of 
the  Association  to  come  here  and  sacrifice  my  in- 
terest in  the  scientific  section,  then,  gentlemen,  I 
ought  not  to  accept  the  position  of  delegate.  If  I 
am  going  to  be  a member  of  the  gospel  and  proclaim 
the  gospel  throughout  the  lands,  then  I ought  not 
to  go  to  Congress. 

SPEAKER  COWDEN : I declare  you  out  of  or- 
der; you  are  beginning  to  preach. 

DR.  TAYLOR:  Mr.  Speaker,  it  is  merely  an 
illustration,  which,  I think,  is  a very  apt  one.  I 
think  the  gentlemen  who  come  as  delegates  ought 
to  serve  as  delegates,  if  it  takes  every  hour  of  the 
time;  and,  Mr.  Speaker,  I thought  they  ought  to 
be  here  on  time,  like  I am. 

SPEAKER  COWDEN:  You  will  get  all  this  in 
the  publication  of  the  Journal,  and  while  they  don’t 
get  it  off  the  bat, — 

(Call  for  regular  order  by  Dr.  Burns.) 

SPEAKER  COWDEN:  Is  the  Committee  on 
Cancer  here?  Committee  on  Hospitals?  Liaisson 
Committee  on  Public  Health  never  did  report.  The 
Committee  on  Medical  Education  did  not  report. 
The  Committee  on  Medical  History  reported. 

SECRETARY  SHOULDERS : I would  say  this 
in  reference  to  the  Committee  on  Public  Health,  Dr. 
Porter  handed  me  a written  report;  said  he  had  to 
go  away,  and  asked  me  if  I would  read  it.  I don’t 
know  whether  you  will  want  to  listen  to  that  now 
or  not. 

PUBLIC  HEALTH 

During  the  year  marked  progress  has  been  made 
in  the  field  of  preventive  medicine.  Through  the 
efforts  of  the  local  profession  and  citizens  and  with 
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the  aid  of  the  State  Department  of  Public  Health, 
the  following  counties  have  established  whole-time 
health  service:  Knox,  Greene,  Carter,  Monroe  and 
Wilson.  Two  other  counties  have  made  provisions 
for  health  units,  viz. : Sumner  and  Loudon. 

Tuberculosis  Control 

The  profession,  with  the  assistance  of  the  State 
Department  of  Public  Health  and  local  health 
units,  established,  on  November  14,  1927,  a Tuber- 
culosis Control  Service.  Through  December  31, 
1928,  over  9,000  persons  suspected  of  having  tuber- 
culosis were  examined,  emphasis  being  placed  on 
contact  cases.  These  examinations  revealed  2,152 
positive  and  1,997  suspicious  cases.  These  have, 
for  the  most  part,  been  placed  under  the  care  of 
their  respective  family  physicians.  The  public 
health  nurse  has  followed  and  advised  these  cases 
in  accordance  with  the  written  instructions  of  the 
doctor. 

It  is  estimated  that,  during  the  thirteen  and  one- 
half  months’ period,  24  per  cent  of  the  discoverable 
cases  of  active  pulmonary  tuberculosis  in  the  91 
rural  and  semi-rural  counties  has  been  found.  Un- 
der the  care  of  their  own  physician  and  through 
the  assistance  of  the  public  health  nurse,  the 
progress  of  more  than  50  per  cent  of  these  cases 
has  been  very  gratifying. 

Malaria  Control 

The  State  Department  of  Public  Health,  to- 
gether with  the  United  States  Public  Health  Ser- 
vice and  local  health  units,  carried  on  extensive  in- 
vestigations of  the  malaria  prevalence  in  certain 
West  Tennessee  counties  in  1928.  Control  meas- 
ures were  applied  in  several  areas.  These  meas- 
ures consisted  principally  of  screening  and  other 
mosquito-proofing  of  residences  and  the  applica- 
tion of  larvaecides,  especially  Paris  Green.  Stand- 
ard quinine  treatment,  through  the  local  profes- 
sion, has  been  employed  in  some  communities. 

Hookworm  Control 

In  the  two  distinct  hookworm  belts  of  the  state, 
a plan  for  the  control  of  uncinariasis  and  other  in- 
testinal parasitic  infections,  especially  ascaris,  is 
being  developed. 

Diphtheria  Immunization 

Early  last  year,  the  Liaisson  Committee  consid- 
ered and  approved  a program  looking  toward  the 
immunization  of  children,  particularly  of  the  pre- 
school age  group.  Since  that  time,  more  than  40,000 
children,  the  major  portion  of  whom  are  under  six 
years  of  age,  have  been  given  toxin-antitoxin. 

General 

There  were  many  other  activities  pertaining  to 
public  health  of  much  interest  and  value,  too  nu- 
merous to  be  mentioned  in  the  report. 


Recommendations 

It  is  felt  that,  during  the  current  year,  the  pro- 
fession, through  its  Liaisson  Committee,  should 
study  and,  if  practicable,  adopt  policies  and  plans 
looking  toward  the  control  of  cancer  and  the  vene- 
real diseases. 

Respectfully  submitted, 

W.  W.  Porter. 

P.S.  This  report,  in  the  absence  of  Drs.  Yancey 
and  Graves,  has  been  prepared  by  the  above  signed, 
with  the  aid  of  Drs.  A.  F.  Richards,  F.  L.  Roberts 
and  M.  F.  Haygood. 

W.  W.  P. 

DR.  SHEDDAN : I move  it  be  received  and 
spread  on  the  minutes. 

DR.  BURNS:  Mr.  Chairman,  I am  wondering 
how  many  employes  the  State  Board  of  Health  has. 
They  report  here  the  examination  of  forty  thou- 
sand children  and  nine  thousand  tuberculosis  cases, 
a thousand  or  so  of  other  kinds  and  nine  hundred 
of  something  of  another  kind,  in  365  days.  They 
must  have  a wonderfully  large  force. 

DR.  SHEDDAN : Dr.  Bryant  is  head  of  the 
health  unit;  let  us  hear  from  Dr.  Bryant. 

DR.  BRYANT:  Mr.  Chairman,  my  work  is  in 
that  number,  and  when  it  goes  into  the  thousands, 
I have  got  a few  there — not  a thousand  tubercu- 
losis examinations,  but  if  we  average  fifteen  or 
twenty  a month,  we  will  run,  at  that  rate,  250  a 
year,  and  with  this  work  being  done  in  75  per 
cent  of  the  counties  of  the  State,  you  can  soon 
figure  how  long  it  will  take  you  to  get  nine  thou- 
sand, with  about  twenty  or  thirty  organized  coun- 
ties in  the  State.  I believe  it  is  twenty-three  right 
now,  with  toxin-antitoxin  not  only  being  adminis- 
tered by  the  twenty-three  full-time  men,  but  by 
private  physicians  in  the  State,  you  can  soon  fig- 
ure how  long  it  will  take  to  give  forty  or  fifty 
thousand  doses  of  toxin-antitoxin,  given  by  every 
practitioner  in  the  State  interested  in  this  preven- 
tive program,  school  physicians  and  all  other  physi- 
cians. 

So,  the  personnel  of  the  full-time  departments 
and  the  other  men  who  are  interested  in  it,  it  does 
not  take  you  long  to  get  up  to  this  number. 

SPEAKER  COWDEN : Then  they  put  on  a cam- 
paign of  tuberculosis  investigation,  didn’t  you.  Dr. 
Bryant? 

DR.  BRYANT:  Yes,  sir. 

SPEAKER  COWDEN:  And  they  had  people 
dragged  in  and  went  through  all  our  counties  and 
got  those  in  every  county  there. 

You  have  heard  the  report.  All  in  favor  make 
it  known  by  saying  “Aye,”  opposed  “No.”  Carried. 

SECRETARY  SHOULDERS:  Mr.  Speaker, 
there  is  some  confusion  in  the  minds  of  the  mem- 
bers as  to  the  meaning  of  this  Liaisson  Commit- 
tee. It  came  about  in  this  way:  Before  the  House 
met  last  year,  during  the  year  1927,  members  of 
the  department  would  come  to  the  Secretary’s  of- 
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fice  and  ask,  would  we  approve  this,  that  or  the 
other  policy.  My  reply  was  that  I cannot  give  a 
statement  as  to  what  approval  the  State  Associa- 
tion will  give,  or  what  disapproval.  In  fact,  I am 
not  authorized  to  speak  for  the  profession  on  that 
matter.  I can  tell  you  what  the  policy  of  the  edi- 
torial page  of  the  Journal  will  be,  and  that  is  as 
far  as  I can  go. 

Then  Dr.  Richards,  who  was  at  that  time  Chair- 
man of  the  Committee  on  Public  Health,  came  with 
his  report  and  went  into  it.  Well,  I declined  to 
give  a statement  purporting  to  represent  the  pro- 
fession as  to  whether  the  profession  would  ap- 
prove this  or  that.  So,  it  seemed  to  me,  that  de- 
partment was  endeavoring  to  find  out  what  the 
sentiment  of  the  profession  would  be  on  a given 
policy.  For  instance,  what  should  be  its  policy  in 
a county  with  reference  to  the  administration  of 
toxin-antitoxin?  Should  we  go  there  and  work 
through  the  county  societies?  Do  you  get  that? 

I said,  “It  seems  to  me  there  might  be  a com- 
mittee formed  that  would  have  the  power  to  an- 
swer your  questions  in  the  interim  between  ses- 
sions of  the  House,  and  that  such  a committee  then 
finally  bore  the  name  of  the  Liaisson  Committee  be- 
cause it  is  a committee  that  functions  between  the 
two  in  an  effort  to  help  them,  the  department, 
adopt  policies  that  the  profession  will  approve,  or 
to  help  interpret  for  them  the  attitude  of  the  pro- 
fession on  any  matter  of  policy  that  they  are  con- 
templating. 

It  was  a very  good  idea,  and  during  the  year 
that  committee,  while  it  has  not  made  a report,  has 
functioned.  I had  occasion  to  the  report  in  the 
Journal  the  activities  of  one  of  their  meetings.  The 
department  was  fixing  to  launch  a campaign  on 
diphtheria,  which  campaign  resulted,  I am  sure,  in 
this  thirty  or  forty  thousand  inoculations  we  spoke 
of.  And  they  formulated  certain  rules  of  proce- 
dure and  called  that  committee  together  and  that 
committee  said,  we  will  put  our  stamp  of  approval 
on  that  kind  of  policy  in  your  department. 

Now  then,  it  seems  to  me,  an  error  was  made  by 
that  committee  in  assuming  it  was  to  pass  on  leg- 
islative matters.  I know  that  was — Dr.  Bishop,  I 
think,  was  wrong,  probably,  in  his  judgment  that 
that  Liaisson  Committee  was  to  pass  on  legisla- 
tion to  come  up,  which  really  ought  to  have  been 
submitted  to  the  Legislative  Committee  of  this  As- 
sociation, and  it  later  was. 

So,  I believe  that  little  statement  of  the  func- 
tion and  purpose  of  this  committee  should  go  to 
the  Councilors  rather  than  a special  committee  of 
that  kind,  because  your  By-Laws  shall  be  the  cen- 
sor, so  to  speak,  of  things  of  this  type. 

DR.  L.  L.  SHEDDAN : Gentlemen,  I want  to 
say  one  or  two  things  in  behalf  of  the  public 
health  men  in  Tennessee.  I believe  that  our  men 
who  are  doing  public  health  work  want  to  do  it  in 
an  ethical,  high-class  way.  I think  that  we  want 
to  carry  it  out  just  as  it  would  be  the  wishes  of 


the  Tennessee  State  Medical  Association.  Now, 
they  do,  at  times,  become  over-enthusiastic  upon 
certain  questions,  as  all  specialists  on  all  lines  be- 
come enthusiastic  upon  their  particular  specialty 
in  which  they  are  interested.  Public  health  men 
are  interested  in  public  health  work  and  they  do 
become  enthusiastic  and,  sometimes,  possibly,  over- 
enthusiastic  upon  the  questions  pertaining  to  pub- 
lic health. 

Now,  in  our  county,  in  Knox  County,  which  has 
recently  adopted  full-time  unit.  Dr.  Richards  is 
public  health  officer  of  that  unit  in  Knox  County. 
He  co-operates  at  all  times  with  our  Knox  County 
Medical  Society,  and  he  lays  his  policies  before  us, 
and  anything  that  we  disagree  with,  he  readily 
acquiesces  in  anything  that  we  say,  and  wants  to 
follow  out  as  strictly  per  the  wishes  of  the  organ- 
ized profession  in  the  S'tate,  and  I am  sure  that 
Dr.  Bryant  does  the  same  thing  in  Blount  County. 
I know  Dr.  Bryant,  and  I know  Blount  County,  and 
they  are  ethical  gentlemen. 

Now,  this  question  of  immunization  of  children 
to  diphtheria,  shall  it  be  done  by  the  health  unit 
free  of  charge,  the  serum  furnished  the  unit  by 
the  State  Board,  as  I understand  it?  Isn’t  that 
right.  Doctor?  That  is  right,  I think.  Now,  we 
felt  that  all  indigent  patients  should  have  the  toxin- 
antitoxin  administered  to  them  free  of  charge. 
Those  people  able  to  pay  for  it  should  go  to  their 
own  family  physician  and  pay  for  the  administra- 
tion of  it. 

DR.  TAYLOR:  How  do  you  ascertain  that  fact? 

DR.  L.  L.  SHEDDAN : Doctor,  every  doctor 
knows  who  in  his  community  is  able  to  pay  and 
who  is  not  able  to  pay. 

They  were  referred  to  their  own  family  physi- 
cians with  only  one  restriction,  and  that  was  the 
family  physician  report  the  number  of  immuniza- 
tions he  did.  They  would  furnish  him  the  immuniz- 
ing serum,  the  toxin-antitoxin,  with  only  one  con- 
sideration, that  he  report.  I think  that  is  a fair  and 
just  and  ethical  proposition  for  the  society  to  en- 
tertain. And  for  a health  unit  to  go  out  and  in- 
discriminately give  free  treatment  to  all  classes  of 
patients  should  be  absolutely  condemned  by  all  med- 
ical organizations.  I do  not  care  whether  it  is 
done  by  the  health  unit.  State  Board  of  Health,  or 
anybody  else,  free  treatment  to  people  who  are  able 
to  pay  is  an  absolute  injustice  to  the  individual 
who  renders  the  service,  because  it  teaches  them 
dependence  in  place  of  independence. 

And  another  thing,  is  the  idea  of  having  the 
State  do  everything  for  them.  Whenever  an  in- 
dividual is  able  to  pay  for  the  service  rendered, 
he  should  pay  for  that  service  rendered,  and  should 
be  done  on  that  basis. 

If  Dr.  Richards  finds  a defect  in  the  child,  they 
refer  it  to  their  family  physician,  and  that  family 
physician  corrects  it.  But  the  public  health  nurse, 
God  save  us  from  them. 
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DR.  TAYLOR:  Amen. 

DR.  S.  R.  MILLER:  The  Doctor  said  something 
about  having  a council.  I think  that  is  out  of  the 
province  of  the  council.  Council  is  acting  on  our 
legal  matters  and  matters  of  ethics. 

DR.  EVERETT:  Dr.  Miller,  allo^v  me  to  make 
a statement.  I did  not  mean  this  thing  -was  your 
business  here,  but  this  committee,  the  Liaisson 
Committee,  or  whatever  you  may  call  it,  which  is 
to  pass  on  the  ethical  matters,  I said  that  part  was 
the  Councilor’s,  according  to  the  way  I look  at  it. 
I did  not  have  the  other  in  mind  at  all. 

DR.  S.  R.  MILLER:  I was  in  Jefferson  county 
making  only  a visit  to  their  society  when  the  mat- 
ter came  up  of  this  health  business  and  they  asked 
me  the  policy  and  I told  them  they  had  not  outlined 
any  particular  policy  but  was  sure  if  the  society 
approved  it  and  would  appoint  a committee  to  work 
out  and  get  an  understanding  with  the  health  offi- 
cer, it  would  meet  with  the  approval  of  this  society, 
and  I suggested  to  them  they  should  go  ahead.  They 
were  very  skeptical  until  they  discussed  it  awhile, 
and  I suggested  they  go  ahead  with  it  and  appoint 
a committee  and  have  an  understanding  with  the 
health  officer,  and  then  when  he  got  ready  to  visit 
the  various  sections  of  the  county,  they  appoint 
some  of  their  members,  one,  two  or  three  and  be 
■with  him  to  find  out  who  should  be  entitled  to  treat- 
ment, free  treatment,  and  should  not  be,  and  then 
to  refer  such  cases  as  they  saw  fit  to  that  physicain 
or  other  physicians  in  the  county. 

Now,  Mr.  Chairman,  answering  the  Secretary, 
why  not  make  the  trustees  the  men  for  the  Secre- 
tary to  confer  with  on  those  matters  in  interim? 
The  trustees  are  outlining  the  policy  of  the  jour- 
nal with  the  Secretary,  and  I think  the  Secretary- 
Editor,  with  the  Trustees,  would  be  fully  justified 
in  outlining  any  policy.  They  know  enough  about 
the  Association  and  have  very  responsible  posi- 
tions. They  have  long  experience  and  we  trust  them 
with  most  anything  that  they  will  undertake,  and 
I believe  that  the  trustees — or,  if  you  want  to  add 
the  speaker  here  to  it,  without  Secretary-Editor — 
and  I believe  they  would  be  the  committee  that 
should  handle  that  matter  in  the  interim,  if  the 
Secretary  wants  advice. 

Now,  I think  the  trustees,  in  all  probability,  if 
it  is  a county  that  is  well  organized,  first  find  out 
the  feeling  in  that  county,  and  tell  them  that  we 
want  to  do  so  and  so,  and  ask  for  their  approval, 
if  they  have  any  suggestions. 

If  you  want  to,  let  the  county  know  the  Editor 
and  Speaker  are  interested  in  them,  and  they  would 
take  some  interest  in  it.  But  if  you  leave  it  to  the 
counties  alone  there  are  some  counties  who  will  not 
do  anything  because  they  do  not  know  anything 
about  it. 

When  these  doctors  began  to  talk  about  it,  they 
were  just  as  ignorant  as  they  could  be.  They  were 
all  good  men.  I know  every  one  of  them.  They 
want  to  do  the  right  thing,  but- they  were  absolute- 
ly ignorant.  But  when  they  asked  me  what  the 
policy  of  the  Association  was,  I told  them,  “I  do 


not  think  it  has  been  outlined.” 

DR.  BURNS:  Mr.  Speaker,  I just  want  to  rise 
to  say  that  I do  not  doubt  the  integrity  of  the 
health  unit  and  the  Health  Department,  but  I do 
not  understand  how  twenty-three  men  can  examine 
forty-nine  thousand  people  properly  and  do  the 
thing  they  are  supposed  to  do.  That  would  be 
twenty-one  hundred  and  thirty  people  to  each  man. 
That  is  a pretty  good  job,  and  I think  you  will  ad- 
mit this  man  that  sees  two  thousand,  one  hundred 
thirty  people  in  a year  and  attends  to  something 
else,  and  it  is  done  all  over  the  State,  that  is  a 
pretty  big  percentage.  I just  wondered  if  the  statis- 
tics are  right.  I am  not  doubting  their  integrity. 

DR.  WOOD,  Knoxville:  Sir,  does  not  that  re- 
port include  all  the  work  done  by  the  school  phy- 
sicians of  the  different  cities,  scattered  all  over  the 
State,  and  operations  given  by  public  health  nurses 
everywhere? 

SECRETARY  SHOULDERS:  Mr.  Speaker,  I 
read  this  report  at  the  request  of  Dr.  Porter.  I 
never  read  it  before  reading  it  to  you.  He  wrote 
it.  I do  not  know  what  the  argument  is  beyond 
that. 

DR.  BURNS:  I think  Dr.  Bryant  said  it  does 
include  all  that,  did  he  not? 

DR.  BRYANT:  Mr.  Speaker,  that  is  forty-nine 
thousand  inoculations  for  toxin-antitoxin.  All 
right,  we  will  say  it  is  forty  thousand  given  toxin- 
antitoxin.  I gave  in  -my  county  last  year  nearly 
two  thousand  out  of  that  forty  thousand.  I have 
record  cards,  indexed,  in  my  office,  to  show  you  I 
did  two  thousand.  I will  give  the  other  fellows  the 
benefit  of  having  done  as  much  as  I did,  or  more, 
and  if  we  had  twenty-three  men,  full  time  men,  I 
am  not  saying  exactly  what  that  figure  is,  and  if 
we  had  school  physicians  all  over  the  State  giving 
that,  I do  not  see  where  there  is  any  skepticism  as 
to  forty  thousand  inoculations.  If  it  is  forty  thou- 
sand children  examined,  that  can  be  examinations 
or  inspections,  I see  four  or  five  thousand  school 
children  every  year  in  my  inspections  with  all  the 
help  I have;  I do  not  spend  a half-hour  doing  that 
inspection.  That  child  comes  by  me  just  for,  we 
will  say,  a top  inspection.  We  do  not  stop  to  do  a 
complete  physical  examination  as  is  sent  out  or 
advised  by  the  American  Medical  Association.  We 
do  not  fill  out  blanks  like  that.  If  wfe  did  we  would 
not  do  many  thousand  examinations  in  a year. 

(Motion  made  to  adjourn  until  nine  A.  M., 
Thursday  morning,  put,  seconded,  and  carried.) 

Adjournment. 

Thursday  Morning 
April  11,  1929 

The  meeting  was  called  to  order  at  9:00  A.  M., 
the  Speaker,  Dr.  Cowden,  presiding. 

SPEAKER  COWDEN:  Section  4 of  Chapter  V 
of  the  Constitution  and  By-Laws  reads  as  follows: 

“The  report  of  the  Nominating  Committee  and 
the  election  of  Officers  shall  be  the  first  order  of 
business  of  the  House  of  Delegates,  after  the  read- 
ing of  the  minutes  on  the  morning  of  the  third  day 
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of  the  General  Session,  except  the  Councilors.” 

I will  now  call  for  the  report  of  the  Nominating 
Committee. 

DR.  W.  K.  SHEDDAN:  Mr.  Speaker  and  gen- 
tlemen of  the  House  of  Delegates:  Your  Nominat- 
ing Committee  begs  leave  to  make  the  following 
report  as  their  nominations  for  the  Officers  of  the 
Tennessee  State  Medical  Association  for  1929-30: 

For  President: 

Dr.  L.  T.  Stem,  Chattanooga. 

Dr.  R.  E.  L.  Smith,  Knoxville. 

Dr.  W.  R.  Arrants,  Athens. 

Now,  I take  it  you  will  want  to  vote  on  those  be- 
fore I name  any  more. 

SPEAKER  COWDEN:  We  will  vote  on  the 
President  first. 

DR.  L.  L.  SHEDDAN : Mr.  Chairman,  I would 
like  to  have  a roll  call  of  delegates  to  see  how  many 
delegates  are  present. 

SPEAKER  COWDEN : We  will  now  have  a roll 
call  of  delegates  to  see  how  many  are  present. 
Please  answer  to  your  names. 

(The  Secretary  called  the  roll,  and  the  reporter 
counted  twenty -two  present.) 

SECRETARY  SHOULDERS:  That  excepts 
presidents  and  other  officers,  a list  of  which  I have 
not,  because  they  come  in  automatically  and  are 
seated.  That  would  be  I.'.  L.  Sheddan,  S.  R.  Miller, 
K.  S.  Hewlett,  A.  F. -Richards,  C.  M.  Cowden,  R.  B. 
Wood,  J.  0.  Manier,  Gallagher.  The  Constitution 
and  By-Laws  provides  that  officers  and  ex-presi- 
dents are  members  of  the  House  in  addition  to 
elected  delegates.  Now,  is  that  all? 

SPEAKER  COWDEN : Gentlemen,  we  have 
with  us  our  worthy  President.  I want  to  present 
him  to  you  for  a few  minutes.  Dr.  Hewlett.  (Ap- 
plause.) 

PRESIDENT  HOWLETT:  Mr.  Speaker  and 
members  of  the  House  of  Delegates:  I have  been 
very  anxious  to  come  into  your  meetings  and  look 
into  your  faces,  but  this  has  been  the  first  oppor- 
tunity I have  had — not  that  I have  had  a very 
strenuous  job  upstairs,  but  a very  confining  job, 
due  to  the  absence  of  the  Vice-President. 

I want  to  thank  you  for  the  honor  you  did  me  a 
year  ago.  But  I have  already  attempted  to  do 
that  when  I was  inducted  into  office. 

I have  very  few  suggestions  to  make.  One,  how- 
ever, that  strikes  me,  should  be  worked  out,  and 
that  is  some  means  by  which  members  of  the  House 
of  Delegates  can  attend  the  general  sessions  more 
than  in  the  last  two  years.  The  general  sessions 
need  your  assistance,  want  you  there,  and  miss  you. 
And  I think  you  would  get  much  more  pleasure  and 
benefit  out  of  the  meetings  if  you  could,  in  some 
way,  arrange  your  plans  so  that  you  could  attend 
the  general  sessions. 

I would  suggest  that  a committee,  composed  of 
your  speaker  and  such  other  members,  be  appointed 
to  work  out  some  plan  by  which  we  can  have  the 
members  of  the  House  of  Delegates  attend  the  gen- 
eral sessions  more. 

There  is  one  point  that  has  struck  me  for  some 


years,  and  that  is  that  provision  in  the  Constitu- 
tion and  By-Laws  which  makes  the  ex-Presidents 
members  of  the  House  of  Delegates.  When  it  comes 
to  considering  matters  of  policy  for  the  association, 
I think  that  is  well.  I think  the  ex-Presidents  could 
give  you  a valuable  help  along  that  line.  When  it 
comes  to  voting  for  the  election  of  officers,  I do  not 
believe  the  ex-Presidents,  of  whom  I will  soon  be 
one,  should  have  any  authority  or  privilege  along 
that  line.  I believe  that  there  should  be  an  amend- 
ment of  your  By-Laws  which  will  make  them  the 
kind  of  members  which  will  participate  and  vote 
in  any  way  you  see  fit  in  matters  of  policy,  but 
when  it  comes  to  the  election  of  officers,  they  should 
be  cut  out.  There  might  be  so  many  ex-Presidents 
after  awhile  they  would  dominate  your  council. 

Those  are  about  the  cnly  suggestions  I have  to 
make.  I want  to  repeat  my  thanks  to  the  Speaker 
of  the  House  of  Delegates,  to  our  Secretary  and  to 
the  various  members  of  the  Committees  which  I 
appointed,  in  fact,  all  the  members  of  the  Associa- 
tion, for  their  very  kind  and  hearty  co-operation 
and  help  that  made  my  job  a pleasant  and  easy 
one  during  the  past  year.  (Applause.) 

DR.  MANIER:  Mr.  Speaker,  as  to  what  Dr. 
Hewlett  has  just  said,  your  Board  of  Trustees  dis- 
cussed at  great  length  the  question  of  the  House  of 
Delegates  meeting  before  the  convention.  I think 
that  would  be  one  of  the  most  constructive  things 
in  this  society.  It  means  most  of  these  men  who 
come  here  as  delegates  are  the  type  of  men  who 
could  contribute  more  to  the  general  sessions. 

SPEAKER  COWDEN:  Doctor,  we  will  have  to 
postpone  this  for  a little  while.  This  order  of  busi- 
ness is  set  in  the  constitution  and  I will  ask  you 
to  wait  for  a little  while. 

I will  now  hear  the  report  of  Dr.  Sheddan  on 
the  nominations.  I beg  pardon,  it  is  the  completion 
of  the  roll  call. 

SECRETARY  SHOULDERS:  The  roll  call 
shows  twenty-four  delegates  present.  Dr.  Little 
just  came  in. 

Has  anyone  else  come  in  since  I called  the  roll 
except  Dr.  Little?  That  makes  twenty-six  dele- 
gates. Dr.  Hewlett  just  went  out,  that  makes 
twenty-five. 

DR.  W.  K.  SHEDDAN : Your  Committee  on 
Nominations  recommends  for  President,  Dr.  J.  A. 
Stem,  Chattanooga;  Dr.  R.  E.  L.  Smith,  Knoxville, 
and  Dr.  W.  R.  Arrants,  Athens. 

CHAIRMAN  COWDEN:  You  have  heard  the 
report  of  the  Nominating  Committee;  prepare  your 
ballots. 

DR.  SHIELDS:  Mr.  Speaker,  is  a second  to  the 
nomination  in  order? 

SPEAKER  COWDEN:  Surely. 

DR.  SHIELDS:  Mr.  Speaker  and  gentlemen  of 
the  House  of  Delegates:  I desire  to  say  a few 
words  in  behalf  of  a great  friend  of  mine,  whose 
name  is  in  nomination  here  for  President.  I have 
known  him  long  and  well.  He  is  county  health  of- 
ficer of  my  county.  I am  in  close  touch  with  him, 
and  he  comes  of  a long  line  of  distinguished  and 
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faithful  doctors.  He  started  a trend  in  the  other 
direction.  He  has  a very  distinguished  young  phy- 
sician, a son,  in  Knoxville,  Dr.  Joseph  Taylor  Smith, 
in  the  office  of  Dr.  Oliver  King.  Dr.  Smith  has  now 
been  in  practice  about  forty  years.  I think  it  is 
high  time  the  State  honored  him.  And  we  have  all 
honored  him  in  Tennessee  and  know  him  well,  and  I 
think  he  is  f.tted — I think  the  other  gentlemen  are 
equally  distinguished — but  Dr.  Smith  has  arrived 
at  an  age  now,  he  will  be — on  account  of  his  age — 
after  awhile,  disqua  ified 

Mr.  Speaker,  I think  it  is  time  now  that  we 
honor  him,  and  I want  to  second  the  nomination  of 
Dr.  R.  E.  L.  Smith,  of  Tennessee  State,  who  is  of 
Knoxville,  Tennessee. 

SPEAKER  COWDEN:  Are  there  other  nomi- 
nations to  be  made  from  the  floor?  You  have  a 
perfect  right  and  privilege  to  nominate  anybody 
you  see  proper. 

DR.  McIntosh  : Mr.  Speaker  and  members  of 
the  House  of  Delegates;  I desire  to  second  the 
nomination  of  Dr.  L.  T.  Stem.  Dr.  Stem  is  a 
younger  man  than  Dr.  Smith.  I think  his  age  is 
about  forty-three.  He  v/as  raised  and  educated  in 
Tennessee.  He  has  lived  in  our  city  for  forty 
years,  been  president  of  our  society  and  has  been 
a very  active  leader  in  the  promotion  of  our  pro- 
fession in  our  city.  He  has  contributed  much  to 
save  our  organization  and  help  develop  it  to  the 
point  at  which  it  now  holds.  The  Presidency  of 
our  organization,  according  to  the  custom,  comes 
to  East  Tennessee.  I was  so  informed,  when  I 
was  appointed  a delegate  to  this  Association,  and 
the  Chattanooga  members  of  the  ninety-sixth  meet- 
ing desire  to  get  behind  and  to  promote  and  to  en- 
dorse the  candidacy  of  Dr.  Stem,  of  Chattanooga. 

SPEAKER  COWDEN : Do  any  others  wish  to 
second  the  nominations?  I will  ask  Dr.  Manier  and 
Dr.  Everett  to  take  up  the  ballots.  Prepare  your 
ballots. 

SECRETARY  SHOULDERS:  V/hile  they  are 
collecting  the  ballots  I v/ould  like  to  save  time  by 
saying  this,  that  I hold  in  my  hand  the  model  con- 
stitution and  by-laws  promulgated  by  the  Ameri- 
can Medical  Association,  put  out  for  the  purpose 
of  harmonizing  the  constitutions  and  by-laws  of 
the  country,  if  it  is  thought  wise  by  you  members, 
as  an  amendment  to  the  Constitution,  and  you  can 
pass  it  next  year,  if  you  see  fit.  I have  those  here, 
and  brought  them  along  for  that  purpose,  that  the 
matter  might  be  discussed. 

(Dr.  Rutledge  made  the  explanation  he  was  rep- 
resenting Madison.  Dr.  Arrant  came  in.  He  was 
alternate  and  probably  both  of  them  cast  a ballot.) 

DR.  RUTLEDGE : Doctor,  I want  to  explain 
that  a minute.  Yesterday  afternoon  I went  with 
Dr.  Savage  to  the  train,  because  two  o’clock  was 
the  next  train;  so  when  he  came  back  it  was  fifteen 
or  twenty  minutes  of  four  and  they  had  adjourned 
and  asked  someone  what  time  they  would  meet 
this  morning  and  I did  not  come  in  here  until  a 
few  minutes  ago,  and  I did  not  know  they  had 
called  Dr.  Duckworth,  so  I do  not  know  who  he 


voted  for.  He  is  alternate.  That  is  why  I voted 
before  I saw  him. 

(Cries  of  “Doesn’t  matter.”) 

SPEAKER  COWDEN:  The  Chair  declares  the 
ballots  illegal  and  you  will  kindly  prepare  your 
ballots  for  another  ba'lot.  No  use  of  announcing 
the  result  of  this  illegal  ballot.  Just  prepare  your 
ballots  for  another  vote. 

(A  second  ballot  was  cast  for  President.) 

SECRETARY  SHOULDERS:  Fifteen  votes 
east  for  Dr.  Stem,  twelve  for  Dr.  Smith,  none  for 
Dr.  Ai’rant. 

SPEAKER  COV/DEN:  I declare  Dr.  Stem  our 
new  President-elect. 

DR.  L.  L.  SHEDDAN : I move  you,  sir.  Dr. 
Stem’s  election  be  made  unanimous. 

(Seconded,  put  and  carried  unanimously.) 

DR.  W.  K.  SHEDDAN:  The  Nominating  Com- 
mittee desires  to  report,  for  Vice-President,  the 
names  of: 

Dr.  J.  A.  McCulloch,  Maryville. 

Dr.  Morris  Hughes,  Clarksvi  le. 

Dr.  J.  A.  Price,  Memphis. 

SPEAKER  COWDEN : Are  there  other  nomi- 
nations from  the  floor? 

DR.  W.  K.  SHEDDAN:  If  there  are  no  other 
nominations,  I move  you  the  nominations  be  closed 
and  the  Secretary  be  instructed  to  cast  the  bal- 
lot of  the  House  for  Dr.  McCulloch. 

(Seconded,  put  and  carried  unanimously,  and 
the  Secretary  cast  the  ballot  for  the  House  for 
Dr.  J.  A.  McCulloch,  of  Maryville,  East  Tennessee, 
for  Vice-President.) 

DR.  W.  K.  SHEDDAN:  Your  Committee  on 
Nominations  reports  the  name  of  Dr.  Morris 
Hughes  for  Vice-President,  Middle  Tennessee. 

(A  motion  was  made  that  the  nominations  be 
closed  and  the  Secretary  be  instructed  to  cast  the 
entire  ballot  for  Dr.  Morris  Hughes,  Clarksville, 
Vice-President  from  Middle  Tennessee,  seconded, 
put  and  carried  unanimously,  and  the  Secretary 
cast  the  ballot  as  instructed.) 

DR.  W.  K.  SHEDDAN:  Your  Committee  on 
Nominations  reports  for  Vice-President,  Dr.  J.  A. 
Price,  of  Memphis. 

(A  motion  was  made  and  seconded,  put  and 
carried,  that  the  nominations  be  closed  and  the 
Secretary  be  instructed  to  cast  the  entire  ballot 
for  Dr.  J.  A.  Price,  Vice-President,  which  the  Sec- 
retary did.) 

DR.  W.  K.  SHEDDAN : Your  Commitee  reports 
candidates  for  delegates  to  the  American  Medical 
Association:  Middle  Tennessee,  Dr.  H.  H.  Shoul- 
ders, Nashville;  Alternate,  Dr.  M.  M.  Cullum, 
Nashville. 

(Motion  made,  seconded,  put  and  carried  that 
the  nominations  be  closed  and  the  Speaker  of  the 
House  cast  the  unanimous  ballot  of  the  House  for 
Dr.  H.  H.  Shoulders  as  delegate  and  Dr.  M.  M. 
Cullum,  alternate,  and  Speaker  Cowden  cast  the 
ballot.) 

DR.  W.  K.  SHEDDAN:  For  Trustee,  West  Ten- 
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nessee,  we  desire  to  report  the  name  of  Dr.  J.  L. 
Jelks,  of  Memphis. 

I move  you  the  nominations  be  closed  and  the 
unanimous  ballot  be  cast  by  the  Secretary  for  Dr. 
Jelks. 

(Seconded,  put,  carried  and  the  ballot  cast  by 
the  Secretary.) 

DR.  W.  K.  SHEDDAN : Your  Committee  re- 
ports for  Secretary  the  name  of  Dr.  H.  H.  Shoul- 
ders, of  Nashville,  who  has  efficiently  filled  the  job 
for  two  years. 

DR.  CROOK:  I want  to  make  a motion.  I move 
we  unanimously  elect  Dr.  Shoulders  and  that  Dr. 
W.  K.  Slieddan  cast  the  unanimous  ballot  for  Dr. 
H.  H.  Shoulders  for  Secretary. 

(Seconded,  put  and  carried  unanimously.) 

DR.  W.  K.  SHEDDAN : Mr.  Speaker  and  mem- 
bers, I don’t  know  of  any  proposition  you  have 
given  me  I could  take  more  pleasure  in.  I have 
been  a member  of  this  Association  for  a long  while. 
I have  seen  many  Secretaries  come,  and  I believe 
Dr.  Shoulders  has  filled  the  bill  as  completely  as 
possible.  I do  not  believe  we  can  improve  on  it. 
So  it  is  with  extreme  pleasure  I cast  the  ballot  of 
the  Tennessee  State  Medical  Association  for  Dr. 
Harrison  H.  S'houlders  for  another  year.  (Ap- 
plause.) 

(President  Hewlett  assumed  the  Chair.) 

Mr.  President  your  Committee  on  Nominations 
suggests  the  name  of  Dr.  Cowden  for  Speaker  of 
the  House  of  Delegates  for  another  year. 

(Dr.  L.  L.  Sheddan  moved  the  nominations  be 
closed  and  the  unanimous  vote  of  the  House  for 
Dr.  Cowden  as  Speaker  be  cast  by  Secretary 
Shoulders,  which  was  seconded,  put  and  carried, 
and  the  Secretary  so  cast  the  ballot  for  the  entire 
House.) 

SPEAKER  COWDEN : I certainly  appreciate 
the  endorsement  of  my  past  administration.  It  is 
a little  more  than  I expected.  I assure  you  I in- 
tended to  offend  no  one;  what  I have  done  in  my 
decisions  has  been  for  the  best  interests  of  the  or- 
ganization. There  were  some  errors  in  it  that 
should  have  been  corrected.  I certainly  thank  you 
all  for  the  way  you  have  sustained  me  in  correcting 
the  errors  that  popped  into  our  organization.  I 
thank  you  for  the  honor  conferred  upon  me.  I 
have  already  had  more  than  is  due  me  from  the 
Tennessee  State  Medical  Association,  but  I certain- 
ly appreciate  the  extended  honor.  I thank  you. 
(Applause.) 

DR.  W.  K.  SHEDDAN : Mr.  Speaker,  there  is 
another  matter  which  should'  come  before  your 
Committee  on  Nominations,  members  for  the  Med- 
ical Defense  Committee.  The  By-Laws  provide  one 
should  be  elected  each  three  years  from  each  divi- 
sion of  the  State.  I did  not  know  it  until  this 
minute,  and  nobody  else  knew' it.  We  have  no  sug- 
gestions to  make,  and  we  cannot  find  out  whose 
time  expires  or  anything  else.  So  I do  not  know 
what  solution  you  are  going  to  make  of  it. 

SECRETARY  SHOULDERS:  In  that  connec- 


tion, I would  like  to  say,  I know  no  action  was 
taken  last  year.  I do  not  know  if  any  was  taken 
the  year  before,  and  I do  not  know  if  everybody’s 
time  has  expired.  I think  every  member’s  time  has 
expired,  though,  so  far  as  I have  any  knowledge. 
In  other  words,  the  slate  is  clean,  as  far  as  I 
know. 

DR.  S.  R.  MILLER:  Mr.  Speaker,  I called  at- 
tention to  this  matter  at  Memphis,  and  I called 
the  attention  of  the  Chairman  to  the  matter  since 
then,  when  I could  not  be  present  at  this  particular 
hour,  and  told  him  that  the  Constitution  and  By- 
Laws  did  provide  for  that,  and  one  time  I took  it 
up  with  one  of  the  Presidents,  afterwards.  I be- 
lieve it  was  Dr.  Savage,  and  told  him  there  had  been 
no  appointment  or  election  made  and  that  I wished 
the  House  of  Delegates  would  attend  to  their  busi- 
ness better  and  not  make  me  hold  over.  I tried 
to  get  out  of  it  at  Memphis.  And  then  they  elected 
a committee,  and  that  has  been  some  three  or 
four  years  ago,  so  we  have  held  over  ever  since 
that. 

S’PEAKER  COWDEN : I declare  the  next  pro- 
cedure the  election  of  the  three  members  of  the 
Medical  Defense. 

DR.  SHEDDAN : One  from  East  Tennessee, 
one  from  Middle  Tennessee,  and  one  from  West 
Tennessee,  as  provided  for  in  your  By-Laws. 

SPEAKER  COWDEN : I will  entertain  nomi- 
nations for  members  of  the  Medical  Defense  Com- 
mittee for  one  year  for  East  Tennessee. 

DR.  W.  K.  SHEDDAN : I would  like  to  place 
in  nomination  the  name  of  a gentleman  who  has 
been  on  that  committee,  Dr.  Jere  L.  Crook,  of  Jack- 
son. 

(Seconded.) 

DR.  L.  L.  SHEDDAN : I want  to  place  in  nomi- 
nation Dr.  S.  R.  Miller  as  member  from  East  Ten- 
nessee for  two  years. 

SPEAKER  COWDEN : Three-year  man  for 
East  Tennessee. 

DR.  EVERETT:  Mr.  Speaker,  I wish  to  nomi- 
nate Dr.  Shoulders. 

SECRETARY  SHOULDERS:  Mr.  Speaker,  I 
wish  to  ask  Dr.  Everett  to  withdraw  my  name; 
if  you  will,  kindly. 

DR.  EVERETT:  All  right;  I will  do  that. 

(Dr.  Sheddan  nominated  Dr.  Tigert;  seconded.) 

DR.  EVERETT:  Mr.  Speaker,  I move  you,  sir, 
that  we  vote  on  the  gentlemen  just  nominated  for 
members  of  the  Medical  Defense  Committee  as  a 
whole. 

(Seconded,  put  and  carried  unanimously.) 

DR.  EVERETT:  Mr.  Speaker,  I move  you,  sir, 
if  there  are  no  other  nominations  the  Secretary 
cast  the  unanimous  vote  for  the  gentlemen  just 
now  mentioned.) 

(Seconded,  put  and  carried  unanimously.) 

SECRETARY  SHOULDERS:  It  is  with  pleas- 
ure. the  Secretary  casts  the  ballot  of  the  entire  as- 
sembly for  the  three  names  mentioned  as  members 
of  the  Medical  Defense  Committee. 
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They  elect  their  own  Chairman. 

DR.  JONES':  Are  you  going  to  elect  a Treas- 
urer, or  are  we  busted? 

SECRETARY  SHOULDERS:  The  Chairman 
of  the  Board  of  Trustees  is  the  Treasurer. 

SPEAKER  COWDEN : Place  of  the  next  meet- 
ing is  the  next.  Is  that  set  by  our  Constitution? 

DR.  SHEDDAN : We  will  have  to  go  to  East 
Tennessee. 

DR.  L.  L.  SHEDDAN:  That  question  was  set- 
tled in  Memphis,  that  the  centennial  meeting  was 
to  be  in  Nashville.  That  was  acted  upon  by  the 
delegates.  If  you  want  to  come  to  Knoxville,  we 
will  be  delighted  to  have  you  next  year,  but  I know 
the  action  of  the  House  of  Delegates  two  or  three 
years  ago  set  the  time  for  the  centennial  meeting, 
and  that  it  should  be  in  Nashville. 

(Moved,  seconded,  put  and  carried  that  the  cen- 
tennial be  held  in  Nashville  in  1930.) 

SECRETARY  SHOULDERS:  Mr.  S'peaker,  on 
this  matter  I spoke  of  a few  minutes  ago,  I have 
here  a matter  of -the  Constitution  and  By-Laws  as 
promulgated  by  the  A.M.A.  Now,  if  you  desire  to 
appoint  a committee  to  make  revisions  and  then 
act  upon  the  matter  next  session,  of  course,  this 
could  be  submitted  now  and  acted  upon  later.  It 
would  have  to  be  amended  merely  to  the  extent  of 
making  insertions  so  as  to  fit  the  State  Associa- 
tion’s Constitution  and  By-Laws. 

DR.  W.  K.  SHEDDAN:  I move  you,  sir,  the 
Committee  of  three  be  appointed  by  the  Speaker 
to  consider  this,  and  that  that  committee  report 
one  year  from  now  for  action,  as  an  amendment 
to  the  Constitution,  and  require  the  Secretary  to 
notify  every  constituent  assembly  in  the  State  for 
them  to  vote  on  it  and  then  require  a two-thirds 
vote  at  the  next  meeting  to  adopt  it. 

(Seconded.) 

DR.  WOOD:  The  Council  has  been  working  on 
the  By-Laws  and  I do  not  see  why  it  should  not  be 
handled  by  the  Council.  Let  them  formulate  it. 
Make  the  Council  the  Committee. 

S'PEAKER  COWDEN : What  shall  be  the  pleas- 
ure of  the  House  in  regard  to  that? 

DR.  S.  R.  MILLER : I would  like  to  ask  the 
Secretary  if  he  has  looked  it  over  carefully,  and  if 
ours  does  not  keep  to  it  pretty  strictly?  We  tried 
to  make  it  that  way  when  we  made  it.  We  worked 
on  it  for  three  years.  Dr.  Gallagher  and  Dr.  Rich- 
ards. We  worked  on  it  three  years  and  tried  to 
get  it  to  conform  as  nearly  as  we  could.  We  got 
the  Constitutions  of  Texas,  Alabama  and  ever  so 
many  State  Associations,  besides  copies  from  the 
A.M.A.,  and  we  tried  to  conform  to  it.  Now,  I 
have  not  had  a chance,  except  to  glance  at  it,  but 
as  far  as  I see  it,  it  is  practically  the  same  thing. 

DR.  W.  K.  SHEDDAN : I haven’t  been  able  to 
look  it  over. 

SECRETARY  SHOULDERS:  That  takes  some 
time. 

DR.  W.  K.  SHEDDAN:  They  are  attempting 


to  get  out  a Constitution  and  By-Laws  that  will 
be  uniform  in  the  various  states. 

(Motion  seconded,  put  and  carried.) 

SPEAKER  COWDEN : I will  make  Dr.  Joe 
Gallagher  chairman  of  that  committee;  Dr.  Wood, 
of  Knoxville,  and  Dr.  Everett,  of  Memphis. 

DR.  JONES':  Mr.  Speaker,  I do  not  know 
whether  it  is  the  proper  time  or  not,  but  the  com- 
mittee appointed  to  act  on  the  report  of  the  dele- 
gates to  the  American  Medical  Association  is  ready 
to  report,  if  it  is  in  order  at  this  time. 

SPEAKER  COWDEN : We  will  be  glad  to  have 
the  report. 

DR.  JONES:  We  move  for  adoption  and 
suggest  this  committee’s  report  be  acted  upon, 
recommending  the  suggestions  contained  therein  be 
acted  upon  or  recommended.  We  especially  en- 
dorse the  recommendations  in  reference  to  paying 
expenses  of  delegates  to  the  American  Medical  As- 
sociation and  the  recommendation  in  regard  to  in- 
stitutions advertising  and  practicing  medicine. 

(Signed)  R.  L.  Jones,  Chairman, 

W.  B.  Burns, 

R.  B.  Wood. 

SPEAKER  COWDEN:  You  have  heard  the  re- 
port of  the  committee.  What  is  your  pleasure? 

DR.  W.  K.  SHEDDAN:  I move  the  report  of 
the  committee  be  received  and  adopted. 

(Seconded,  put  and  carried  unanimously.) 

DR.  EVERETT:  Mr.  Speaker,  one  matter  that 
I believe  so  far  has  been  overlooked  is  the  appoint- 
ing of  a committee  by  the  Speaker  to  conduct  and 
introduce  the  newly  elected  President  to  the  Gen- 
eral Assembly,  and  the  notification  of  the  General 
Assembly  of  his  election. 

SPEAKER  COWDEN:  I will  appoint  Dr. 
Crook,  Dr.  McIntosh  and  Dr.  Adam  G.  Nichol  to 
conduct  the  new  President  and  introduce  him  and 
notify  the  General  Assembly  of  our  procedure  and 
carry  the  new  President  to  that  meeting. 

DR.  CROOK:  I will  tell  you,  gentlemen,  the 
Committee  on  Arrangements,  after  they  saw  the 
East  Tennessee  politicians’  actions,  felt  like  they 
were  so  wild  we  had  better  put  them  where 
we  could  handle  them,  that  the  police  station  was  a 
good  place  to  meet.  (Laughter.) 

S’PEAKER  COWDEN : Is  there  anything  else 
to  come  before  the  House  of  Delegates? 

DR.  EVERETT:  Mr.  Speaker,  I think  it  would 
be  appropriate  for  this  House  of  Delegates  to  pass 
a resolution  thanking  the  Committee  on  Arrange- 
ments for  the  most  elegant  way  in  which  they  have 
handled  this  meeting. 

DR.  W.  K.  SHEDDAN : I second  that  motion. 
Make  it  a rising  vote. 

(Rising  and  applause.) 

DR.  JERE  L.  CROOK:  I thank  you,  gentlemen, 
on  behalf  of  the  whole  town. 

I move  we  adjourn. 

(Seconded,  put  and  carried.) 

(Adjournment,  sine  die,  10:00  A.M.) 
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Our  New  President 

Dr.  Leon  Thayer  Stem  was  born  at 
Kover,  Bedford  County,  Tennessee,  January 
13,  1884.  He  received  his  early  education 
in  the  public  schools  of  Bedford  and  Ruth- 
erford Counties,  later  entering  the  Medical 
School  of  the  University  of  Tennessee.  He 
graduated  with  honors  in  the  class  of  1909 
and  after  an  internship  began  practice  in 
Chattanooga. 

Dr.  Stem  is  one  of  the  leading  internists 
of  Chattanooga.  His  chief  interest  has  been 
in  tubercular  work  and  during  the  World 
War  he  requested  an  assignment  which 
would  enable  him  to  serve  his  country  in  a 
capacity  for  which  he  was  best  fitted.  He 
remained  at  Oteen,  North  Carolina,  until 
1919.  He  is  a member  of  the  medical  staff 
of  Baroness  Erlanger  Hospital  and  Pine 
Breeze  Sanitarium  for  the  Treatment  of 
Tuberculosis  and  has  served  both  institu- 
tions as  Chief  of  Staff.  He  spent  part  of 
1928  in  Europe  in  the  study  of  tuberculosis, 
heart  disease  and  other  subjects  of  internal 
medicine. 

Dr.  Stem  is  a man  of  good  judgment,  has 
a high  sense  of  justice  and  has  always 
shown  an  interest  in  upholding  the  tradi- 
tions of  medicine.  He  is  a Fellow  of  the 
American  College  of  Physicians  and  was 
president  of  The  Chattanooga  and  Hamil- 
ton County  Medical  Society  in  1925. 

In  selecting  its  president  for  1930,  the 
Tennessee  State  Medical  Association  has 
followed  the  spirit  of  our  country,  which  se- 
lects its  leaders  and  honors  those  whose 
ability  and  determination  make  for  them  a 
place  of  leadership. 


The  association  will  continue  its  march 
of  progress  as  evidenced  by  its  one  hundred 
years  of  unbroken  organization. 

Stuckey  F.  McIntosh. 


The  Case  of  Dr.  Louis  Schmidt 
OF  Chicago 

Wide  publicity  in  the  lay  press  has  been 
given  an  action  taken  by  the  medical  society 
of  Chicago  in  expelling  one  Dr.  Louis  E. 
Schmidt  for  unethical  conduct. 

The  unethical  conduct  for  which  Dr. 
Schmidt  was  charged  and  convicted  was 
that  of  becoming  actively  associated  with  a 
clinic  which  engaged  in  unethical  advertis- 
ing in  the  lay  press. 

A clinic  was  organized  and  endowed  by 
philanthropists.  The  management  proceeded 
to  advertise  its  alleged  superior  virtues 
through  the  lay  press.  Some  ethical  prac- 
titioners of  medicine — in  fact,  some  out- 
standing men — were  engaged  to  supply  the 
professional  skill  with  which  to  operate  the 
clinic.  Among  these  was  Dr.  Schmidt.  The 
advertising  campaign  engaged  in  was  of  a 
character  which  is  not  permitted  under  the 
code  of  ethics. 

The  question  involved  in  this  case  is  this : 
Can  a doctor  maintain  professional  associa- 
tion in  a clinic  which  engages  in  unethical 
advertising  and  at  the  same  time  retain  his 
individual  ethical  standing  in  the  profes- 
sion? The  medical  society  of  Chicago  said, 
“No,”  and,  in  our  opinion,  the  ethical  pro- 
fession throughout  America  will  strongly 
approve  of  the  action  taken  by  the  Chicago 
Society. 

If  Dr.  Schmidt  can  maintain  his  ethical 
standing  in  the  profession  and  at  the  same 
time  maintain  a professional  connection 
with  an  organization  which  is  endowed  or 
not  endowed  and  which  calls  itself  a clinic 
and  engages  in  practices  which  are  unethi- 
cal, then  there  is  no  such  thing  as  an  ethical 
standard. 

If  it  were  possible  for  Dr.  Schmidt  to 
maintain  his  ethical  standing  in  the  profes- 
sion under  such  circumstances,  every  doc- 
tor in  America  could  engage  personally  in 
such  a campaign  of  advertising.  He  could 
lay  claim  to  superior  virtues  and  ability.  He 
could  advertise  just  as  a commercial  house 
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would  advertise.  We  see  no  essential  dif- 
ference between  the  two. 

There  is  danger  that  some  very  false 
impressions  may  be  formed  on  the  part  of 
the  lay  people  as  to  what  is  actually  involved 
in  this  case.  In  fact,  we  have  the  very  dis- 
tinct impression  that  many  lay  publications 
have  none  too  much  respect  for  the  provi- 
sions in  the  code  of  medical  ethics  with  ref- 
erence to  the  matter  of  advertising.  It  has 
been  alleged  that  the  code  of  medical  ethics 
is  antiquated- — being  as  old  as  Hyppocrates. 
That  is  not  true.  The  code  was  first  writ- 
ten by  Hyppocrates  but  it  has  been  amended 
from  time  to  time.  The  code  at  present  in 
force  is  a product  of  evolution.  Be  it  said 
to  the  credit  of  the  medical  profession  that 
it  has  kept  this  code  of  ethics  alive  and  that 
it  has  constituted  a force  for  the  benefit  of 
mankind.  That  code  guarantees  that  any 
discovery  of  value  in  combatting  the  ills  of 
mankind  will  be  available  to  every  doctor 
everywhere  and  thus  available  to  sick  peo- 
ple everywhere.  No  doctor  can  patent  a 
procedure  or  a treatment  and  compel  sick 
humanity  to  come  to  him.  He  is  bound  un- 
der the  code  to  give  his  discovery  to  the  pro- 
fession in  order  that  it  may  become  avail- 
able to  sick  humanity.  The  code  also  guar- 
antees to  sick  people  the  right  to  choose 
their  physician.  The  code  stands  for  fair 
ethical  competition  between  members  of  the 
profession  and  this  principle  has  been  re- 
garded in  America  as  one  of  the  greatest 
possible  incentives  to  progress  and  achieve- 
ment. 

Any  action  taken  by  anybody,  anywhere, 
that  is  calculated  to  destroy  this  principle 
of  fair  play — fair  competition — would  be 
destructive  to  the  profession  of  medicine 
and  the  public  would  be  the  sufferer  there- 
from. 

Other  groups  of  humanity  are  attempt- 
ing to  set  up  a code  of  ethical  conduct.  For 
example,  a campaign  of  honesty  in  adver- 
tising has  been  conducted  but  no  one  would 
dare  claim  that  the  ideal  of  truth  in  adver- 
tising has  been  reached. 

Some  lay  people  think  that  if  doctors 
were  permitted  to  advertise  that  the  public 
would  be  assisted  thereby  in  choosing  their 


doctor.  This  cannot  possibly  be  true.  The 
best  answer  one  could  give  to  such  an  alle- 
gation is  to  go  read  some  of  the  statements 
made  in  advertisements  by  charlatans.  Bead 
of  the  cancer  cures,  of  the  rupture  cures 
without  operation.  If  one  doctor  were  per- 
mitted to  advertise  all  doctors  would  be 
compelled  to  advertise.  Each  one  would 
make  claims  of  superior  ability  and  offer 
some  sort  of  proof  to  substantiate  his 
claims.  The  public  would  be  in  no  better 
position  to  make  a choice  than  it  was  before 
and  the  cost  of  such  advertising  would  en- 
ter into  the  cost  of  a doctor  doing  business 
and  would  therefore  be  met  out  of  the  pock- 
ets of  patients.  The  public  could  not  be 
benefited  at  all  by  advertising. 

There  is  no  ground  on  which  one  could 
justify  the  destruction  of  the  code  of  ethics 
and  particularly  that  provision  of  the  code 
regarding  advertising.  The  code  in  fact  is 
the  greatest  possible  protection  to  the  public 
and  if  there  is  any  group  of  people  on  earth 
who  should  be  interested  in  preserving  the 
principles  of  medical  ethics  as  now  consti- 
tuted it  should  be  ill  humanity. 

In  recent  years  salaried  social  service 
workers  have  multiplied  in  great  numbers. 
Philanthropists  have  multiplied  many  times 
also.  The  amount  of  donations  to  philan- 
thropy during  the  year  1928,  according  to  a 
compilation  published  in  the  Literary  Di- 
gest, ran  into  the  billions.  As  a consequence 
of  this  increase  in  number  of  social  service 
employees,  and  with  this  tremendous  in- 
crease in  money  devoted  to  such  enterprises, 
many  socialistic  ideas  and  ideals  are  grow- 
ing up.  If  these  socialistic  ideals  take  root 
and  become  destructive  to  the  fundamental 
principles  that  have  made  America  great 
as  a nation  and  the  profession  of  medicine 
great  in  America  as  a profession,  then  the 
consequence  of  all  these  donations  may  be 
disastrous  rather  than  beneficial.^ 

If  institutions  can  be  created  and  heavily 
endowed  and  by  reason  of  such  resources  be 
permitted  to  destroy  ethical  principles  and 
principles  of  fair  competition  then  the 
world  would  be  better  off  without  the  dona- 
tions. 

It  is  now  high  time  that  the  profession  of 
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medicine  in  an  organized  capacity  give  some 
suggestions  to  philanthropists  as  to  hoiv 
their  means  should  be  appropriated. 

It  may  be  predicted  ivith  certainty  that 
when  ethical  principles  are  destroyed  medi- 
cine in  America  will  begin  its  decline  and 
the  public  will  suffer  the  consequences. 


An  Explanation 

Owing  to  the  volume  of  the  Minutes  of 
the  House  of  Delegates  of  the  State  Asso- 
ciation it  has  been  found  necessary  to  omit 
from  this  issue  of  the  Journal  a scientific 
paper  and  the  abstracts.  These  will  appear 
in  the  May  issue  which  will  go  to  press  on 
May  5th.  This  is  regretted  by  the  Editor 
but  it  cannot  be  helped. 


Census  Corrections 

CUMBERLAND  COUNTY 


Wharton,  May  C. 

PH  Pleasant  Hill 

’73 

’17 

DAVIDSON  COUNTY 

Hailey,  David  W. 

I 925  Bennie-Dillon  Bl. 

’99 

’24 

Hite,  J.  Harvill 

801  Medical  Arts 

BI. 

’91 

’14 

HAMILTON  COUNTY 

Haskins,  John  B. 

S 608  Medical  Arts 

Bl. 

’81 

’06 

Hewitt,  H.  P. 

Ob.  608  Medical  Arts 

Bl. 

’81 

’06 

MAURY  COUNTY 

Covey^  James  Scott  Culleoka 

’68 

’93 

DEATHS 


Dr.  J.  M.  C.  Atchley,  56,  of  Newport, 
died  at  the  Fort  Sanders  Hospital  March 

9. 

Dr.  Atchley  graduated  from  the  Lincoln 
Memorial  University  Medical  Department, 
Knoxville,  in  1902. 


Dr.  E.  K.  Blair,  62,  died  on  April  1 at 
his  home  in  Fayetteville. 

Dr.  Blair  graduated  from  the  Vanderbilt 
University  Medical  School  in  1893  and  was 
licensed  to  practice  in  1894. 


Dr.  J.  N.  Rasar,  63,  of  Elizabethton,  died 
on  March  2 as  a result  of  a railroad  cross- 


ing tragedy  which  fatally  injured  him  and 
critically  injured  his  wife. 

Dr.  Rasar  graduated  from  the  Lincoln 
Memorial  University  Medical  Department, 
Knoxville,  in  1901. 


Dr.  Bryce  W.  Fontaine,  50,  died  at  his 
home  in  Memphis  on  March  31. 

Dr.  Fontaine  graduated  from  the  Univer- 
sity of  Pennsylvania  School  of  Medicine, 
Philadelphia,  in  1897. 


Dr.  Marcus  C.  Wright,  56,  died  on  March 
30  at  the  University  of  Pennsylvania  Hos- 
pital in  Philadelphia  where  he  was  taken 
after  he  was  injured  in  an  automobile  ac- 
cident on  March  15. 

Dr.  Wright  graduated  from  the  Univer- 
sity of  Tennessee  Medical  College  in  1905, 
and  has  practiced  in  Knoxville  since  that 
time. 


Dr.  John  M.  Arnold,  77,  died  at  his  home 
in  Jackson  on  April  4. 

Dr.  Arnold  graduated  from  the  Vander- 
bilt Medical  School  in  1879.  He  is  survived 
by  his  wife  and  five  sons,  one  of  whom  is 
Dr.  B.  C.  Arnold  of  Jackson. 


William  Kirkpatrick  Vance,  M.D., 
Bristol,  Tenn. 

Many  of  the  members  of  the  Tennessee 
State  Medical  Association,  especially  the 
older  members,  will  hear  with  regret  of  the 
death  of  Dr.  W.  K.  Vance,  of  Bristol,  Tenn., 
Dr.  Vance  has  been  afflicted  with  a 
chronic  lymphatic  leukemia  for  more  than 
two  years,  which  caused  a considerable  loss 
in  weight  and  vitality.  He  recently  re- 
turned from  Kentucky  apparently  much  im- 
proved in  health,  but  on  resuming  his  prac- 
tice contracted  a cold  which,  while  not  in- 
capacitating him  from  work,  further  re- 
duced his  resistance  and  when  he  took  to 
his  bed  on  December  27,  he  was  seized  with 
a chill,  temperature,  and  a cardiac  collapse 
which  terminated  in  death  at  9:10  p.m.  on 
the  night  of  December  29,  1928. 
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Dr.  Vance  was  one  of  the  oldest  active 
members  of  the  Tennessee  State  Medical 
Association,  and  was  very  active  in  the  or- 
ganization of  local  units  of  the  State  So- 
ciety, and  on  numerous  occasions  sponsored 
and  supported  the  progressive  activities  of 
the  medical  profession  of  the  state.  Only 
recently  he  advocated  and  worked  for  the 
repeal  of  the  Tennessee  prohibition  law 
which  seems  to  work  a hardship  on  the 
medical  profession  of  the  state. 

Dr.  W.  K.  Vance  was  born  in  Kingsport, 
Tenn.,  on  May  27,  1852,  and  received  his 
early  education  in  the  local  schools  and  in 
King  College,  Bristol,  Tenn.,  where  he  re- 
ceived his  A.B.  degree  in  . He 

entered  medical  college  at  P.  and  S.,  Balti- 
more, but  finished  his  medical  education 
and  was  graduated  from  Bellevue  Medical 
College  in  the  class  of  1877.  He  spent  his 
whole  life  practicing  medicine  in  Bristol, 
Va.-Tenn.,  having  been  licensed  to  practice 
in  the  state  in  1889. 

Dr.  Vance  held  numerous  positions  of  re- 
sponsibility and  trust  in  connection  with 
his  profession,  having  been  chief  surgeon 
of  the  old  Virginia  and  Southwestern  Ry. 
At  the  time  of  his  death  he  was  local  sur- 
geon for  both  the  Norfolk  and  Western  and 
Southern  Railways,  and  past  president  of 
the  Sullivan,  Carter  and  Johnson  County 
Medical  Society. 

Dr.  Vance  lived  a long  life  of  service  to 
his  community,  and  continued  this  service 
right  up  to  the  time  of  his  death,  having 
worked  all  day  of  the  27th  of  December  and 
was  stricken  while  at  sleep  that  night. 


The  Carter  County  Medical  Society,  in 
regular  session  assembled,  desire  to  express 
their  great  loss  and  profound  grief  experi- 
enced by  us  in  the  death  of  our  friend  and 
fellow  practitioner.  Dr.  J.  N.  Rasar,  whose 
death  occurred  on  March  2,  1929. 

Whereas,  God  in  His  infinite  wisdom  and 
goodness  has  seen  fit  to  call  from  our  midst 
Dr.  J.  N.  Rasar,  and 

Whereas,  we  recognized  his  ability  and 
charity  to  all  who  called  upon  him,  and 
especially  the  poor  of  this  and  adjoining 
counties  who  came  to  him  for  professional 


services,  and  for  his  advice  and  friendship 
to  all,  and 

Whereas,  we  know  his  passing  will  be  a 
great  loss,  not  only  to  the  profession,  but 
to  a host  of  friends. 

Therefore,  be  it  resolved.  That  we  submit 
to  the  will  of  our  Creator  in  grieving  for 
our  departed  friend,  and  strive  to  emulate 
his  great  virtues. 

And,  be  it  further  resolved.  That  a copy 
of  these  resolutions  be  sent  to  the  family  of 
Dr.  Rasar,  a copy  be  given  to  the  State 
Medical  Journal,  and  to  the  local  papers 
for  publication,  and  that  said  resolutions  be 
spread  upon  the  Minute  Book  of  the  So- 
ciety. 

E.  T.  Pearson, 

S.  E.  Reynolds, 

E.  L.  Caudill, 
Committee. 
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CUMBERLAND-PUTNAM-OVERTON-W HITE  COUNTIES 
— Dr.  W.  A.  Howard,  Cookeville,  President;  Dr. 
E.  L.  Mooneyham,  Rock  Island,  Vice-President;  Dr. 
H.  H.  Taylor,  Cookeville,  Secretary-Treasurer. 

Franklin  County — Dr.  L.  A.  Templeton,  Win- 
chester, President;  Dr.  John  P.  Grisard,  Winches- 
ter, Secretary. 

Gibson  County — Dr.  W.  C.  McRee,  Trenton, 
President;  Dr.  G.  W.  Oliver,  Medina,  Vice-Presi- 
dent; Dr.  Geo.  Spangler,  Humboldt,  Secretary- 
Treasurer. 

Henry  County — Dr.  R.  G.  Fish,  Paris,  Presi- 
dent; Dr.  Swann  Burrus,  Paris,  Vice-President; 
Dr.  A.  A.  Oliver,  Paris,  Secretary-Treasurer. 

Loudon  County — Dr.  W.  H.  Harrison,  Loudon, 
President;  Dr.  W.  D.  Padgett,  Lenoir  City,  Vice- 
President;  Dr.  J.  G.  Eblen,  Lenoir  City,  Secretary- 
Treasurer. 


Knox  County  Society — Programs  as  fol- 
lows have  been  given : 

March  5,  “The  Significance  of  Gross  Non- 
inflammatory Intestinal  Hemorrhage  in  In- 
fancy and  Children,”  by  Dr.  Joe  T.  Smith. 
Discussion  opened  by  Dr.  A.  G.  Kern. 
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March  12,  “Pain  Due  to  Prostatitis  and 
Seminal  Vesiculitit.”  Discussion  opened 
by  Dr.  Tom  Barry. 

March  19,  “Cardiac  Condition,”  by  Dr. 
Young. 

March  26,  “Cardiac  Arythmia,”  by  Dr,  L. 
L.  Sheddan.  Discussion  opened  by  Dr.  W. 
T.  DeSautelle. 

April  2,  “Open  Bone  Surgery,”  by  Dr, 
Walter  S.  Nash.  Discussion  opened  by  Dr. 
R.  L.  Reynolds. 


The  Middle  Tennessee  Medical  Associa- 
tion will  meet  at  Murfreesboro  on  May  9, 
10. 

Davidson  County  Society — Recent  pro- 
grams were  as  follows: 

March  5,  a moving  picture  demonstra- 
tion and  lecture  on  the  making  of  Antitoxin 
by  a representative  of  E.  R.  Squibb  & Co. 

March  12,  “Nashville  City  Health  Depart- 
ment, 1928,”  by  Dr.  John  Overton.  Discus- 
sion opened  by  Dr.  R.  L.  Jones.  Case  report. 

“Diabetic  Coma  Complicated  by  Rup- 
tured Gall  Bladder,”  Dr.  F.  B.  Dunklin, 

On  March  19,  “Active  Immunization 
Against  Tuberculosis,”  by  Dr.  Hearn 
Bradley,  discussion  opened  by  Dr.  Horton 
Casparis  and  Dr.  Hollis  Johnson. 

On  March  26,  “An  Unusual  Case  of  Bone 
Tumor.”  Slides  and  Pathological  Speci- 
men. Dr.  H.  H.  Shoulders  and  Dr.  J.  H. 
Bitterer. 

“Diverticulitis  of  the  Colon,”  by  Dr.  Jack 
Witherspoon. 

On  April  2,  “The  Therapeutic  Use  of 
Strophanthin,”  by  Dr.  John  House.  Dis- 
cussion opened  by  Dr.  C.  S.  Burwell. 


East  Tennessee  Medical  Association — On 
May  9,  10,  the  East  Tennessee  will  meet  at 
Tate  Springs. 

The  association  recently  voted  to  confine 
its  meetings  to  scientific  programs  and  to 
decrease  the  amount  of  entertainment  and 
social  activities  at  its  meetings. 

Thursday  morning,  afternoon  and  night 
sessions  will  discuss  scientific  matters.  Fri- 
day morning  is  the  closing  scientific  session. 


followed  by  a dutch  dinner  and  two-minute 
talks. 

A special  rate  of  $5.00  and  $6.00  a day 
for  room  and  meals  has  been  given  by  the 
hotel  during  the  meeting. 


Macon-Clay-Jackson  Counties — The  Tri- 
County  Medical  Society  met  at  Red  Boiling 
Springs  on  March  6 with  the  following  pro- 
gram : 

Clinics  and  report  of  cases. 

“Co-operative  County  Health  Work,”  by 
Dr.  W.  K.  Sharp,  Jr.,  Nashville.  Discussed 
by  Dr.  R.  C.  Gaw,  Gainesboro,  and  H.  H. 
Howser,  Lafayette. 

“The  Crippled  Child,”  by  Dr.  Adam  Nich- 
ol,  Nashville. 

The  society  went  on  record  as  unani- 
mously favoring  co-operative  county  health 
work.  It  was  agreed  at  this  meeting  that 
the  doctors  would  lend  their  support  to  this 
work. 


Robertson  County — Only  a short  business 
and  executive  session  was  held  on  March 
20  and  the  meeting  adjourned  on  account 
of  the  funeral  services  of  Rev.  W.  Weakley. 

Papers  on  the  March  program  were  held 
over  for  the  April  meeting. 


Dyer-Lake-Lauderdale — On  April  4 this 
society  met  at  the  Baird-Brewer  General 
Hospital.  The  program  included  papers  by 
Dr.  C.  L.  Denton,  of  Dyersburg;  Dr.  E.  S. 
Hopper,  Alamo,  and  Dr.  John  P.  Henry, 
Memphis. 

Loudon  County — Loudon  County  held  its 
regular  meeting  in  Lenoir  City  March  6. 
Officers  were  elected  and  it  was  decided  to 
meet  semi-monthly — alternating  between 
Lenoir  City  and  Loudon. 


Gibson  County — At  the  regular  monthly 
meeting  on  March  4 officers  were  elected 
and  other  business  transacted. 

The  Hospital  Bill  was  discussed  and  ap- 
proved. Dr.  F.  L.  Roberts,  of  the  County 
Health  Department,  was  elected  delegate 
to  the  Jackson  meeting. 
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Carroll  - Henry  - Weakley  Counties — On 
March  12  the  Tri-County  Medical  Associa- 
tion held  their  regular  monthly  meeting  at 
the  Lynn  Hotel  in  McKenzie. 

Dr.  George  McSwain,  of  Paris,  read  a 
paper  on  the  “Treatment  of  Eclampsia,”  Dr. 
Henry  Hill,  of  Memphis,  read  a paper  on 
“Bone  Graft  Operations.”  Dr.  Jarrell  Penn 
of  Memphis  was  also  present  and  partici- 
pated in  the  general  discussions.  Dr.  Dun- 
can Eve,  Jr.,  of  Nashville,  read  a paper, 
“The  Treatment  of  Fractures  in  the  Hip 
of  the  Aged.” 

The  meeting  was  presided  over  by  Vice- 
President  Dr.  George  McSwain. 


Five  County  Society — On  March  26  the 
Five  County  Medical  Society  met  at  Hohen- 
wald.  After  an  invocation  by  Rev.  O.  W. 
James  and  reading  of  the  minutes  of  the 
previous  meeting,  three  papers  and  round- 
table talk  made  up  the  program. 

Papers  were  read  by  Dr.  T.  A.  McAmes 
on  “Thyroid  and  Mananese  Therapy” ; Dr. 
Bruce  P’Pool  on  “Some  Recent  Observa- 
tions in  Nasal  Sinus  Diseases,”  and  by  Dr. 
C.  C.  Stockard  on  “The  Treatment  of  Car- 
buncles.” 

Discussions  were  opened  by  Drs.  C.  M. 
Womack,  G.  N.  Springer  and  H.  C.  Boyd. 


Obion  County — On  March  28  the  Obion 
County  Society  held  its  regular  meeting 
with  the  following  members  present:  Drs. 
Ira  Parks,  C.  B.  A.  Turner,  M.  A.  Blanton, 
F.  W.  Watson,  F.  W.  Roberts  and  Frank 
Kimzey. 

Delegates  to  the  Jackson  meeting  were 
elected  and  the  “Hospital  Bill”  was  dis- 
cussed and  approved. 


Roane  County — On  March  19  this  society 
met  in  Harriman  with  the  following  mem- 
bers and  visitors  present:  Drs.  Phillips, 
Regester,  Bowman,  G.  E.  Wilson,  of  Rock- 
wood;  Zirkle,  Roberts,  Fly,  of  Kingston; 
Waller,  of  Oliver  Springs;  Galyon,  of  Oak- 
dale; Cross,  Neergaard,  Hill,  of  Harriman. 

There  were  also  several  visiting  doctors 
present,  as  follows : Drs.  Kern,  Clayton  and 
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Peters,  of  Knoxville ; Dr.  Stiltner,  of  Wind- 
rock,  and  Dr.  Nash,  of  Dyllis. 

Dr.  J.  J.  Waller  read  a paper  on  “Chole- 
cystitis and  its  Medical  Treatment.”  Dr. 
Kern  read  a paper  on  “Surgical  Treatment 
of  Cholecystitis.”  After  these  papers,  there 
was  a general  discussion  which  was  very 
interesting. 


Cumberland-Putnam-Overton-White — At 
the  meeting  held  in  Sparta  on  February  21, 
Dr.  J.  T.  Moore,  Algood,  read  a paper  on 
the  “Importance  of  Early  Diagnosis  of  Uri- 
nary Disease.”  Another  paper  was  read  by 
Dr.  E.  W.  Mitchell  of  Crossville  on  “Influ- 
enza.” Both  papers  were  of  extreme  inter- 
est and  were  discussed  by  every  member 
present.  A number  of  questions  prepared  at 
a previous  meeting  were  discussed. 

The  following  officers  were  elected : Presi- 
dent, Dr.  W.  A.  Howard,  Cookeville;  Vice- 
President,  Dr.  E.  L.  Mooney  ham.  Rock  Is- 
land; Secretary-Treasurer,  Dr.  H.  H.  Tay- 
lor. 

The  March  meeting  was  held  on  the  21st 
at  Cookeville.  Drs.  W.  M.  Johnson,  of 
Sparta,  and  H.  H.  Taylor,  of  Cookeville, 
read  papers.  The  usual  query  section  was 
very  interesting. 


Sullivan-J ohnson  Counties — Col.  David 
Townsend,  of  the  National  Sanatorium,  ad- 
dressed the  Sullivan- Johnson  County  So- 
ciety on  April  5.  Col.  Townsend  discussed 
the  value  of  sanatorium  treatment  as  com- 
pared with  home  treatment  of  tuberculosis 
and  also  gave  a brief  summary  of  the  symp- 
toms and  treatment  of  tuberculosis. 


NEWS  NOTES  AND  COMMENT 


We  were  made  glad  a few  days  ago  by 
receiving  a request  to  issue  a charter  which 
will  combine  the  counties  of  Henderson, 
Decatur  and  Chester.  There  are  32  doctors 
in  these  three  counties — 18  of  whom  are 
members.  The  more  active  society  which 
will  result  from  this  combination  will  cer- 
tainly attract  some  of  the  14  doctors  not 
members  at  present,  and  the  new  society 
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will  be  not  only  larger  but  better  than  the 
present  separate  societies. 

Other  like  combinations  are  being  dis- 
cussed and  we  hope  to  report  a combination 
at  an  early  date. 


The  new  medical  arts  building  of  Chatta- 
nooga was  officially  opened  April  1.  The 
building  is  ten  stories  high  and  modern  in 
every  respect  and  a credit  to  the  city.  It 
is  owned  and  occupied  by  the  local  medical 
men. 


Drs.  J.  W.  and  E.  B.  Ross,  of  Clarksville, 
have  recently  purchased  a lot  on  which  they 
will  erect  an  office  building. 


Dr.  E.  A.  Adams,  formerly  of  Danville, 
Pa.,  has  moved  to  Memphis  and  will  take 
charge  of  one  of  the  surgical  divisions  of 
the  Sanders-Warr  Polyclinic. 


Dr.  David  W.  Hailey,  of  Nashville,  an- 
nounces the  removal  of  his  office  to  the 
Bennie-Dillon  Building. 


In  Chattanooga  only  six  colored  births 
were  reported  in  January.  Such  a condi- 
tion prompted  an  investigation  and  one  col- 
ored doctor  was  tried  and  fined  for  his  fail- 
ure to  report  births.  We  understand  this  is 
only  a beginning  of  an  effort  to  encourage 
the  profession  to  do  what  it  should  gladly 
do. 


The  Gibson  County  Medical  Society  is  up 
in  arms  against  the  tactics  of  certain  manu- 
facturers of  cigarettes  who  advocate  cigar- 
ettes taking  the  place  of  wholesome  food. 

At  a meeting  of  the  society  held  last  week 
the  body  went  on  record  as  being  opposed 
to  such  forms  of  advertising  and  passed 
resolutions  condemning  same. 

The  resolutions  appear  below: 

“It  has  come  to  the  attention  of  the^'^Gib-^ 
son  County  Medical  Society  that  Certain' fcig- 


arette  companies  are  advocating  cigarettes 
in  the  place  of  wholesome  foods.  This  prac- 
tice is  to  be  condemned  and  it  is  the  opinion 
of  this  society  that  cigarettes  are  not  bene- 
ficial and  should  never  be  advocated  to  re- 
place wholesome  food. 

“In  view  of  these  facts  be  it  resolved  by 
the  Gibson  County  Medical  Society  that  the 
pernicious  practice  of  advocating  cigarettes 
in  place  of  wholesome  food  should  be  con- 
demned and  steps  should  be  taken  to  pre- 
vent the  dissemination  of  this  form  of  ad- 
vertising which  is  detrimental  to  public 
health.” 


Construction  will  soon  begin  on  the  pro- 
posed ten-story  medical  building  in  Knox- 
ville. The  project  is  being  sponsored  by  a 
number  of  the  local  physicians  and  dentists. 


Dr.  E.  B.  Clark  has  moved  his  family  to 
Sparta,  where  he  will  open  his  office  after 
completing  three  months  of  special  work  at 
Protestant  Hospital,  in  Nashville. 


Dr.  James  A.  Scott,  Murfreesboro,  has 
returned  to  his  office  after  an  absence  of 
three  and  one-half  months  spent  in  post 
graduate  work  in  New  York  City. 


Dr.  Robert  Pillow,  Sr.,  of  Columbia,  was 
painfully  injured  recently  by  falling  from  a 
ladder. 


At  a recent  staff  meeting  of  the  St.  Eliza- 
beth Hospital,  Elizabethton,  the  following 
doctors  were  elected  to  the  staff : 

Dr.  J.  L.  Cotrell,  department  of  internal 
medicine  and  obstetrics. 

Dr.  W.  G.  Frost,  department  of  internal 
medicine  and  obstetrics. 

Dr.  W.  H.  Longmire,  diseases  of  children. 

Dr.  E.  T.  Pearson,  internal  medicine. 

.■  The  > present  staff  of  the  hospital  com- 
prises ?'Df3V"J..O.  Woods,  E.  L.  Caudill  and 
C,  B.  Badghffian. 
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and  thereby  differentiated  from  the 
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GRASS  HAYFEVER  begins 
about  the  time  tree  hayfever  ends, 
viz.  May  15th,  and  need  not  be 
confused  with  the  earlier  appearing 
and  sometimes  overlapping  tree 
hayfever. 

WEED  HAYFEVER— August 
to  frost — is  unrelated  to  the  pre- 
viously occurring  grass  hayfever  and 
is  occasioned,  according  to  the  lo- 
cality, by  such  late  pollinating  plants 
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MEAD'S  infant  dietmateri- 
als  are  advertised  only  to  phy- 
sicians. Nofeeding  directions 
accompany  trade  packages. 
Information  in  regard  to 
feeding  is  supplied  to  the 
mother  by  written  instructions 
from  her  doctor-,  who  changes 
the  feedings  from  timetotime 
to  meet  the  nutritional  re- 
quirements of  the  growing 
infant.  Literature  fur- 
nished only  to 
physicians. 


^HE  ethical  policy  of  supplying  infant  diet 
materials  to  the  medical  profession  and 
without  feeding  directions  on  the  trade  packages 
is  no  longer  a rarity.  It  has  become  the  rule, 
rather  than  the  exception. 

Fifteen  years  ago  when  this  policy  was  adopt- 
ed, Mead  Johnson  & Company  pioneered  the 
way.  Just  as  Mead’s  Dextri-Maltose  was  new 
and  clinically  unknown  save  among  the  leading 
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acceptance  until  its  use  has  spread  over  the  en- 
tire country,  penetrating  into  the  remotest 
places.  There  is  scarcely  a firm  in  good  repute 
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vails, establishing  higher  levels  of  service  be- 
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ing of  the  baby  through  the  trying  period  of  in- 
fancy can  tolerate  no  interference  coming  from 
conflicting  directions  of  commercial  firms.  His 
is  the  guiding  hand  in  the  course  of  feeding  he 
has  set  out  upon  with  each  individual  infant. 
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and  sometimes  overlapping  tree 
hayfever. 
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cality, by  such  late  pollinating  plants 
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rections accompany  trade 
packages,  Infor?nation  in 
regard  to  feeding  is  supplied 
to  the  mother  by  written  in- 
structions from  her  doctor, 
who  changesthe  feedings  from 
timet  o time  to  meet  the  nu- 
tritional requirements  of  the 
growing  infant.  Literature 
furnished  only  to  physicians. 

Samples  a*nd  Literature 
ON  Request 
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of  English 
and  American 
Tablespoons 


'^Tothing  tells  more  graphically  the  story 
V of  greater  safety — the  freedom  from  nu- 
tritional disturbances  in  infant  feeding  that 
goes  with  the  use  of  Mead’s  Dextri-Maltose 
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3 ozs. 
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doubtful  if  any  other  carbohydrate 
could  have  been  used  in  such 
excessive  quantities  with 
equal  immunity  from 
serious  results. 
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Each  fluid  ounce  of  Compound  Syrup  of  Calcreose  Maltbie  rep- 
resents Calcreose  Solution,  l6o  minims  (^equivalent  to  lo 
minims  of  pure  creosote);  Alcohol,  24  minims;  Chloroform,  ap- 
proximately 3 minims;  Wild  Cherry  Bark,  20  grains;  Pepper- 
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Rich  in  Calcreose  . . . which  provides  the  stimulant  expector- 
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Arlco-Pollen  Extracts 

for  Diagnosis  and  Treatment 
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rately identified  by  skin  test  with 
the  pollens  of  locally  prevalent  trees 
and  thereby  differentiated  from  the 
“common  colds”  of  early  spring. 

GRASS  HAYFEVER  begins 
about  the  time  tree  hayfever  ends, 
viz.  May  15th,  and  need  not  be 
confused  with  the  earlier  appearing 
and  sometimes  overlapping  tree 
hayfever. 

WEED  HAYFEVER— August 
to  frost — is  unrelated  to  the  pre- 
viously occurring  grass  hayfever  and 
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cality, by  such  late  pollinating  plants 
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— Western  Water  Hemp  — Care- 
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Milk  can  be  readily  reliquefied  with 
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Arlco-Pollen  Extracts 

for  Diagnosis  and  Treatment 

TREE  HAYFEVER  can  be  accu- 
rately  identified  by  skin  test  with 
the  pollens  of  locally  prevalent  trees 
and  thereby  differentiated  from  the 
“common  colds”  of  early  spring. 

GRASS  HAYFEVER  begins 
about  the  time  tree  hayfever  ends, 
viz.  May  15th,  and  need  not  be 
confused  with  the  earlier  appearing 
and  sometimes  overlapping  tree 
hayfever. 

WEED  HAYFEVER— August 
to  frost — is  unrelated  to  the  pre- 
viously occurring  grass  hayfever  and 
is  occasioned,  according  to  the  lo- 
cality, by  such  late  pollinating  plants 
as  the  Ragweeds — Russian  Thistle 
— Western  Water  Hemp  — Care- 
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^ medicine  had  been  born  a complete  science;  if  the  law 

variation  could  be  suspended,  it  is  conceivable  that  the 
%J/  sum  and  total  of  human  knowledge  could  be  encompassed 
in  a single  volume,  the  science  of  medicine  could  consider  its 
conquests  complete  and  its  responsibilities  for  further  research 
ended. 


But  this  is  not  the  case.  Exceptions  constantly  appear,  the 
old  order  is  found  to  possess  its  limitations,  necessity,  the 
mother  of  invention,  provides  another  and  still  greater  urge. 
So  finality  is  always  in  the  offing — the  last  word  is  never 
spoken. 

It  was  the  recognition  of  the  law  of  variation  that  prompted 
the  assertion  that  each  infant  is  a law  unto  itself  and  feeding 
must  be  adjusted  to  its  individual  needs.  Even  then,  excep- 
tions arose,  they  still  arise  and  from  these  necessities,  progress 
in  the  art  of  infant  feeding  and  science  in  the  preparation  of 
infant'  diet  materials  emerges. 

Resources  are  valuable  only  as  they  are  assembled  to  serve 
greater  and  ever  varying  ends.  To  exercise  his  own  resources 
to  their  fullest  extent,  to  enjoy  the  selective  principle  with  the 
utmost  freedom,  the  physician  demands  a latitude  in  the 
choice  of  dietary  materials  at  his  disposal,  just  as  infants  de- 
mand a wide  variation  to  suit  their  needs. 


This  then,  is  the  test,  not  a single  product,  but  a line  of 
infant  diet  materials  that  increases  the  range  and  scope  of  the 
physician’s  skill  just  as  it  increases  our  alertness  and  zest  to 
serve  his  needs. 


Dextri-Maltose-— A highly  as- 
similable carbohydrate  for  cow’s 
milk  modifications. 

Recolac — A reconstructed  milk 
for  traveling  or  where  the  milk 
supply  is  faulty. 

Casec — The  principal  protein  of 
cow's  milk,  for  the  correction  of 
fermentative  diarrhoea. 

Cod  Liver  Oil — Standardized  as 
to  potency,  produced  exclusively 
from  Newfoundland  Cod. 


Protein  Milk— Now  available 
in  a form  that  is  boilable  for  a 10- 
minute  period. 

Malt  Soup  Stock— For  use  in 
cases  of  an  idiosyncrasy  against 
carbohydrate. 

Lactic  Acid  Milk — Uniform  in 
composition  and  acidity,  flows 
freely,  no  curds. 

Florena — A wheat  flour  es- 
pecially useful  for  Butterflour  or 
Butter  Soup  Mixtures. 

Powdered  Milk— Clean  milk  of 
known  origin,  tuberculin  tested, 
low  bacteria  count. 


Samples  and  Literature  on  Request. 

MEAD  JOHNSON  & COMPANY 

Evansville,  Indiana,  U.  S.  A. 
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Calcreose. 
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NEWARK,  NEW  JERSEY 
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full  expectorant  ac- 
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which  patients  will 
tolerate. 
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Chloroform,  approximately  3 minims;  Wild 
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and  Syrup  q. 
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carried  to  its  highest  point. 

Pitch-polished  Novar  is  attaining  a new  high  mark  of  accu- 
racy and  precision  in  opthalmic  lens  perfection.  These  lenses 
have  the  same  brilliant,  flawless  pitch  polish  on  both  inside  and 
outside. 

Let  us  explain  to  you  the  advan- 
tages of  this  quality  product. 
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Asthma... 


Relief  in  from  2 to  5 minutes  in  from 
50  to  84  % of  cases  with 

EPHEDRINE 


Ephedrine  hydrochloride 

has  largely  taken  the  place  of  Epin- 
ephrine in  controlling  the  paroxysms 
of  bronchospasm  in  asthma.  Relief 
has  been  obtained  in  from  two  to 
five  minutes  and  has  lasted  from  six 
to  eight  hours.  Ephedrine  Hydro- 
chloride, Abbott,  is  administered 
orally  in  doses  of  M to  1 grain.  The 
palliative  effects  are  much  more  last- 


ing than  with  Epinephrine.  Numer- 
ous published  reports  indicate  relief 
obtained  in  from  50  to  84%  of  bron- 
chial asthma.  This  evidence  should 
encourage  physicians  in  the  use  of 
Ephedrine  Hydrochloride  for  their 
asthma  cases. 

Among  the  first  producers  of  Ephe- 
drine Hydrochloride  in  this  country 
was  the  Abbott  Laboratories,  collab- 
orating with  the  early  investigators 
of  this  drug  in  China.  The  Abbott 
product  is  noted  for  its  purity  and 
therapeutic  effectiveness. 

We  Supply  Both  Ephedrine 
Hydrochloride  and  Ephedrine 
Sulphate 


SEND  FOR  INTERESTING  EPHEDRINE  BOOKLET 


Specify 

Abbott’s 
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Ask  for 
Abbott’s 
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SEATTLE 
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AMMONIACAL  URINE 


“As  the  case  improves,  dextri- 
maltose  may  be  substituted 
for  the  malt  extract  so  that 
the  final  formula  reached 
will  contain  dextri-maltose 
as  the  carbohydrate.  ” 


MEADES  DEXTRU  MALTOSE 


From  Text  Books 
of  over  a decade 


Quite  apart  from  the  local  therapy  and  care 
of  diapers  in  the  control  of  cases  of  ammo- 
niacal  urine  is  the  question  of  diet.  Diet  is  an  im- 
portant matter. 

The  etiology,  in  the  majority  of  these  cases, 
indicates  an  intolerance  for  milk  fat.  High  fat  feed- 
ings result  in  an  excess  of  volatile  fatty  acids  in  the 
stomach  and  intestines  and  a condition  of  “acidosis” 
prevails. 

Constipation  is  a marked  symptom.  Hard,  dry, 
crumbly  stools  of  grey  color  can  be  shaken  from  the 
diaper  without  leaving  stains;  fat  indigestion  con- 
sisting chiefly  of  insoluble  soaps. 

Dietary  treatment  consists  in  the  reduction  of 
fats  to  the  infant’s  tolerance  and  the  increased 
addition  of  carbohydrates  to  restore  the  caloric 
value  of  the  food. 

Mead’s  Dextri-Maltose  No.  3 is  the  indication, 
first,  because  of  its  easy  assimilation  and  second, 
because  it  contains  an  alkali  in  the  form  of  a 3% 
addition  of  potassium  bicarbonate  to  aid  in  over- 
coming the  constipation. 


^ THE  MEAD  POLICY  % 

tAead’ s infant  diet  materials  are  advertised  only  to  -physicians 
No  feeding  directions  accompany  trade  packages.  Information  in 
gard  to  feeding  is  supplied  to  the  mother  by  written  instructions 
from  her  doctor,  who  changes  the  feedings  from  time  to  time  to  meet 
the  nutritional  requirements  of  the  growing  infant.  Literature 

furnished  only  to  physicians.  ^ 
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“Maltose  is  indicated  in  very  difficult 
feeding  cases  and  in  severe  cases  of  mal- 
nutrition and  atrophy.  It  is  part  of  the 
routine  in  the  treatment  of  chronic 
indigestion  from  fat.  Carbohydrate  in- 
digestion is  more  frequently  seen  in 
cases  fed  on  lactose  or  on  cane  sugar: 
in  such  cases  maltose  is  indicated.” 
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Correcting  dangerous  food  fads 

UGAR 
COMMON 

needed  in  the  diet 


O Evidences  that  medical 
and  scientific  men  are 
leading  a swing  toward 
sanity  in  diet. 


Dietary  opinion  in  the  United  States  in 
recent  years  has  been  swept  by  numerous 
nation-wide  food  fads,  most  of  them  ludi- 
crous, many  of  them  harmful.  The  craze 
for  slimness,  exposed  as  dangerous  by 
many  physicians,  is  an  example.  The 
fad  for  eliminating  sugar  from  the  diet  is 
another. 

Diet  misinformation  cannot  be  wholly 
blamed  on  the  public.  A swarm  of  “food 
extremists,”  laymen  and  laywomen,  with  a 
smattering  of  terms  gleaned  from  medical 
and  scientific  publications,  have  furnished 
an  endless  supply  of  articles  and  features 
to  the  newspapers  and  popular  magazines 
and  radio.  These  “authorities”  have  been 
read  and  heard  by  millions.  Their  utter- 
ances have  had  the  attention  factor  of 
sensational  interest. 

It  is  a dangerous  policy  to  entrust  health 
education  to  lay  writers.  It  is  time  for 
medical  and  scientific  authorities  to  eliminate  the 
dangers  of  faddism  with  precepts  of  intelligence 
and  common  sense. 

There  are  evidences  that  medical  and  scientific 
men  are  leading  a swing  toward  sanity  in  diet. 
Twelve  medical  specialists  and  dieticians  recently 
prepared  a symposium  exposing  the  dangers  to 
men,  women  and  girls  of  starvation  diets  and 
“reduction  treatments,”  so  called,  for  slimness. 

“The  most  delicate  parts  of  the  body  are  always 
the  ones  to  suffer  first,”  says  one  of  the  medical 
specialists.  “Keep  children  and  young  people 
well  nourished  and  up  to  weight,”  says  another. 

Medical  directors  before  an  eastern  tubercu- 
losis conference  recently  warned  of  the  dangers 
of  under-dieting  of  young  girls.  “The  most  difficult 


SENSE 


problem,”  said  one  of  the  direc- 
tors, “facing  us  in  combating 
tuberculosis  among  high-school 
girls,  and  particularly  among 
the  young  flappers  of  today,  is 
the  serious  habits  they  practice 
to  retain  or  acquire  a slim  and 
graceful  figure.  . . . The 

problem  of  nutrition  is  the  one 
we  have  to  face  in  our  treat- 
ment of  girls  of  this  age.  It  is 
at  this  age  that  girls  are  most 
susceptible  to  tuberculosis  and 
other  diseases.” 

A research  food  biologist,  at 
one  of  the  great  universities, 
recently  said:  “Sugar  is  a 
carrier  for  roughage  in  the  diet 
— ■ mineral  salts,  mineral  ash, 
and  fruit  vitamins.  Sugar  modi- 
fies the  harsh  fruit  acids  and 
makes  the  fruits  palatable.  It 
does  not  injure  or  change  in  any  way  the  delicate 
compounds.  At  least  90%  of  constipation  is  due 
to  a lack  of  roughage.  Eat  bran,  fruits  and  vege- 
tables sweetened  to  taste.” 

The  ranking  biological  chemist  at  another  great 
university  recently  said:  “Sugar  is  nature’s  in- 
comparable flavoring  agent.  Sugar  is  one  thing 
that  relieves  the  deadly  dullness  of  our  overly 
refined  foods.  Also,  sugar  is  wholesome  and  the 
most  inexpensive  condimental  food  in  the  world.” 

Sanity  in  diet  calls  for  varied  roughage  foods. 
In  addition  to  milk  and  milk  produets,  young 
people  and  adults  should  eat  a varied  diet  of 
cereals,  fresh  or  canned  vegetables  and  fruits. 
Sugar  makes  these  healthful  foods  enjoyable.  The 
Sugar  Institute,  129  Front  Street,  New  York,  N.  Y. 
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CELIAC  DISEASE 

“A  non-laxative  combination  of 
dextrin  and  maltose  is  best  adapted 
because  it  can  be  given  in  such 
large  amounts  as  necessary  to  cover 
the  caloric  needs  without  produc- 
ing fermentation,  diarrhea  and 


intoxication. 


n 


MEADES  DEXTRLMALTOSE 


From  ThdBooki 
of  over  a decade 


WHILE  celiac  disease  is  met  only  occasionally 
in  infant  feeding,  its  stubborn  resistance  to 
treatment  is  well  known. 

This  disease  alternates  between  constipation  and 
diarrhea,  accompanied  by  intennittent  vomiting, 
caused  by  a low  acidity  of  the  stomach. 

The  stools  are  characteristic  of  this  particular 
type  of  indigestion,  large,  foul  and  bulky  from  un- 
digested fat. 

There  is  a marked  intolerance  for  fats  and,  to  a 
lesser  extent,  for  carbohydrates. 

Treatment  then  lies  in  the  correction  of  the  diet. 
The  amount  of  fat  must  be  lessened  and  the  carbo- 
hydrate increased  to  make  up  this  deficiency. 

Mead’s  Dextri-Maltose  is  the  indication  in  such 
cases  because  of  its  easier  assimilation  in  cases  of 
weakened  digestive  powers. 

Because  of  its  greater  assimilation  limits,  it  is 
used  liberally  by  infant  feeders  in  the  case  of  well 
infants.  This,  because  it  offers  the  greatest  insur- 
ance against  the  appearance  of  digestive  disturb- 
ances. 


THE  MEAD  POLICY 
Mead’s  infant  diet  materials  are  advertised  only  to  physicians. 
No  feeding  directions  accompany  trade  packages.  Information  in  re- 
gard to  feeding  is  supplied  to  the  mother  by  written  instructions 
from  her  doctor,  who  changes  the  feedings  from  time  to  time  to  meet 
the  nutritional  requirements  of  the  growing  infant.  Literature 
furnished  only  to  physicians. 
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Compound  Syrup  of 

Calcreose 


Tablets 

Calcreose 


4 grains 


Each  tablet  contains  2 
grains  of  pure  creosote 
combined  with  hv' 
drated  calcium  oxide. 


Alcohol  5 Per  Cent 
Each  fluid  ounce 
Represents: 
Alcohol — 24  Mins. 
Chloroform  Ap' 
proximately 
3 Mins. 

Calcreose  Solution 
160  Mms. 
(Hquivnlent  to  10 
mins,  of  creosote) 
Wild  Cherry  Bark, 
20  grs. 

Peppermint  Aro' 
matics  and  Syrup 
q.s. 


which  meet  your 
therapeutic  requirements! 


Tasty,  effective,  does 


HEN  Maltbie  made  Calcreose  available  for 
the  treatment  of  Bronchitis,  Tuberculosis,  In- 
testinal and  Urinary  Affections,  the  medical  profes- 
sion was  given  a product  through  which  the  full 
therapeutic  effect  of  creosote  could  be  secured  even 
though  the  patient  may  have  a sensitive  stomach. 

Calcreose  is  a loose  chemical  combination  of  pure 
creosote  and  hydrated  calcium  oxide.  The  creosote 
is  slowly  released  from  Calcreose  and  this  provides  a 
prolonged  and  effective  action  which  is  very  helpful. 
Leading  druggists  carry  Tablets  Calcreose  4 grs.  and 
Compound  Syrup  of  Calcreose  for  prescription 
purposes.  Samples  gladly  mailed  to  Physicians. 


Maltbie  Chemical  Company,  Newark,  New  Jersey 
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NOW  READY 

We  have  just 
issued 


A NEW  PAMPHLET 


devoted  to  a discussion 
of  May,  June,  and  July 

HAY  FEVER 

and  in  this  bulletin  the 
chief  causative  plants 
are  illustrated  in  natu- 
ral colors. 


Copy  sent  on  request 

The  Arlington  Chemical  Company 

YONKERS,  N.  Y. 


XXVI 


ADVERTISEMENTS 


Mead’s 

^^^extr  i'M.altose 

jPdt  In/cCfit  feeding  ’ 
No.  i-  " 

With  2%  Sodium  Chlo- 
ride for  J^rmal  In- 
fants. 

No.  2 
Salt  Free 


No.  3 

With  3 % Potassium 
Bicarbonate  for  consti- 
pated Infants. 


V 

"The  Night  Call" — a 
reproduction  1334  ^ 12^' 
in  color  from  the  origi- 
nal suitable  for  framing 
will  be  sent  on  request. 


THE  NISHT  CALL 

■ fifteen  years  this  big  man  in  the  fur  coat  has  been  de- 

• voted  to  the  call  of  service  in  his  chosen  profession.  Fresh 

and  determined  from  the  medical  school,  he  took  over  the  old 
doctor’s  practice.  At  first  it  was  said  he  never  could,  even  in  a 
small  measure,  compensate  the  community  for  its  loss  when 
- '■  the  old  doctor  passed  on.  But  time  has  proved  that  he  could. 

The  old  doctor  imparted  to  the  other  some  of  his  own  wis- 
dom, his  own  patient  philosophy  of  life  and  service.  The 
younger  man,  sensitive  and  a seer  in  his  own  right,  builded  on 
from  his  own  experience  through  the  practical  application  of 
his  knowledge  of  medicine  and  the  personal  art  of  being  human 
and  humane. 

So  into  his  training  passed  the  long  discipline  of  study  and 
preparation,  together  with  that  more  rigorous  responsibility  to 
answer  the  summons  when  duty  calls,  whenever,  wherever  or 
for  whatever  the  need  may  be. 

He  may  watch  for  hours  upon  end  without  sleep,  eat  but 
little,  relax  never,  yet  no  one  hears  him  complain.  No  one 
thinks  he  ever  becomes  weary,  or  longs  for  a respite  and  so 
day  or  night,  in  season  and  out,  when  the  telephone  rings  a 
voice  carries  back,  “This  is  the  doctor.  Yes,  I will  come.” 


MEAD  JOHNSON  & COMPANY 

EVANSVILLE,  INDIANA 

Nlakers  of  Infant  Diet  Materials  Exclusively 
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